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DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 

ASSISTANT  SECRETARY  FOR  HEALTH 

WITNESSES 

DR.  CHARLES  C.  EDWARDS,  ASSISTANT  SECRETARY  FOR  HEALTH 
DR.  HENRY  E.  SIMMONS,  DEPUTY  ASSISTANT  SECRETARY  FOR 
HEALTH 

WILLIAM  E.  MULDOON,  DIRECTOR,  OFFICE  OF  RESOURCE  MANAGE- 
MENT, OAM/PHS 

DR.  DAVID  J.  SENCER,  DIRECTOR,  CENTER  FOR  DISEASE  CONTROL 
DR.  KENNETH  M.  ENDICOTT,  ADMINISTRATOR,  HEALTH  RE- 
SOURCES ADMINISTRATION 

DR.  ROBERT  S.  STONE,  DIRECTOR,  NATIONAL  INSTITUTES  OF 
HEALTH 

DR.  ROGER  0.  EGEBERG,  INTERIM  ADMINISTRATOR,  ALCOHOL, 
DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
HAROLD  0.  BUZZELL,  ACTINF  ADMINISTRATOR,  HEALTH  SERVICES 
ADMINISTRATION 

CHARLES  MILLER,  DEPUTY  ASSISTANT  SECRETARY,  BUDGET 

Mr.  Flood.  Now  we  have  the  Assistant  Secretary  for  Health.  The 
presentation  will  be  made  by  Dr.  Charles  C.  Edwards,  Assistant  Secre- 
tary for  Health. 

I see  we  have  a biographical  sketch  of  you  we  will  insert  in  the 
record  at  this  point. 

[The  biographical  sketch  follows :] 

Biographical  Sketch  of  Assistant  Secretary  for  Health  Charles  C.  Edwards, 

M.D. 

Birthplace  and  date : Overton,  Nebr.,  September  16, 1923. 

Education:  University  of  Colorado,  Boulder,  Colo.,  1945,  Bachelor  of  Arts; 
University  of  Colorado,  Denver,  Colo.,  1948,  Doctor  of  Medicine ; University  of 
Minnesota,  Rochester,  Minn.,  1956,  Master  of  Science,  Surgery. 

Experience : Present,  Assistant  Secretary  for  Health ; 1969-73,  Commissioner, 
Food  and  Drug  Administration ; 1967-69,  vice  president,  Booz,  Allen  and  Hamil- 
ton; 1964-67,  director,  Division  of  Socioeconomic  Activities,  American  Medical 
Association ; 1963-64,  director,  Di\ision  of  Environmental  Medicine  and  Medical 
Services,  AMA ; 1962-63,  Council  on  Medical  Education  and  Hospitals,  American 
Medical  Association ; 1961-62,  instructor  of  surgery,  Georgetown  University  Med- 
ical School  and  Consultant  to  Public  Health  Service;  1957-61,  teaching  staff, 
Iowa  Methodist  Hospital  and  Mercy  Hospital,  Des  Moines,  Iowa ; 1956-61,  private 
practice,  Des  Moines,  Iowa ; 1950-56,  surgical  fellow,  Mayo  Foundation,  Roches- 
ter, Minn. ; 1949-50,  teaching  fellow.  University  of  Minnesota,  Department  of 
Physiology  ; 1942-46,  lieutenant,  U.S.  Navy,  Korea. 

Association  memberships:  American  Board  of  Surgery,  American  College  of 
Surgeons,  American  Public  Health  Association,  Institute  of  Medicine  of  Chi- 
cago, American  Medical  Association,  Economics  Club  of  Chicago. 
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Awards : Silver  and  Gold  Award,  University  of  Colorado  Alumni  Association, 
May  1972 ; Founders’  Award,  Grant  Hospital,  Chicago,  111.,  October  1972 ; hon- 
orary chancellor  of  Florida  Southern  College  for  1973  and  Honorary  Doctor  of 
Laws  Degree — February  1973. 

Mr.  Flood.  Do  you  have  some  people  you  would  like  us  to  meet? 

Dr.  Edwards.  On  my  immediate  left  is  Mr.  Muldoon  who  heads 
our  budgetary  effort  in  the  Office  of  the  Assistant  Secretary.  On  my 
right  is  Dr.  Simmons  who  is  the  Deputy  Assistant  Secretary  and  also 
Director  of  our  PSRO  program.  Next  to  him  is  an  old  favorite  of 
yours,  Mr.  Miller. 

Behind  me  are  the  agency  heads.  Dr.  Stone  of  the  National  Insti- 
tutes of  Health ; Dr.  Egeberg  of  the  Alcohol,  Drug  Abuse,  and  Men- 
tal Health  Administration ; Dr.  Sencer,  head  of  the  Center  for  Disease 
Control ; Mr.  Buzzell,  who  heads  the  Health  Services  Administration ; 
and  Dr.  Endicott,  Administrator  of  the  Health  Resources 
Administration. 

Mr.  Flood.  Doctor,  you  have  a prepared  statement.  How  do  you 
want  to  handle  this  ? 

Dr.  Edwards.  It  is  your  pleasure. 

Mr.  Flood.  It  is  your  show. 

Dr.  Edwards.  Although  the  statement  is  time  consuming,  I think  it 
lays  out  clearly  some  of  the  high  points. 

Mr.  Flood.  What  do  you  want  to  do  ? 

Dr.  Edwards.  May  I read  it  ? 

Mr.  Flood.  Proce^. 

Dr.  Edwards.  Mister  Chairman  and  Members  of  the  Committee : I 
welcome  the  opportunity  to  appear  before  you  as  you  begin  consid- 
eration of  the  health  portion  of  the  1975  budget  for  the  Department 
of  Health,  Education,  and  Welfare. 

In  view  of  the  fact  that  you  will  examine  very  closely  each  of  the 
elements  of  this  budget  request  over  the  next  several  weeks,  I believe 
it  would  be  most  appropriate  for  me  to  focus  my  remarks  on  the  broad 
policy  issues  and  decisions  that  underlie  our  budget  strategy. 

FOOUS  OF  LEADERSHIP  FOR  THE  HEALTH  ACTIVITIES 

And  in  that  connection  first  let  me  say  that  I believe  one  of  our 
most  serious  problems — one  that  prevades  every  aspect  of  the  Fed- 
eral health  effort — has  been  the  lack  of  what  might  be  called  a central 
focus  of  leadership  for  the  health  activities  carried  out  by  the  Depart- 
ment of  Health,  Education,  and  Welfare. 

I have  no  desire  to  dwell  on  the  past,  except  to  the  extent  that  hind- 
sight can  give  us  a better  sense  of  the  direction  we  need  to  take  for  the 
future.  But  I think  it  is  accurate  and  realistic  to  say  that  this  Depart- 
ment, insofar  as  its  health-related  activities  are  concerned,  has  done 
a less  than  effective  job  of  developing  a comprehensive  strategy  to 
carry  out  the  major  health  responsibilities  assigned  to  it  by  the  Con- 
gress and  the  President. 

PROLIFERATION  OF  HEALTH  PROGRAMS 

The  incredible  proliferation  of  health  programs  in  the  last  decade 
alone,  added  as  they  were  to  an  organizational  structure  and  a catalog 
of  health  programs  that  have  been  growing  over  many  decades,  left 
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the  Department  in  dire  need  of  a management  and  policy  development 
system  capable  not  only  of  administering  its  health  responsibilities 
with,  efficiency  and  effectiveness,  but  also  of  determining  whether  spe- 
cific programs  were  actually  serving  the  health  needs  of  the  American 

people  as  they  were  intended  to  do.  n . i • 

We  are  now  hopefully  building  that  capability,  and  m so  domg,  we 
are  gaining,  for  the  first  time,  the  ability  to  make  sound  analytical 
judgments  about  the  real  contribution  of  our  efforts,  about  shortcom- 
ings that  remain  to  be  overcome,  and  about  the  potential  for  using  the 
resources  of  the  Federal  Grovernment  to  encourage  and  support  needed 
change  in  the  way  the  pluralistic  American  health  system  acts  to  pre- 
serve and  promote  the  health  of  the  people  of  this  country. 

I will  not,  at  this  time,  detail  the  steps  we  have  taken  to  transform 
the  Office  of  the  Assistant  Secretary  for  Health  into  the  central  focus 
of  health  leadership  to  which  I referred  a moment  ago.  Those  specifics 
might  be  discussed  more  properly  at  a later  time  when  the  committee 
takes  up  the  budget  request  for  my  office. 

But  I feel  it  is  important  here  to  stress  the  fact  that  the  budget 
request  now  before  you,  while  certainly  not  the  product  of  a radically 
different  concept  of  the  Department’s  role  in  the  field  of  health,  is  a 
document  that  reflects  a new  commitment  to  sound  management  and 
rational  planning,  and  one  that  looks  to  the  selection  of  priorities  by 
the  only  appropriate  criterion — namely,  the  benefit  to  the  American 
people. 

T^en  I appeared  before  you  a year  ago,  my  tenure  as  Assistant 
Secretary  for  Health  had  just  begun.  At  that  time,  I outlined  some 
of  the  goals  and  structural  changes  that  I anticipated  for  the  Public 
Health  Service  to  make  it  more  responsive. 

REALIXEMEXT  OF  THE  PUBLIC  HEALTH  SERVICE 

This  year  the  realinements  are  in  place.  We  have  in  the  Public 
Health  Service  six  operating  agencies.  These  agencies  are : the  Na- 
tional Institutes  of  Health,  which  remains  essentially  the  same  with 
the  exception  of  the  manpower  programs  which  were  transferred  to 
the  new  Health  Resources  Administration;  the  Food  and  Drug  Ad- 
ministration which  has  not  been  changed ; the  Center  for  Disease  Con- 
trol, to  which  we  have  added  the  National  Institute  for  Occupational 
Safety  and  Health;  the  Alcohol,  Drug  Abuse,  and  Mental  Health 
Administration  which  consolidates  into  a new  agency,  programs  that 
were  carried  out  by  the  former  Health  Service  and  Mental  Health 
Administration  and  the  Special  Action  Office  for  Drug  Abuse  Preven- 
tion in  the  White  House.  The  Health  Resources  Administration  which 
was  created  by  combining  the  health  manpower  programs  formerly  in 
NIH,  the  National  Center  for  Health  Statistics,  the  regional  medical 
programs,  the  Hill-Burton  program,  the  comprehensive  health  plan- 
ning activities,  and  the  former  National  Center  for  Health  Services 
Research  and  Development ; and  finally  the  Health  Services  Admin- 
istration, which  includes  the  health  services  demonstration,  develop- 
ment, and  delivery  programs  formerly  in  the  Health  Services  and 
Mental  Health  Administration. 

All  of  these  functionally  alined  agencies  report  to  my  office,  and  it 
is  our  responsibility  to  provide  policy  planning  and  overall  leadership 
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for  each  of  them.  This  we  are  doing  through  a structure  which  I shall 
detail  in  subsequent  testimony.  It  is  important  to  note  at  this  point, 
however,  that  the  Office  of  the  Assistant  Secretary  for  Health  is  also 
the  policy  focus  for  health-related  decisions  affecting  medicare  and 
medicaid  and  for  such  high  priority  activities  as  the  program  to  de- 
velop professional  standards  review  organizations,  to  carry  out  nurs- 
ing home  improvement  initiatives,  and  to  coordinate  the  Department’s 
activities  pertaining  to  population  affairs. 

LEGISLATIVE  PROPOSALS 

Mr.  Chairman,  I believe  the  executive  branch  and  the  Congress 
together  are  now  at  the  threshold  of  achieving  some  important  and 
necessarj^  changes  that  will  substantially  improve  this  country’s  health 
care  system. 

We  have  submitted  legislation  for  a consolidated  health  planning 
program  that  authorizes  the  establishment  of  health  system  agencies 
composed  of  consumers,  providers.  Government  officials,  and  others, 
which  would  prepare  and  implement  comprehensive  plans  for  health 
care  delivery  systems.  New  Health  manpower  legislation  will  be  sub- 
mitted to  take  the  place  of  the  present  authorities,  which  expire  on 
June  30.  And,  as  you  know,  a comprehensive  health  insurance  plan 
has  already  been  submitted  to  the  Congress  to  assure  financial  access 
to  adequate  health  services  for  all  Americans. 

The  1975  budget  reflects  a number  of  important  new  approaches 
which  I believe  will  help  lay  the  ground  work  for  changes  in  the 
health  care  system,  and  thus  give  comprehensive  health  insurance  a 
far  better  chance  to  succeed. 

PROFESSIONAL  STANDARD  REVIEW  ORGANIZATIONS 

One  of  the  most  important  steps  to  increasing  the  effectiveness  of 
our  health  care  system  is  the  professional  standards  review  organiza- 
tions effort.  When  fully  implemented  this  program  will  involve  a na- 
tionwide network  of  voluntary,  nonprofit  groups  of  local  physicians 
who  will  be  responsible  for  assuring  the  quality  of  inpatient  health 
services  provided  under  medicare,  medicaid,  and  the  maternal  and 
child  health  programs.  The  peer  review  systems  to  be  established 
through  the  PSEO’s  will  review  the  medical  necessity  of  services,  the 
quality  of  care  delivered,  and  the  appropriateness  of  the  care  in  terms 
of  length  and  method  of  treatment.  We  have  included  $58  million  in 
the  1975  budget  for  PSEO’s,  and  we  anticipated  that  we  will  have 
signed  agreements  with  120  PSEO’s  by  the  end  of  1975. 

HEALTH  MAINTENANCE  ORGANIZATIONS 

Another  way  we  are  seeking  to  improve  the  health  delivery  system 
while  still  preserving  the  basic  right  of  freedom  of  choice,  is  through 
encouragement  of  the  establishment  of  health  maintenance  organiza- 
tions. As  you  know,  these  organizations  provide  comprehensive  health 
services  on  a prepaid,  capitation  basis  with  an  emphasis  on  primary 
care  and  preventive  services.  In  fiscal  years  1974  and  1975,  the  Depart- 
ment plans  to  spend  $125  million  to  develop  HMO’s,  grants  and  con- 
tracts will  be  used  to  support  feasibility  studies,  planning  and  initial 
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development,  and  will  provide  limited  operational  subsidies  for  HMO’s 
providing  care  in  medically  and  underserved  areas.  Included  in  this 
$125  million  is  $50  million  to  capitalize  a loan  fund  to  be  used  to  make 
loans  and  loan  guarantees  to  assist  eligible  HMO’s  to  meet  their  initial 
operating  costs  while  building  up  their  membership  to  a viable  level. 

EMERGENCY  MEDICAL  SERVICES 

In  the  1975  budget  we  propose  to  continue  the  emergency  medical 
services  program  at  a level  of  $27  million.  This  effort-,  to  be  initiated  in 
1974,  is  another  example  of  how  we  are  attempting  to  improve  the 
existing  health  care  delivery  system.  The  current  emergency  medical 
care  resources  of  the  country  are  far  from  adequate,  resulting  in  need- 
less loss  of  life  because  of  the  inability  to  provide  immediate  and 
proper  medical  attention  to  individuals  involved  in  accidents,  poison- 
ings, and  suddent  illnesses. 

Federal  assistance  to  plan,  initiate,  or  expand  systems  of  emergency 
medical  services  will  be  provided  to  State  and  local  governments  and 
other  public  entities.  Tliis  program  is  intended  to  assist  States  and 
local  communities  to  develop  self-supporting  systems  to  meet  their 
own  needs  and  not  to  establish  a network  of  federally  supported 
emergency-care  systems. 

NATIONAL  CENTER  FOR  HEALTH  STATKTIGS 

The  successful  implementation  of  these  new  programs  I have  been 
discussing — compresensive  health  insurance,  professional  standards 
review  organizations,  health  maintenance  organization,  and  emer- 
gency medical  services — require  sound  statistical  data  and  further  re- 
search and  evaluation  of  the  methods  to  deliver  health  care  and  to  re- 
duce the  costs  of  care.  The  National  Center  for  Health  Statistics  will 
continue  its  efforts  to  gather  accurate  and  extensive  information  about 
the  health  of  the  Nation’s  population.  We  have  requested  $24  million 
for  its  activities,  an  increase  of  $3  million  over  1974.  The  increase  will 
be  directed  toward  the  expansion  of  the  Cooperative  Health  Statistical 
System  initiated  in  1973.  Eesearch  and  evaluation  efforts  will  con- 
tinue at  a level  of  $42  million,  and  will  focus  on  problems  of  access  to 
health  services  among  different  socioeconomic  groups  and  geographic 
areas,  on  the  effects  of  health  insurance  on  the  demand  for  health  serv- 
ices, and  on  reimbursement  for  services  provided  by  paraprofessiona] 
health-care  workers. 

REGIONAL  MEDICAL  AND  HILL-BURTON  PROGRAMS 

As  I have  already  suggested,  a rational  assessment  of  our  accom- 
plishments and  shortcomings  clearly  dictates  that  we  should  de- 
emphasize  or  terminate  some  existing  programs.  Accordingly,  there 
are  no  funds  in  the  1975  budget  for  the  regional  medical  programs 
or  for  the  Hill-Burton  program  of  support  for  hospital  construction. 

The  concept  of  the  regional  medical  programs  as  provided  in  current 
legislation  has  not  provided  a successful  means  of  changing  health- 
care  delivery  systems.  This  legislation  expires  in  1974  and  we  will 
not  seek  extension  of  it.  The  Hill-Burton  program,  conversely,  has 
been  successful.  There  is  now  an  adequate  supply  of  hospital  beds 
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for  the  Nation  as  a whole.  We  are  now  moving  into  an  era  where 
virtually  all  medical  care  will  be  funded  through  some  type  of  in- 
surance plans  which  will  include  compensation  for  depreciation  of 
facilities.  Thus,  there  is  no  need  to  continue  this  large-scale  formula- 
based  support  program  to  encourage  construction  of  hospitals.  The 
Hill-Burton  legislation  expires  in  1974,  and  we  do  not  plan  to  seek 
extension  of  it. 


COMPREHENSIVE  HEALTH  PLANNING 

There  is  no  appropriation  request  for  the  comprehensive  health 
planning  program  whose  legislative  authority  also  expires  in  1974. 
This  does  not  mean  we  haye  given  up  on  the  support  of  health  plan- 
ning. On  the  contrary,  as  I have  indicated,  legislation  has  been  intro- 
duced which  will  support  a new  system  of  health  resources  planning. 
We  expect  that  the  best  elements  of  the  health  planning  functions  now 
carried  out  under  the  comprehensive  health  planning  agencies,  the 
State  Hill-Burton  planning  agencies,  certain  of  the  existing  regional 
medical  programs,  and  some  of  the  experimental  health  services  de- 
livery systems  projects  can  be  redirected  and  absorbed  into  a new 
system  of  regional  health  planning  under  the  leadership  of  those  who 
are  closest  to  the  problems  and  best  able  to  plan  for  their  solution. 

COMMUNITY  MENTAL  HEALTH  CENTERS 

We  are  preparing  to  shift  our  emphasis  from  the  direct  support  of 
community  mental  health  centers  projects  which  have  proven  success- 
fully the  concept  of  community-based  mental  health  care.  Liberal 
coverage  for  community-based  care  of  mental  illnesses  under  compre- 
hensive health  insurance  will  provide  the  financial  means  to  support 
the  continued  operation  of  community  mental  health  centers. 

HEALTH  MANPOWER 

The  budget  embodies  a major  change  in  an  approach  to  the  financial 
assistance  for  the  development  of  health  manpower,  and  is  in  anticipa- 
tion of  new  legislation  to  be  submitted  shortly  to  the  Congress.  It 
represents  a shift  away  from  institutional  support  to  encourage  ex- 
pansion of  enrollment  at  health  teaching  institutions.  If  the  current 
level  of  enrollment  in  schools  of  the  health  professions  is  maintained, 
we  believe  no  significant  shortages  will  develop  in  the  coming  years. 
For  example,  it  is  estimated  that  at  current  enrollment  levels,  by  1985 
the  number  of  physicians  will  increase  by  50  percent  and  dentists  by 
over  40  percent  over  the  1970  levels. 

The  focus  of  our  new  program  will  be  on  solving  problems  stem- 
ming from  the  decline  of  primary-care  physicians,  the  geographic 
maldistribution  of  available  health  personnel,  and  the  underutilization 
of  paraprqfessionals.  In  1975  we  plan  to  obligate  $441  million  for  man- 
power activities. 

ALCOHOLISM  AND  DRUG  ADDICTION 

The  treatment  of  alcoholism  and  drug  addiction  have  too  long 
remained  outside  of  the  mainstream  of  the  health  delivery  system.  We 
are  continuing  to  support  research  into  better  methods  to  treat  and 
control  alcoholism.  Since  1971  we  have  been  supporting,  generally  on  a 
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3-year  basis,  community  demonstration  projects  which  have  been 
directed  toward  a better  awareness  of  the  problems,  toward  better 
methods  of  dealing  with  alcoholism  problems  in  special  population 
groups,  such  as  Indians,  and  toward  fundamental  improvement  in  the 
methods  of  treatment  and  rehabilitation  of  alcohol  abusers. 

In  1975  we  will  contract  with  profitmaking  institutions  to  organize 
and  establish  alcoholism  treatment  programs  in  private  industry  which 
can  later  be  supported  by  private  health  insurance  programs.  Assist- 
ance will  be  given  to  States  to  implement  the  “Uniform  Alcoholism  and 
Intoxication  Treatment  Act,”  and  we  will  continue  to  fund  selected 
projects  aimed  at  special  risk  populations.  The  States  will  continue 
to  receive  assistance  in  conducting  their  own  treatment  and  rehabilita- 
tion efforts  through  the  State  formula  grant  program. 

It  is  perhaps  too  early  to  say  whether  we  have  turned  the  corner 
in  the  incidence  of  drug  addiction.  But  I am  able  to  report  that  treat- 
ment is  available  for  all  addicts  who  want  it.  Through  the  project  and 
formula  grant  program  we  are  providing  a national  treatment  capabil- 
ity for  95,000  patients  in  312  separate  programs.  Although  the  budget 
request  for  drug  abuse  will  drop  from  $243.5  million  in  1974  to  $216.6 
million  in  1975,  we  still  will  be  able  to  maintain  the  same  level  of 
treatment  capacity  in  1975.  In  1975  all  States  will  be  providing  drug 
treatment  and  services  and  they  will  be  assisted  through  expanding  the 
formula  grant  program  which  will  rise  from  $25  million  in  1974  to 
$35  million  in  1975. 

BIOMEDICAL  RESEARCH 

While  there  remains  much  to  be  done  to  improve  the  way  in  which 
health  services  are  delivered,  we  cannot  lose  sight  of  the  fact  that 
scientific  research  is  the  key  to  better  understanding  of  the  causation 
of  disease,  and  thus  to  its  prevention  and  control.  F or  that  very  reason, 
biomedical  research  remains  a critically  important  part  of  our  total 
health  effort. 

The  National  Institutes  of  Health  commands  the  largest,  of  the 
budget  request  for  the  six  health  agencies  of  the  Department,  represent- 
ing nearly  40  percent  of  the  funds  we  are  requesting.  The  NIH  budget 
request  embodies  continued  major  research  and  development  initia- 
tives in  cancer  and  heart  disease,  the  first  and  second  leading  causes  of 
death  in  the  United  States.  We  are  requesting  an  additional  $95  mil- 
lion for  the  cancer  and  heart  and  lung  programs.  This  will  give  us  the 
authority  to  spend  some  $600  million  on  cancer  and  $309  million  on 
heart  and  lung  research  in  1975.  The  budget  request  maintains  the 
other  research  activities  of  the  National  Institutes  of  Health  at  about 
the  same  level  as  authorized  in  1974  with  the  exception  of  a reduction 
in  the  general  research  support  grant  program. 

Most  of  my  attention  thus  far  has  been  directed  to  those  programs 
which  are  seeking  to  change  and  strengthen  the  health  care  system. 
Another  important  mission,  of  course,  is  to  prevent  disease. 

CENTER  FOR  DISEASE  CONTROL 

The  Center  for  Disease  Control  over  the  years  has  concentrated  its 
efforts  on  assisting  State  and  local  health  organizations  in  reducing 
the  spread  of  communicable  diseases,  in  providing  protection  against 
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environmental  hazards,  such  as  lead-based  paint,  and  in  improv- 
ing the  health  and  safety  of  American  workers.  These  efforts 
will  remain  at  essentially  their  present  levels  in  the  1975  budget  re- 
quest. We  will  continue  our  project  grant  support  of  venereal  disease 
control  efforts  at  a level  of  $24.8  million.  The  results  of  this  control 
program  are  encouraging.  The  incidence  of  gonorrhea  is  still  increas- 
ing, though  not  as  fast  as  it  has  been,  and  we  can  expect  it  to  level 
off  next  year.  Significant  improvement  has  been  made  in  the  control 
of  syphilis,  and  we  are  now  projecting  a slight  decline  in  the  incidence 
of  infectious  syphilis  in  the  coming  year. 

NEW  HEALTH  EDUCATION  EFFORT 

In  1975  we  are  requesting  $2  million  for  a new  health  education 
effort.  It  is  our  goal  to  establish  a central  point  to  coordinate  the  on- 
going health  education  programs  of  the  Federal  Government  and 
to  explore  the  feasibility  of  forming  a National  Center  for  Health 
Education  in  the  private  sector. 

NATIONAL  HEALTH  POLICY 

We  are  beginning,  I think,  to  develop  a working  partnership  among 
the  executive  and  legislative  branches  of  the  Federal  Government, 
State  and  local  governments,  the  leadership  of  the  private  health  sec- 
tor, the  academic  community,  industry,  and  consumers  of  health  serv- 
ices, ea<^h  of  whom  can  and  should  have  an  effective  voice  in  the  de- 
velopment of  national  health  policy  and  the  strategic  plans  for  carry- 
ing it  out. 

In  summary  we  are  requesting  of  this  committee  a total  budget 
authority  of  $4.1  billion  in  1975  for  the  programs  of  the  Public  Health 
Service. 

I welcome  the  opportunity  to  appear  before  you,  and  my  associates 
and  I are  ready  to  answer  any  questions  the  committee  may  have. 

Thank  you. 

Mr.  Flood.  Thank  you. 

REORGANIZATION  OF  HEALTH  AGENCIES 

Dr.  Edwards,  the  health  agencies  down  at  HEW  have  gone  through 
repeated  organizations  in  the  past  10  years  and  the  latest  reorgani- 
zation seems  to  put  us  back  where  we  were  two  or  three  or  four  re- 
organizations ago.  Don’t  you  think  it  is  about  time  we  declared  a 
moratorium  on  further  reorganizations,  have  one  more  reorganization 
against  any  more  reorganizations,  something  like  that,  and  get  down 
to  the  business  of  finding  out  how  to  improve  the  health  of  the  Ameri- 
can people  and  skip  these  reorganizations?  Somebody  is  making  a 
career  out  of  them. 

Dr.  Edwards.  I agree  100  percent. 

Mr.  Flood.  Do  you  want  to  say  anything  more  than  yes  ? 

Dr.  Edwards.  1 am  like  you.  I haven’t  been  quite  as  closely  involved 
for  the  past  10  years,  but  I have  been  very  much  interested  in  and 
fairly  involved,  and  I certainly  agree  with  you  that  there  has  been 
far,  far  too  much  in  the  way  of  organizations  and  reorganizations. 
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There  are  times  when  reorganizations  are  certainly  very  appropriate, 
but  I think  at  this  point  in  time  we  have  done  all  of  the  reorganizing 
we  need  to  do,  and  we  need  to  get  on  with  our  business.  That  is  what 
we  are  trying  to  do  right  now. 

Mr.  Flood.  Did  I write  that  for  you  ? 

Put  in  the  record  a chart  showing  the  current  reorganizations  of 
the  health  agencies,  just  the  health  agencies. 

[The  information  follows :] 


EXECUTIVE  SECRETARIAT  I I OFFICE 
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PUBLIC  HEALTH  SERVICE 
REGIONAL  OFFICES 
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We  have  a great  many  complaints,  and  that  is  an  understatement, 
about  the  reorganization  of  the  regional  olSces,  and  particularly  about 
the  maternal  and  child  health  staff,  the  way  they  are  being  treated  and 
kicked  around.  There  is  no  doubt  in  my  mind  that  you  are  receiving 
the  same  kind  of  complaints.  I don’t  think  there  is  any  question 
about  it. 

Will  you  please  explain  how  you  are  reorganizing  the  health  staff  in 
the  regional  offices  where  there  is  so  much,  very  much  opposition  to  it. 

Dr.  Edwards.  Mr.  Chairman,  as  you  know,  whenever  you  make  some 
changes  there  is  always  some  opposition. 

Mr.  Flood.  Some  changes  I am  for.  A new  elevator  operator  now 
and  then. 

Dr.  Edwards.  To  say  that  the  maternal  and  child  health  constituency 
is  not  well  organized  would  be  one  of  the  great  understatements  of  the 
day.  They  are  well  organized,  and  some  of  the  changes  have  disturbed 
them.  We  believe,  though,  the  general  organizational  setup  of  our 
regional  offices  makes  sense.  Previously  all  of  the  regional  health 
administrators  reported  to  the  Director  of  the  Health  Services,  Mental 
Health  Administration.  We  felt  the  first  change  that  had  to  be  made 
was  that  the  regional  health  administrators  should  be  reporting  to  the 
Assistant  Secretary  for  Health  because  they  did  not  represent  just  one 
agency. 

Mr.  Flood.  That  is  you. 

Dr.  Edwards.  Eight.  They  did  not  represent  one  agency  but  all  of 
the  agencies,  in  the  region.  So  that  was  the  first  thing  we  did. 

We  then  set  up  in  my  office,  a small  office,  the  Office  of  Eegional 
Health  Affairs,  which  in  a sense  did  not  get  involved  itself  with  the 
programmatic  activities  in  the  regions  but  nevertheless  was  the  focal 
point  for  transmission  of  information  and  budgetary  data,  allocation 
of  resources,  and  so  forth. 

In  addition  to  that,  we  renamed  the  top  health  man  in  the  region 
and  gave  him  a new  title,  the  Eegional  Health  Administrator,  giving 
him  line  responsibility  over  the  health  activities  in  each  of  the  regional 
offices.  We  felt  we  had  to  have  someone  at  whom  we  could  point  the 
finger  who  we  knew  had  the  responsibility  for  seeing  to  it  that  the 
programs  in  the  regions  were  appropriately  implemented.  This  in 
essence  is  the  philosophy  behind  what  we  have  done. 

We  have  moved  away  a bit  in  the  regions,  as  we  have  here  in  head- 
quarters, from  the  categorical  approach  to  all  organization  matters 
to  a more  flexible  approach  where  from  the  managerial  point  of  view 
we  feel  it  allows  us  to  use  our  resources  more  adequately,  allows  the 
managers  to  use  their  manpower  resources  in  a more  appropriate  way, 
and  permits  us  to  deal  with  matters  that  have  created  some  problems 
in  connection  with  some  of  our  constituency.  But  nevertheless  we  do 
in  all  of  the  regions  and  here  at  headquarters  have  specific  managers 
in  charge  of  definite  programs.  So  I think  many  of  their  fears  are  ill 
founded. 

MATERNAL  AND  CHILD  HEALTH  STAFF 

Mr.  Flood.  MHiat  is  ill  founded  about  the  fears  of  the  people  in  the 
Maternal  and  Child  Health  staff  ? 

Dr.  Edwards.  I think  they  think  in  a sense  we  have  lost  interest  in 
that  program,  which  is  not  true  at  all.  We  feel  it  has  a very  high  pri- 
ority. But  part  of  this  also  is  that  there  has  been  more  than  a small 
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amount  of  concern  on  their  part  about  the  administration’s  decision 
to  move  from  a project  grant  operation  to  the  formula  grant  opera- 
tion. This  too  has  created  some  problems. 

STAFFING  AT  THE  NATIONAL  INSTITUTE  OF  MENTAL  HEALTH 

Mr.  Flood.  We  have  also  been  told  pretty  much  that  the  staffing 
at  the  National  Institute  of  Mental  Health  is  being  cut  back  dras- 
tically. As  a matter  of  fact  I wrote  a letter  to  Secretary  Weinberger 
on  that.  Is  it  a fact  that — we  call  it  NIMH — that  they  got  an  18-per- 
cent cut  in  staffing  ? Mental  health  is  a big  deal  and  NIMH  is  going  to 
be  a big  thing.  Up  comes  a message  everybody  is  for  it,  and  it  gets  cut 
18  percent.  ^ 

'Why  in  view  of  all  of  this  do  you  single  them  out  fdr  such  a large 
reduction  in  staffing  ? That  is  a kiss  of  death.  The  worse  thing,  in  other 
words,  that  can  happen  at  NIH  is  have  somebody  say  we  are  for  you, 
and  bang. 

Dr.  Edwards.  I think  it  is  fair  to  say  that  originally  our  1974  posi- 
tion ceiling  may  have  required  a cutback.  This  has  been  rescinded,  and 
at  this  point  in  time  we  are  not  planning  any  employment  reductions. 

Mr.  Miller.  As  a matter  of  fact  we  notified  the  Congress  yesterday 
that  we  would  make  sure  that  there  would  be  enough  employment  in 
the  NIMH. 

Mr.  Flood.  Yesterday  ? 

Mr.  Miller.  Not  in  writing.  We  ratified  several  congressional  sources 
by  phone  calls  made  yesterday,  Mr.  Chairman,  that  we  would  make 
sure  there  would  not  be  a reduction  in  force  in  the  Alcohol,  Drug  Abuse, 
and  Mental  Health  Administration. 

Mr.  Flood.  Who  did  you  call  up  here,  the  Subcommittee  on  Agri- 
culture or  what  ? 

Mr.  Miller.  Members  of  the  Maryland  delegation. 

HEALTH  PROGRAMS  BUDGET,  19  75 

Mr.  Flood.  The  1975  budget  for  health  programs,  the  whole  works, 
certainly  does  not  look  very  impressive  to  many  people  despite  all  of 
the  rhetoric.  In  fact,  I have  heard  many  experienced  observers,  some  of 
the  long-haired,  fliatheeled  boys  that  know  this  business,  say  this 
year’s  health  budget  is  worse  than  last  year’s.  If  you  can  imagine  any- 
thing worse  than  that  you  are  under  the  gun.  How  much  influence  did 
you  have  on  this  1975  budget  ? 

Dr.  Edwards.  I think  we — when  I say  ‘^we”  I mean  myself  and  the 
agency  heads^have  had  significant  influence  in  the  development  of  the 
budget.  I would  be  less  than  frank  if  I said  the  budget  reflected  all  we 
wanted,  and  I suspect  it  is  probably  true  as  with  most  budgets  that  op- 
erating people  are  never  totally  satisfied.  I wouldn’t  categorize  this  cer- 
tainly as  a disaster  budget  like  I would  have  last  year’s.  I think  there 
are  some  things  in  it  that  you  can  question  in  terms  of  the  adequacy  of 
some  of  the  funding.  But  I think  in  light  of  some  of  the  budgetary 
problems  it  is  a pretty  good  budget. 
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REDUCTION  OF  A HALF  A BILLION  DOLLARS 

Mr.  Flood.  Don’t  you  feel — ^you  don’t  look  it,  but  don’t  you  feel  that 
you  have  any  visceral  sensations  about  defending  a budget  which  re- 
duces appropriations  for  health  agencies  by  over  half  a billion  dollars  ? 
That  impresses  even  the  Appropriations  Committee — half  a billion 
dollars. 

Dr.  Edwards.  I hadn’t  looked  at  it  quite  in  those  terms. 

Mr.  Flood.  I guess  not.  But  all  of  those  round  figures,  half  a billion, 
and  you  don’t  feel  uncomfortable  at  all  about  coming  up  here  with  it  ? 

Dr.  Edwards.  There  are  obviously  certain  parts  of  the  budget  that, 
as  a health  professional,  I am  less  than  comfortable  with,  but  I think 
it  has  to  be  looked  at  on  a program  by  program  basis  to  assess  the 
impact  of  the  half  a billion  dollars  difference. 

I think  we  have  to  look  further  into  that  half  billion  dollars.  It  is 
important  to  recognize  that  approximately  $315  million  of  this  $500 
million  represents  hospital  construction  grants  the  Hill-Burton  pro- 
gram. We  have  not  included  Hill- Burton  in  the  1975  budget. 

I also  think  it  important  to  point  out  that  while  we  have  not 
included  it,  there  is  currently  available  in  our  budget  for  hospital 
construction  about  $570  million  and  in  1975  about  $317  million  will 
be  available.  Although  on  paper  there  is  $200  million  less  in  our 
budget  for  hospital  construction,  the  pipeline  will  be  fairly  full. 

I think  it  also  important  to  point  out  that  included  in  that  half 
billion  is  the  reduction  in  health  manpower. 

We  are  proposing  that  capitation  not  be  eliminated  but  be  reduced. 
The  capitation  amounts  to  about  $36  million  of  the  half  billion 
dollars. 

The  other  two  items  I would  want  to  mention  are  comprehensive 
health  planning  and  the  regional  medical  program  which  represent 
about  $112  million  in  this  year’s  budget.  We  are  not  going  to  propose 
that  much  for  health  planning  for  1975,  but  once  we  get  legislation  we 
will  be  requesting  funds  for  it.  These  are  not  reflected  in  our  current 
budget  for  1975. 

In  the  final  analysis  there  is  no  question  that  there  is  a reduction. 

U.S.  HEALTH  STATUS 

Mr.  Flood.  Here  are  some  statistics  we  picked  up.  I will  read  them 
to  you. 

To  date,  the  United  States  ranks  14th  in  infant  mortality,  11th  in 
maternal  mortality,  22d  in  life  expectancy  for  men,  7th  in  life  ex- 
pectancy for  women,  16th  in  the  death  rate  of  middle-aged  men, 
8th  in  doctors  per  population. 

This  is  the  United  States  of  America  I am  talking  about.  With  all 
this  Nation’s  resources,  with  everything  everybody  says  on  the  Fourth 
of  July,  why  doesn’t  our  health  record  look  better  than  that? 

Dr.  Edwards.  It  is  difficult  to  argue  with  these  statistics,  Mr.  Chair- 
man. 

Mr.  Flood.  That  is  right. 

Dr.  Edwards.  Again,  one  has  to  compare  apples  with  apples  and 
oranges  with  oranges.  I think  one  has  to  recognize  the  heterogeneous 
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population  that  is  present  in  this  country.  The  number  of  people  that 
we  have  in  our  population  in  this  country  is  far  larger  than  some  of 
the  countries  that  are  ahead  of  us  in  the  statistical  race,  if  you  will. 

I think  overall,  although  I cannot  argue  these  figures  specifically — — 

Mr.  Flood.  You  have  discussed  derivation  of  ancestry  as  among 
groups.  Here  we  are  supposed,  after  all  these  years,  to  breed  out  the 
bad.  It  is  supposed  to  be  much,  much  better.  It  was  your  speech.  I 
read  it. 

Dr.  Edwards.  I would  not  go  quite  that  far. 

Mr.  Flood.  That  is  the  theory. 

Dr.  Edwards.  To  make  this  really  realistic,  I think  we  have  to  com- 
pare Swedes  with  Swedes,  and  so  forth. 

Mr.  Flood.  In  Sweden. 

Dr.  Edwards.  In  Sweden,  yes. 

My  whole  point  is  that  I do  not  think  these  statistics  accurately  re- 
flect the  true  state  of  health  in  this  country.  That  is  not  for  a moment 
to  suggest  that  we  haven’t  a long  way  to  go  to  put  ourselves  in  the 
position  we  would  like. 


PHYSICIANS  PER  CAPITA 

Mr.  Flood.  Let  us  take  the  last  item.  What  has  it  to  do  with  Sweden  ? 
We  are  eighth  in  doctors  per  population.  Take  Sweden  or  whatever 
you  want,  what  about  that  one  ? 

Dr.  Edwards.  Dr.  Endicott  might  like  to  speak  to  that.  I am  not 
sure  who  are  the  seven  above  us. 

Mr.  Flood.  Do  you  want  to  settle  for  seventh? 

Dr.  Endicott.  Israel  is  one  which  has  a higher  ratio.  They  have 
had  an  excessive  migration  into  their  country. 

Mr.  Flood.  That  is  exhibit  A. 

Dr.  Edwards.  We  run  into  the  problem  that  someone  was  telling  me 
this  morning.  In  the  Philippine  Islands,  as  an  example,  there  are 
probably  as  many  doctors  in  non-medical  jobs  including  driving  taxi- 
cabs as  there  are  practicing  medicine. 

Mr.  Flood.  Except  the  ones  that  come  here  from  someplace  else. 

Dr.  Edwards.  Eight.  But  they  have  more  physicians  per  capita  in 
the  Philippine  Islands. 

FOREIGN  MEDICAL  GRADUATES 

Mr.  Flood.  Walking  down  the  halls  in  our  general  hospitals,  I do 
not  know  what  they  are  saying.  I do  not  know  what  town  I am  in. 

Dr.  Edwards.  The  point  I was  making  is  that  our  standards  for 
medical  education  are  much  higher  here.  They  turn  out  far  more 
doctors  in  some  of  the  countries  that  would  rank  ahead  of  us.  As  a 
result  of  that,  I think  in  some  of  the  lesser  developed  countries  we 
do  find  the  problem  that  doctors  are  not  fully  employed. 

I think  certainly  here  in  the  United  States  we  fully  employ  our 
doctors. 

BUDGET  FOR  NATIONAL  INSTITUTES  OF  HEALTH 

Mr.  Flood.  I have  heard  that.  That  has  been  mentioned. 

The  budget,  again,  proposes  increases  for  the  National  Cancer  In- 
stitute and  the  Heart  and  Lung  Institute,  but  a reduction  for  all  the 
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other  Institutes  in  XIH.  Cancer,  Heart,  Lung.  Everybody  else  gets 
a reduction.  How  can  you  defend  such  a budget  for  XIH?  tVe  had  all 
these  buildings  set  up.  This  subcommittee  had  a lot  to  do  with  it. 

Dr.  Edwards.  Let  me  speak  to  that,  if  I might,  Mr.  Chairman. 

Mr.  Flood.  TVhen  we  first  came  here,  it  looked  like  Yankee  Stadiimi 
out  there.  IVe  know  everyone  of  those  buildings  out  there. 

Dr.  Edwards.  We  certainly  recognize  that  there  are  significant  in- 
crease in  both  the  Cancer  and  the  Heart  and  Lung  Institutes’  budgets. 
The  point  I would  make  is  that  the  priorities  that  have  been  given  to 
the  Cancer  Institute  and  to  the  Heart  Institute  are  priorities  that  were 
established  both  by  the  Congress  and  by  the  President.  We  have  had 
no  control  over  that. 

Actually,  the  budget  of  the  XIH  represents — ^Dr.  Stone  can  speak  to 
this — a significant  increase  in  cancer  and  heart.  The  rest  of  the  In- 
stitutes have  stayed,  for  all  practical  purposes,  about  level. 

We  have  eliminated  this  year,  I think  very  justifiably,  approximately 
$44  million  in  research  resources  which  is  the  general  research  support 
grants.  I think  a good  case  can  be  made  for  the  elimination  there.  The 
other  Institutes  have  stayed  where  they  were,  status  quo. 

Mr.  Flood.  Did  you  ever  hear  about  infiation  ? 

Dr.  Edwards.  Yes. 

Mr.  Flood.  It  hasn’t  stayed  very  still,  has  it? 

Dr.  Edwards.  Dr.  Stone  and  I have  argued  at  some  length  about  the 
need  to  maintain  balance  among  programs  at  the  National  Institutes  of 
Health.  I think  we  have  to  be  very  careful  that  we  do  not  give  priority 
programs  so  much  funding,  particularly  at  the  expense  of  other  pro- 
grams. I think  we  are  bordering  on  that  at  this  particular  point. 

HILL-BURTOX  GRANTS 

Mr.  Flood.  One  of  the  most  controversial  things  in  your  budget  is 
the  elimination  of  the  Hill-Burton  giants.  We  understand  your  posi- 
tion is  that  there  are  already  too  many  hospital  beds.  However,  the 
American  Federation  of  Hospitals  tell  us  there  is  a shortage  of  90,000 
beds. 

MTiat  are  the  facts  ? They  are  pros.  You  are  always  interested  in  pros. 
You  are  a pro  yourself.  You  always  go  to  bat  for  the  pros.  There  is 
nothing  wrong  with  that. 

The  doctors  have  not  fomid  out  yet  that  they  are  not  running  the 
hospitals.  They  are  run  by  the  administrators.  They  know,  and  they 
say  that  they  are  90,000  beds  short  . 

Of  course,  they  are  special  pleRxiers. 

Do  you  have  anv  statistics  on  that  ? If  so,  we  would  like  to  have  them. 

Dr.  Edwards.  I think  you  have  given  the  hospital  administrators’ 
figures  a little  more  credit  than  they  are  deserving  of.  I cannot  tell  you 
how  they  come  up  with  this  90,000  figure.  There  is  no  question  that  we 
have  shortages  in  certain  categories.  I think  the  inner  city  hospital 
problem  is  one  in  terms  of  both  renovation  and  new  beds. 

There  are  spots  where  we  do  need  more  hospital  beds.  In  toto,  we 
feel  the  bed  capacity  is  sufficient. 

Mr.  Flood.  In  toto.  That  is  a very  good  word,  but  if  you  are  not  in 
that  town,  you  are  in  trouble,  especially  with  the  gas  shortage. 
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Dr.  Edwards.  This  year,  1974,  we  have  available  over  a half  billion 
dollars  in  our  Hill-Burton  program.  We  will  go  into  1975,  after  hav- 
ing obligated  about  $250  million  of  that  $567  million,  with  about  $316 
million  in  1975  for  hospital  construction. 

Mr.  Flood.  You  mean  modernization. 

Dr.  Edwards.  It  is  in  Hill-Burton,  and  it  can  be  used  either  for  new 
construction  or  for  modernization.  Most  of  it  right  now  is  being  used 
for  modernization. 


HEALTH  MANPOWER  TRAINING 

Mr.  Flood.  Another  controversial  proposal  is  the  reduction  in  the 
support  of  the  training  of  health  manpower.  The  Secretary  told  us 
we  are  training  too  many  people.  He  sat  right  in  that  chair  and  said 
it  yesterday.  We  understand  the  NIH  has  studies  showing  there  is  a 
shortage  of  30,000  doctors  right  now. 

Do  you  have  any  statistics,  or  studies,  or  hard  evidence  to  support 
the  fact  that  we  are  in  danger  now  of  training  too  many  doctors  and 
health  professionals  ? They  tell  us  we  need  50,000  doctors  last  night, 
we  need  200,000  paramedics  last  night.  Now  there  is  a danger  that  we 
are  training  too  many.  What  goes  on  ? 

Dr.  Edwards.  Mr.  Chairman,  I do  not  think  there  is  a danger.  There 
could  conceivably  be  a danger  of  training  too  many.  I do  not  think  the 
Secretary  meant  what  he  said  if  he  said  there  are  currently  too  many 
doctors.  I think  what  the  Secretary 

Mr.  Flood.  You  don’t  think  Secretary  Weinberger  meant  what  he 
said? 

Mr.  Miller.  I do  not  think  he  said  ‘‘currently.”  I think  he  said  there 
is  a danger  if  we  continue  the  way  we  are  going. 

PHYSICIAN  OUTPUT  BY  1980 

Mr.  F LOOD.  Let’s  use  rates  instead  of  current  figures,  then. 

Dr.  Edwards.  I think  we  have  made  rather  significant  strides  over 
the  last  decade.  I think  we  have  increased  the  enrollment  in  our  medi- 
cal schools  from  approximately  8,000  admissions  or  graduations  per 
year  to  about  14,000  or  15,000  in  1975.  According  to  our  calculations, 
if  we  continue  the  present  output,  by  the  1980’s  we  will  have  increased 
the  supply  of  doctors  in  this  country  by  approximately  50  percent. 

I think  that  is  probably  what  the  Secretary  was  referring  to.  I am 
not  even  sure  that  will  be  too  many. 

The  real  issue  is  not  aggregate  numbers.  The  real  issue,  I think — 
and  I believe  most  will  agree — is,  first,  how  do  we  distribute  this 
number  and  what  kinds  of  doctors  do  we  train?  Those  are  the  issues 
we  have  to  come  to  grips  with. 

We  will  try  to  put  the  emphasis  over  the  next  few  years  on  getting 
more  primary  care  physicians  and  getting  a better  distribution  of 
them. 

OUTPUT  OF  PARAMEDICS 

Mr.  Flood.  What  about  your  paramedics?  Two  years  ago  your 
people  nearly  broke  down  and  cried  about  paramedics.  Now  they  are 
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closing  places  out  in  Seattle  where  they  were  doing  this.  There  was  a 
long  waiting  list  from  the  AIVIA.  The  greatest  thing  since  canned  beer. 
Now  they  do  not  want  paramedics. 

Dr.  Edwards.  No.  We  want  paramedics.  I think  not  just  the  Fed- 
eral Government,  but  the  private  sector  as  well,  has  been  very  slow  in 
defining  the  role  of  the  paramedic.  As  a result,  we  have  not  figured 
out  how  we  are  going  to  pay  them.  We  have  to  better  define  what 
their  role  is  to  be  and  we  have  done  a pretty  poor  job  of  this. 

There  is  no  question  in  our  minds  that  we  have  to  have  the  allied 
health  professionals  or  paramedics  if  we  are  really  to  increase  our 
utilization  of  doctors. 

Mr.  Flood.  That  is  just  what  I said. 

Dr.  Edwards.  I think  the  enrollment  in  our  allied  health  schools 
is  such  as  to  indicate  sizable  numbers  are  being  trained. 

SHORTAGE  OF  HOSPITAL  BEDS  AND  SUPPLY  OF  PHYSICIANS 

Mr.  Flood.  I go  out  and  make  speeches  and  I say  what  you  fellows 
say  here.  I come  back  next  year  and  I wouldn’t  dare  go  back  to  that 
town  again  because  it  is  a different  story  year  after  year.  I am  afraid 
to  open  my  mouth,  if  you  can  believe  that,  but  that  is  the  way  it  is. 

Dr.  Simmons.  There  is  some  material  on  two  of  these  points  that 
Dr.  Edwards  and  I have  discussed  before  but  which  he  omitted. 

On  the  need  for  additional  beds,  it  is  very  difficult  to  understand  the 
figure  that  you  have  mentioned,  given  the  fact  that  the  American 
Hospital  Association’s  own  statistics  in  1972  show  a less  than  good 
occupancy  rate  for  the  Nation’s  hospitals,  and  that  is  falling.  In  fact, 
in  hospitals  under  100  beds,  the  occupancy  rate  in  1972  was  66  percent,* 
and  for  200  to  300  beds,  77  percent. 

To  run  one  efficiently,  the  occupancy  rate  is  supposed  to  be  85  or  90 
percent.  It  is  pretty  hard  to  be  concerned  that  we  have  a shortage  of 
hospital  beds,  although  there  may  be  locally. 

On  the  total  number  of  physicians,  the  figures  that  we  have  devel- 
oped in  conjunction  with  a lot  of  bright  people  on  the  outside  show 
that  our  problem  may  not  be  answered  by  more  physicians.  There 
are  already  countries  that  have  less  physicians  than  we  have  who 
do  much  better  than  we  do. 

Mr.  Flood.  I have  heard  that  argument  before  for  11  different 
reasons. 

Dr.  Simmons.  That  is  right,  just  as  there  are  11  different  reasons 
why  the  United  States  looks  the  way  it  does  in  certain  mortality 
statistics.  That  is  the  point  we  want  to  make.  It  may  not  be  that 
simple. 

Mr.  Flood.  I got  their  story.  Now  I want  yours. 

Dr.  Edwards.  In  the  allied  health  professionals 

Mr.  Flood.  I did  not  ask  them.  I just  took  the  figures. 

Dr.  Edwards.  I think  the  fact  that  we  are  not  recommending  capita- 
tion and  recommend  decreased  funding  for  this  in  no  way  indicates 
that  we  have  lost  interest  in  this  particular  operation.  It  is  just  that 
we  feel  these  people  can  probably  provide  for  their  own  education 
through  other  mechanisms. 
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LEGISLATIVE  AND  BUDGET  PROPOSALS  FOR  HEALTH  MANPOWER 

Mr.  Flood.  I tell  you  something  else  the  Secretary  told  us.  He  told  us 
that  the  legislative  and  the  budget  proposals  for  health  manpower  will 
do  the  following  things : maintain  current  training  practices,  encourage 
better  geographic  distribution  of  medical  personnel,  increase  the  pro- 
portion of  new  doctors  trained  in  the  delivery  of  primary  care,  a point 
you  were  about  to  make,  make  better  use  of  paraprofessionals,  attract 
more  women  and  minorities  into  the  health  professions.  That  is  about 
everything  I was  thinking  about  saying.  He  told  us  the  President’s 
budget  proposals  will  do  all  those  things. 

Will  you  please  tell  us  how  it  is  possible  to  do  all  those  good  things 
with  less  money  ? Also  tell  us  specifically  which  of  the  legislative  and 
budgetary  proposals  that  he  talks  about  would  accomplish  each  of  those 
objectives. 

br.  Edwards.  I think  what  he  was  referring  to  is  that  we  have  built 
up,  principally  through  capitation  over  the  last  6 or  7 years,  a student 
level  in  our  medical  schools  that  we  feel  is  adequate  to  provide  the 
numbers  of  physicians  that  we  need  over  the  next  decade. 

Mr.  Flood.  When  you  cannot  get  into  a medical  school  with  a shoe- 
horn? 

Dr.  Edwards.  That  is  true,  it  is  very  difficult  to  get  into  medical 
school. 

Mr.  Flood.  Very  difficult. 

Dr.  Edwards.  But  just  because  it  is  difficult  to  get  in  does  not  neces- 
sarily mean  that  we  should  be  building  more  medical  schools. 

Mr.  Flood.  All  right.  Go  ahead. 

Dr.  Edwards.  I think  he  was  also  referring  to  the  proposal  that  we 
will  be  submitting  to  the  Congress  very  shortly  on  health  manpower 
and  that  is  that  it  will  do  the  things  that  he  outlined  including  main- 
taining current  capacity. 

Mr.  Flood.  Everything  that  I said  he  said. 

Dr.  Edwards.  Yes.  I think  he  was  referring  to  the  manpower  legisla- 
tion proposal  that  we  will  be  submitting  to  the  Congress. 

CAPITATION  GRANTS 

Mr.  Flood.  The  budget  calls  for  a phasing  down  of  the  capitation 
grants  for  schools  of  medicine,  osteopathy,  dentistry,  nursing,  and  so 
on,  but  it  seems  to  assume  that  the  schools  will  be  able  to  make  the 
proper  and  necessary  financial  adjustments. 

How  can  these  schools  that  we  are  talking  about  take  all  those  cuts 
when  they  are  all  broke  ? How  do  you  do  that  ? With  mirrors  ? 

Dr.  Edwards.  First  of  all,  I do  not  think  they  are  all  broke. 

Mr.  Flood.  I can  think  of  three. 

Dr.  Edwards.  I can  also  think  of  three.  You  are  right  there. 

Mr.  Flood.  I can  think  of  three  that  are  not  broke.  Three  and  a half. 

Dr.  Edwards.  I think  we  have  to  ask  ourselves  if  some  of  their  finan- 
cial problems  are  not  of  their  own  creation  ? 

I have  never  seen  a medical  school  yet  that  I felt  was  operating  in 
the  most  efficient  fashion  that  it  could.  I think  there  is  still  some  fat 
in  most  medical  school  budgets.  We  feel  strongly  that  we  have  t6  main- 
tain some  level  of  capitation  support. 
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I think  we  can  rely,  particularly  in  State  schools,  on  increased  tui- 
tion, and  I think  some  States  have  assumed  a much  greater  role  in  the 
financing  of  medical  education  than  others. 

I think  across  the  board.  States  can  probably  do  a better  job  than 
they  have  been  doing  in  supporting  medical  schools. 

I think  this  fills  the  slack  for  the  amount  we  are  reducing  in  capita- 
tion plus  what  they  are  able  to  generate  by  increased  tuition  and  in- 
creased State  support. 


TRAINING  GRANTS  AND  FELLOWSHIPS 


Mr.  Flood.  You  did  not  have  anything  to  do  with  last  year’s  budget, 
but  you  do  now.  Last  year  the  budget  proposed  to  eliminate  training 
grants  and  fellowships  in  all  fields  of  medical  research  across  the  board, 
but  Congress  did  not  adopt  that  proposal.  Funds  were  appropriated  to 
keep  the  training  grants  and  fellowships  alive. 

Nevertheless,  despite  what  Congress  did,  we  continue  to  receive  re- 
ports that  all  these  programs  are  being  discontinued.  We  specifically 
earmarked  and  appropriated  these  funds  to  continue  the  NIH  training 
grants  and  fellowships.  We  wrote  you  letters  about  it  and  asked  ques- 
tions about  it.  There  were  terrific  majorities  for  it  in  both  Houses  on 
both  sides  of  the  aisle. 

Is  this  money  being  used  for  those  purposes  ? 

Dr.  Edwards.  Yes.  We  have  cut  back  on  some  of  our  training  pro- 
grams. It  might  be  well  if  Dr.  Stone  commented  on  this. 

Dr.  Stone.  The  money  is  being  expended.  The  method  of  support  is 
being  changed  from  training  grants  to  fellowships,  Mr.  Chairman. 
The  money  is  being  spent. 

Dr.  Egeberg.  In  1974,  training  programs  have  been  restored  to  ap- 
proximately their  1973  level,  consistent  with  the  intent  of  Congress. 
This  means  that  grantees  will  be  receiving  costs  as  well  as  funds  for 
student  stipends.  We  do  not  want  to  lose  the  faculties  that  have  been 
built  up. 

Mr.  Flood.  Of  course,  that  puts  you  in  opposition  to  the  school  of 
thought  about  giving  money  to  students  instead  of  institutions,  does 
it  not  ? 


Dr.  Egeberg.  In  our  categorical  training  programs,  we  think  that  it 
is  essential  to  provide  institutional  support  as  well  as  student  support. 
I should  point  out,  however,  that  only  stipends  are  paid  in  our  ex- 
panded fellowship  program. 

Dr.  Edwards.  Certainly  the  1975  budget  has  much  more  institutional 
support  than  did  the  original  1974  budget  proposed  by  the  adminis- 
tration. We  have  cut  back  some  but,  nevertheless,  there  is  some  insti- 
tutional support. 


NEED  FOR  SUPPORT  OF  RESEARCH  TRAINING 

Mr.  Flood.  Have  you  any  better  statistics  or  any  concrete  evidence  as 
to  the  need  for  support  of  research  training  than  you  were  able  to 
give  us  last  year  ? Last  year  it  was  lousy.  Do  you  have  anything  this 
year  ? Of  course,  you  had  only  been  here  2 weeks.  Is  there  anything 
better,  this  year,  in  the  way  of  concrete  evidence  ? 

Dr.  Edwards.  You  are  speaking  of  research  training? 
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Mr.  Flood.  To  support  research  training.  Last  year’s  record  was 
terrible. 

Dr.  Stone.  We  are  installing  mechanisms  to  produce  those  figures 
on  a prospective  basis.  We  have  included  in  the  reports  of  the  training 
grants  and  fellowships  and  the  other  grant  support,  manpower  re- 
porting requirements  that  will  give  us  better  evidence  in  the  future  of 
manpower  utilization  from  which  we  can  project  manpower  needs. 

Mr.  Flood.  OK,  but  when  will  we  get  it  here  ? 

Dr.  Stone.  We  will  not  have  those  figures  for  several  years,  Mr. 
Chairman. 

Mr.  Flood.  All  we  have  to  do  is  keep  breathing  ? 

Dr.  Stone.  I certainly  hope  so. 

Mr.  Flood.  With  the  help  of  the  Department  of  HEW. 

Dr.  Edwards.  I think  it  fair  to  say,  not  just  in  this  program,  that 
we  have  not  accumulated  some  of  the  evaluation  statistics  that  we 
should  have  been  generating  over  a long  period  of  time  if  we  our- 
selves are  to  have  and  if  we  are  to  give  you  the  kinds  of  information 
you  need  to  make  these  value  judgments. 


ARTHRITIS  TRAINING  GRANTS 

Mr.  Flood.  In  keeping  with  what  you  said,  we  already  know,  de- 
spite the  intentions  of  our  committee,  the  NIH  reduced  training  grant 
funds  in  the  fiscal  year  1974  budget  for  the  arthritis  program.  It  is 
down  now  to  41  trainees  this  year  from  84  in  1972.  By  next  year  the 
arthritis  program  will  be  about  completely  phased  out.  There  will  be 
only  4 trainees  retnaining  in  the  whole  shop. 

Dr.  Stone.  Programs,  sir,  training  grant  programs.  The  number  of 
individuals  in  fellowships  will  increase. 

Mr.  Flood.  We  have  the  phase,  “training  grant  funds.” 

Dr.  Stone.  Funded. 

Mr.  Flood.  F-u-n-d-s,  training  grant  funds.  That  is  what  we  have. 
What  does  that  mean? 

Dr.  Stone.  We  will  get  you  accurate  information  and  make  sure  you 
have  it. 

Mr.  Flood.  All  right.  Let  us  determine  the  accuracy.  Let’s  just  get 
the  information.  We  will  weigh  it  in  the  balance. 

Dr.  Stone.  All  right,  sir. 

[The  information  follows :] 


ARTHRITIS  TRAINING  PROGRAMS 


Trainees  (under  institutional  awards). 
Postdoctoral  and  special  fellowships.. 
Research  career  development  awards. 

Research  career  awards 

Research  training  fellowships 


Fiscal  year- 

1973  1974  1975 


60 

50 

4 

12 

6 

4, 

10 

10 

8 

1 

1 

1 

14 

28 

Total. 


83 


81 


45 
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PEER  REVIEW  SYSTEM 

Mr.  Flood.  We  believe  that  the  peer  review  system  for  reviewing 
research  and  training  applications  works  pretty  darned  well,  but 
there  is  one  thing  about  it  that  concerns  us.  That  is  the  danger  that 
the  members  of  the  review  panels  may  constitute  a research  establish- 
ment or  fraternity,  a closed  corporation,  a so-called  ‘‘in”  group  which 
shuts  out  unorthodox  ideas.  I do  not  mean  personalities.  You  do  not 
like  Joe  Zilch  because  he  comes  from  that  school,  or  you  knew  him 
when.  I do  not  mean  personalities.  I mean  unorthodox  ideas. 

Every  once  in  a while  we  get  complaints  here  from  a scientist  who 
thinks  he  has  a good  idea,  and  he  cannot  get  NIH  support  to  pursue 
it  because  his  idea  is  at  odds  with  current  conventional  wisdom  in  that 
field.  Whether  he  is  a nut  or  not  is  something  else. 

Of  course,  very  few  of  us  are  in  a position  to  evaluate  that  one  way 
or  the  other.  The  question  is : Have  you  ever  considered  establishing 
an  appeal  board  and,  preferably,  to  have  that  appeals  board  com- 
prised of  scientists,  recognized  top-flight  guys  from  other  fields  than 
the  one  this  individual  is  in  that  we  are  worried  about,  to  consider 
complaints  of  that  nature  ? 

With  all  the  money  we  are  spending  on  medical  research,  we  may  be 
shutting  out  just  one  brilliant  but  obscure  innovator  who  may  turn 
out  to  have  the  breakthrough  for  a great  scientific  idea.  That  worries 
us  right  along.  What  about  that  ? 

Dr.  Edwards.  I think  your  concern  is  very  legitimate. 

Mr.  Flood.  As  an  old  trial  lawyer,  even  I am  for  an  appeals  board. 

Dr.  Edwards.  I have  not  thought  about  it  per  se. 

Dr.  Stoxe.  Yes,  sir,  it  has  been  discussed  at  NIH,  and  it  is  still  under 
discussion. 

Mr.  Flood.  That  will  be  the  end  of  that. 

Dr.  Egeberg.  In  case  it  is  the  end,  which  I doubt,  there  is  an  addi- 
tional resource  which  should  be  considered.  That  resource  is  the  dean 
of  the  medical  school.  The  dean  could  provide  funds  for  a year  or  so 
to  prove  whether  or  not  the  young  investigator  has  something  worth- 
while that  should  be  supported. 

Dr.  Edwards.  I think  your  idea  has  merit,  and  I think  we  should 
pursue  it. 

Mr.  Flood.  This  is  nothing  peculiar  to  NIH.  I am  on  Defense  ap- 
propriations. It  is  an  establishment  thing.  Imagine  being  on  Defense 
appropriations  and  HEW  appropriations,  robbing  Peter  to  pay  Paul. 
They  have  all  kinds  of  appeals  boards,  real  good,  solid  things,  and 
not  from  the  same  outfit.  They  take  a handful  of  people  who  are  all 
top-level  scientists. 

Mr.  Michel. 

PROFESSIONAL  STANDARD  REVIEW  ORGANIZATION 

Mr.  Michel.  Let  us  go  through  your  testimony  and  cover  some  of 
the  items  I have  blocked  out  here. 
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You  requested  $58  million  in  the  1975  budget  for  PSKOs,  and  you 
anticipate  you  will  sign  agreements  with  120  by  the  end  of  1975. 

Question  No.  1 : What  leads  you  to  believe  there  will  be  120  signed 
agreements  in  this  coming  fiscal  year  ? 

Dr.  Edwards.  May  I ask  Dr.  Simmons  to  speak  to  that.  He  is  the 
director  of  the  program. 

Dr.  Simmons.  There  are  203  potential  PSKOs  from  the  areas  des- 
ignated. We  already  have  on  file  300  letters  from  throughout  the 
country  from  organizations  interested  in  coming  in  to  discuss  plan- 
ning contracts  for  PSKOs.  Is  it  an  estimate?  Is  it  very  hard,  really, 
to  Imow. 

Mr.  Michel.  What  if  we  cut  that  figure  in  half;  what  would 
happen  ? 

Dr.  Simmons.  I think  it  would  seriously  hurt  the  possibility  of  the 
program  succeeding,  frankly. 

Mr.  Michel.  Would  that  be  a popular  move  out  in  the  country  ? 

Dr.  Simmons.  Not  among  the  public. 

Mr.  Michel.  What  does  the  public  know  about  PSKOs  ? 

Dr.  Simmons.  They  do  not  know  too  much  about  PSKOs,  but  they 
do  know  increasingly  about  very  serious  problems  in  medicine.  In 
fact,  just  last  night  I was  reading  over  an  article  in  Medical  World 
News  on  ^‘How  Well  Does  Medicine  Police  Itself?”  It  is  really  a very 
shocking  kind  of  article.  It  took  a nationwide  sample  of  how  well  the 
profession  is  doing  in  policing  itself,  finding  where  the  problems  exist 
and  dojng  something  about  it. 

This  is  just  one  of  many  more  articles  appearing  in  the  medical  and 
lay  literature.  There  are  problems,  and  some  system  has  to  be  set 
up  to  take  care  of  those  problems  that  does  not  exist  now. 

I think  as  the  public  starts  understanding  that — I know  responsible 
members  of  the  profession  already  do — they  realize  that  we  have  to 
establish  a better  system  than  we  now  have,  and  we  should  get  at  it.  It 
is  long  overdue. 

Dr.  Edwards.  We  need  a better  quality  control  system  than  we  have,, 
not  necessarily  a better  medical  system,  but  a better  quality  control 
or  peer  review  system. 

Dr.  Simmons.  Kight. 

health  maintenance  organizations 

Mr.  Michel.  Let  me  move  on  to  HMOs.  You  say  you  plan  to  be 
spending  $125  million  in  fiscal  year  1974  and  1975.  Is  there  any  carry- 
over amount  involved  here  from  1974  to  1975  ? 

Mr.  Buzzell.  I think  so.  I think  the  indication  from  the  chairman 
was  that  perhaps  covering  the  first  two  quarters  of  the  next  fiscal  year. 

Mr.  Michel.  Is  that  absolutely  essential  for  you  ? 

Mr.  Buzzell.  Yes,  it  is.  We  will  not  be  able  to  start  funding  HMOs 
until  probably  June.  We  probably  won’t  receive  the  1974  supplemental 
before  May  or  the  middle  of  May.  So,  it  would  be  essential  that  we 
have  the  1974  supplemental  authority  in  fiscal  1975. 

Mr.  Michel.  If,  perchance,  the  Congress  really  got  moving  and 
enacted  some  form  of  the  administration’s  health  insurance  proposal, 
would  that  have  any  bearing  at  all  on  the  funding  requested  in  the 
HMO  area  ? 
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Mr.  Buzzell.  Xo,  it  would  not  have  any  bearing  in  the  sense  that 
we  would  still  need  the  HMO  funds.  The  health  insurance,  while  im- 
portant, will  in  fact  foster  the  growth  of  HMOs. 

Mr.  Michel.  You  anticipated  the  next  question,  which  is:  Then 
would  such  a program  pretty  much  along  the  character  and  lines  the 
administration  is  proposing  tend  to  increase  the  kind  of  requests  you 
would  be  looking  for  in  the  future  for  ITMOs,  or  would  that  depend 
upon  how  many  availed  themselves  of  that  substantive  authorizing 
legislation  and  provided  the  mechanism  for  including  ITMOs  in  their 
programs  ? 

Mr.  Buzzell.  As  you  know,  the  administration's  request  for  the 
HMO  program  is  pretty  much  up  to  the  authorizing  level.  I tliink 
that  is  appropriate.  Frankly,  I do  not  think  we  are  capable  or  have 
the  capacity  to  launch  a bigger  program  with  or  without  comprehen- 
sive health  insurance. 

Dr.  Edwards.  I think  your  point,  however,  is  good.  A national  health 
insurance  program,  whether  it  be  the  administration’s  or  another  one, 
I think  definitely  will  increase  the  interest  in  or  the  movement  of  the 
HMO  concept. 

Mr.  Buzzell.  As  you  know,  the  HXIO  legislation  really  is  not  tai- 
lored to  the  working  poor  and  to  the  disadvantaged  people.  As  a conse- 
quence, we  are  very  anxious  to  see  the  comprehensive  health  insurance 
proposal  enacted  from  the  inception  of  the  HMO  program. 

Dr.  Edwards.  It  would  really  bring  the  lower  income  groups  into 
the  mainstream  of  good  medical  care. 

Mr.  Michel.  Currently,  is  it  not  a little  impractical  for  the  ITMOs 
to  be  really  effective  in  that  area  ? 

Dr.  Edwards.  In  that  area  ? 

Mr.  Michel.  For  the  low-income  people. 

Mr.  Buzzell.  With  one  major  exception.  It  is  not  impractical  in 
terms  of  serving  the  current  medicaid  population,  and  that  is  a big 
population. 

Aside  from  that,  you  are  correct,  it  is  impractical  from  the  view- 
point of  what  I would  classify  as  the  working  poor. 

HMO’s  IX  MEDICALLY  UXDERSER^T:D  AREAS 

Mr.  Michel.  Dr.  Edwards,  in  your  testimony  you  speak  of  grants 
and  contracts  used  to  support  feasibility  studies,  planning  and  initial 
development,  and  to  provide  limited  operational  subsidies  for  ITMOs 
providing  care  in  medically  underserved  areas. 

How  long  vdll  it  take  us  to  get  the  results  of  those  studies  ? 

Dr.  Edwards.  It  is  difficult  to  put  a specific  time  on  that.  We  are 
talking  about  a 10-year  program.  These  things  will  not  be  accom- 
plished over  the  next  year  or  even  2 years. 

Mr.  Michel.  For  the  sake  of  the  record,  I think  we  ought  to  have 
that  brought  out.  Beading  this  testimony,  you  would  think  we  already 
have  somebody  in  mind  for  a contract  or  a grant,  and  within  a year’s 
time  they  will  put  something  together,  and  by  the  next  year  we  are 
ready.  It  is  a long-range  proposition,  is  it  not  ? 

Dr.  Edwards.  I do  not  think  there  is  any  question  that  it  is  long 
range. 

Mr.  Buzzell.  I would  like  to  qualify  the  record  just  a little  bit.  As 
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you  know,  we  have  a number  of  HMOs  out  there  that  have  completed 
feasibility  studies.  There  are  a number  of  HMOs  that  are  now  ready 
to  go  operational.  The  law  specifies  that  we  assist  those  HMOs  during 
their  first  3 years  of  life.  We  have  some  that  will  quickly  benefit  from 
our  assistance. 

HMO’S  CURRENTLY  SUPPORTED  WITH  FEDERAL  FUNDS 

Mr.  Michel.  How  many  are  currently  in  being  that  are  supported 
with  Federal  funds? 

Mr.  Buzzell.  At  the  moment,  we  have  41  that  are  currently  spending 
moneys  from  grants  that  we  have  made. 

Mr.  Michel.  Could  we  have  placed  in  the  record  a summation  of  two 
or  three  that  you  consider  to  be  good,  prime  examples  ypu  would  like 
to  talk  about  from  time  to  time  ? 

Mr.  Buzzell.  Yes.  We  are  just  completing  a survey  of  the  existing 
grantees,  and  we  would  be  glad  to  do  that. 

Mr.  Michel.  Then  feel  free  in  the  record  to  expand  on  those  which 
are  not  panning  out  so  well,  where  you  have  real  problems. 

Mr.  Buzzell.  May  we  have  permission  to  wait  a few  weeks  in  terms 
of  that  submission  ? 

Mr.  Michel.  The  record  will  probably  be  open  for  a period  of  time. 
If  you  can  get  the  information  before  the  record  is  closed,  we  would 
like  to  have  it.  If  you  cannot,  obviously  you  cannot.  Do  the  best  you 
can. 

[The  information  follows :] 

Examples  of  HMO  Projects 

FOUR  SUCCESSFUL  HMOS 

Group  Health  of  Arizona,  Tucson,  Ariz. 

This  is  a consumer-sponsored  HMO  assisted  with  HEW  grant  fund  totaling 
appproximately  $500,000  during  the  last  2 years.  The  HMO  became  operational 
in  January  1974,  and  is  a prepaid  group  practice  model  serving  employees  in 
Tucson.  Enrollment  has  increased  in  the  last  2 months  to  about  8,000  on  March  1. 
There  is  strong  local  commitment  both  for  the  planning  and  financing  of  this 
plan  by  a significant  i>ortion  of  the  Tucson  community.  The  entire  plan  started 
without  an  existing  structure  and  has  managed  to  attract  physicians  and  renovate 
a clinical  facility  to  deliver  prepaid  health  care. 

Long  Island  Jewish  Medical  Center,  New  Hyde  Park,  N.Y. 

This  is  a hospital43ased  HMO  assisted  with  approximately  $200,000  in  HEW 
grant  funds  which  became  operational  in  conjunction  with  Blue  Cross  in 
December  1973.  Current  enrollment  is  about  4,700.  The  plan  is  known  as  the  Blue 
Cross  Community  Health  Plan.  Physician  facilities  close  to  the  hospital  were 
recently  renovated  for  the  delivery  of  primary  health  care. 

Lovelace-Bataan  Health  Program,  Albuquerque,  N.  Mex. 

As  a large  multispecialty  group  practice  and  hospital  complex,  Lovelace-Bataan 
HMO  became  operational  by  converting  part  of  its  service  to  prepayment  in 
January  1973.  HEW  assistance  totaled  $343,000.  Successful  marketing  of  the 
HMO  to  three  large  employee  groups  has  resulted  in  doubling  the  initial  enroll- 
ment in  1 year  to  its  current  5,800  enrollees. 

Michigan  HMO  Plan,  Detroit,  Mich. 

The  sponsorship  of  this  plan  rests  with  Detroit  Medical  Foundation — an  affilia- 
tion of  50  doctors,  some  of  whom  practice  in  a group  and  others  who  practice  as 
individuals.  HEW  assistance  has  totaled  $300,000.  With  the  award  of  a State 
medicaid  contract  for  serving  40,000  title  XIX  beneficiaries,  the  HMO  became 
operational  in  February  1974,  and  has  enrolled  3,400  persons.  The  program  plans 
to  expand  beyond  the  medicaid  sector. 
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Dr.  Edwards.  I might  make  one  other  point.  By  my  statement  I did 
not  mean  to  imply  ther  aren’t  some  very  successful  HMOs  around, 
like  the  Kaiser  Plan,  of  which  you  are  well  aware. 

Mr.  Michel.  There  again,  is  it  not  true  that  that  really  skims  the 
cream  off  the  top  ? 

Dr.  Edwards.  Yes. 

Mr.  Michel.  Many  people  labor  under  a misapprehension.  You  cite 
that  so  many  times,  but  it  is  about  like  comparing  the  United  Parcel 
Service  with  the  Postal  Service.  United  Parcel  Service  is  very  success- 
ful and  a moneymaking  organization  today  because  it  skims  the  top 
and  takes  care  of  the  real  profitmaking  business,  and  the  Postal  Serv- 
ice is  taking  care  of  the  rest. 

We  are  talking  here  in  terms  of  a community  or  area  that  is  capable 
of  funding  that  kind  of  operation,  whereas  some  economically  de- 
pressed area  might  not  be  anywhere  near  able  to  do  the  same  kind  of 
job. 

Dr.  Edwards.  That  is  very  true.  I think  we  will  see  a little  faster 
growth  in  HMOs,  particularly,  if  we  get  a national  health  insurance 
plan  of  some  kind.  Also  the  fact  that  we  have  to  recognize  is  that  10 
years  ago  the  average  practicing  physician,  or  certainl}^  organized 
medicine,  would  not  even  admit  that  HMOs  exist.  Today,  they  not 
only  admit  that  they  exist,  but  most  of  them  will  admit  that  they  are 
a verv  logical  and  reasonable  kind  of  service  and  provide  good  health 
care.  That  is  not  to  say  we  should  have  all  HMOs  by  any  stretch  of 
the  imagination,  but  it  is  an  accepted  form  of  delivery  of  medical 
service. 

EMERGENCY  MEDICAL  SERVICE 

Mr.  Michel.  Turning  to  emergency  medical  services,  you  say  that 
you  plan  to  initiate  and  expand  these  services  to  provide  State  and 
local  governments  and  other  entities  support.  You  also  go  on  to  say 
that  it  is  not  to  establish  a network  of  federally  supported  emergency 
care  systems. 

Why  did  you  add  that  sentence  or  proviso  in  that  particular  para- 
graph ? Is  there  some  concern  ? 

Dr.  Edwards.  We  feel  that  if  these  are  to  be  successful,  they  have  to 
be  locally  initiated  and  locally  funded.  We  look  at  this  as  a demon- 
stration kind  of  program. 

Mr.  Michel.  Do  we  still  have  six  demonstration  programs  around 
the  country,  or  are  there  more  now  ? 

Mr.  Buzzell.  We  have  nine.  Essentially,  we  have  the  same  arrange- 
ment we  had  before. 

Also,  on  Dr.  Edwards’  testimony,  you  may  recall  that  the  law  re- 
quires that  we  give  priority  to  providing  assistance  to  the  State  and 
local  governments.  That  is  the  approach  we  are  taking.  We  really 
view  this  as  a form  of  revenue -sharing,  if  you  will,  whereby  we  pro- 
vide seed  money  and  assist  the  State  and  local  governments. 

Mr.  Michel.  Have  you  gotten  any  indication  at  all  that  the  States 
or  communities  will  take  you  up  on  that  general  revenue-sharing  bid  ? 

Mr.  Buzzell.  Almost  without  exception,  although  there  is  some 
misunderstanding  which  we  are  trying  to  correct.  One  of  the  other 
requirements  is  the  one  that  makes  this  a tough  decision  for  the  State 
or  the  local  community.  They  have  to  match  our  cash  with  their 
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money.  That  therefore  gets  them  into  the  priority  determination  as  to 
how  they  want  to  budget  their  funds. 

Generally  speaking,  the  States  have  passed  the  laws  they  need  to  es- 
tablish emergency  medical  service  systems,  and  have  made  provisions 
in  their  budgets. 

ILLINOIS  EMERGENCY  MEDICAL  SYSTEM 

Mr.  Michel.  Have  you  made  any  kind  of  assessment  of  the  plan  in 
Illinois  ? 

Mr.  Buzzell.  The  answer  is,  yes,  sir. 

Mr.  Michel.  Is  it  good,  bad,  or  indilferent  ? 

Mr.  Buzzeli..  The  returns  are  just  coming  in,  basically.  As  you  know, 
they  have  not  completed  the  development  of  the  system.  We  are  quite 
impressed  with  the  progress  to  date,  and  have  so  indicated.  As  you 
know,  we  are  impressed  with  the  performance  of  the  individuals 
involved. 

regional  medical  programs 

Mr.  Michel.  I asked  the  Secretary  yesterday  several  general  ques- 
tions with  respect  to  the  regional  medical  program.  With  all  the  addi- 
tional money  that  would  be  going  into  that  program,  which  you  say 
frankly  ought  to  be  phased  out,  I asked  the  Secretary  whether  or  not 
we  were  going  to  be  wasting  our  money,  throwing  good  money  after 
bad. 

I take  the  Secretary  at  his  word  when  he  says  by  no  means  would 
we  permit  that  to  happen.  Could  you  be  any  more  specific  on  that. 
Dr.  Edwards? 

Dr.  Edwards.  As  you  know,  we  have  an  awful  lot  of  money  to  spend 
on  regional  medical  programs  between  now  and  next  February.  It  is 
going  to  be  a very  major  undertaking  if  we  have  to  follow  the  original 
Congressional  intent  in  spending  this  money.  It  will  be  a difficult  job 
to  spend  it  wisely. 

Mr.  Michel.  What  are  some  of  the  unwise  ways  that  this  money 
would  be  spent  if  the  Congressional  mandate  were  to  be  adhered  to, 
to  the  letter  of  the  law  ? 

Dr.  Edwards.  Again,  I think  we  have  to  recognize,  good,  bad,  or 
indifferent,  the  fact  of  the  matter  is  the  regional  medical  programs 
have  been  phasing  down  over  the  past  year.  We  have  lost  some  ca- 
pacity to  wisely  utilize  these  funds  out  in  the  various  local  regional 
medical  programs.  The  regional  medical  programs  do  not  have  the 
personnel  that  they  had  a year  and  a half  ago  to  wisely  spend  this 
money. 

Mr.  Flood.  Of  course,  the  reason  you  do  not  have  personnel  is 
that  you  told  them  you  were  going  to  close  the  joint  up,  and  they  all 
left. 

Dr.  Edwards.  That  is  right.  I think  the  rationale  behind  our  recom- 
mending a year  ago  that  regional  medical  programs  be  phased  out  was 
logical.  That  does  not  mean,  as  I said  a year  ago,  that  there  are  not 
good  regional  medical  programs.  We  are  spending  $100  million  a 
year,  and  this  year  it  will  be  considerably  more  than  that,  closer  to 
$200  million,  on  an  assortment  of  programs,  some  good,  some  bad,  that 
have  little  or  no  relevance  to  trying  really  to  improve  the  overall 
health  care  system  in  this  country. 
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I think  most  of  the  leadership  aromid  the  coimtry  would  agree  with 
us  that  we  have  to  make  a regional  medical  program  much  more 
specific  than  we  made  it,  or  the  Congress  made  it,  back  when  it  was 
originally  passed. 

EFFECnVEXESS  OF  REGIONAL  :MEDICAL  PROGRAMS 

Mr.  ]\IiCHEL.  I could  not  agree  with  you  more.  You  get  a bill  on 
the  floor  of  the  House,  and,  first  of  all,^  you  say  “medical  program” ; 
and  everybody  says,  “How  can  I be  against  it?” 

Second,  you  say  “regional” ; and  the  guy  says,  ‘TYell,  this  is  some- 
thing closer  to  home.”  I suppose  if  you  had  “statewide”  they  would 
be  a little  bit  more  eager.  If  it  is  a local  one  and  my  community  of 
Peoria  gets  involved,  I have  to  be  all  the  more  for  it. 

That  is  about  how  much  95  percent  of  the  members  know  about  the 
program  over  in  the  House  and  Senate,  frankly,  nothing  more  than 
a name,  a “regional  medical  program,”  but  no  idea  how  it  works.  If 
it  is  not  working  and  is  nothing  more  than  a name  in  a lot  of  areas, 
I would  like  you  specifically  to  lay  out  in  the  record  why  it  is  not  more 
than  what  people  think  it  is.  If  it  is  not  effective  and  is  not  doing  the 
specific  job  you  are  attempting  to  do,  then  we  ought  to  be  able  to  have 
those  arguments  in  hand  when  we  get  on  the  floor  and  have  to  fight 
Members  who  do  not  know  two  hoots  in  hell  about  what  it  is  doing 
specifically,  other  than  that  it  is  called  a regional  medical  program. 

Give  me  some  argmnents  that  I might  use  so  we  might  engage  in 
a spirited  debate  on  the  floor  as  to  whether  or  not  there  are  good 
grants  or  bad  grants  in  this  program. 

Dr.  Edwards.  We  will  be  delighted  to  provide  that. 

I think  the  point  is  that  when  you  look  at  regional  medical  programs, 
you  have  to  go  back  in  history  and  recognize  how  regional  medical 
programs  originated. 

You  recall  Dr.  De  Bakey  originally  was  the  chairman  of  the  com- 
mittee that  put  it  together,  and  the  first  name  of  the  regional  medical 
programs  was  “heart  disease,  cancer,  and  stroke,”  as  you  recall.  This 
became  a ver^^  emotional  program.  It  became  a program  that  was 
supposed  to  solve  all  the  problems  of  the  world  in  delivery  of  health 
care. 

[The  information  follows :] 

The  initial  concept  of  regional  medical  programs  was  to  provide  a vehicle 
by  which  scientific  knowledge  about  the  diagnosis  and  treatment  of  heart  disease, 
cancer,  stroke,  and  related  diseases,  could  be  transferred  to  the  providers  of 
health  services  and,  thereby,  improve  the  quality  of  care  provided  for  those 
diseases.  The  mission  of  regional  medical  programs  as  originally  conceived  was, 
broadly  stated,  to  assist  the  health  professions  and  institutions  of  the  Nation 
in  their  efforts  to  improve  the  quality  of  care  and  to  organize  and  develop 
preventive,  diagnostic,  and  treatment  services  directed  toward  the  control  of 
these  categorical  diseases.  This  original  mission  strongly  refiected  the  program’s 
origin,  the  President’s  Commission  on  Heart  Disease,  Cancer  and  Stroke  which 
submitted  its  report  in  December  1964. 

The  first  authorizing  legislation  (Public  Law  89-239),  enacted  in  October  1965, 
considerably  modified  the  concepts  contained  in  that  report  and  many  of  its 
recommendations.  Whereas  the  Commission  had  envisaged  a linked  network 
of  specialized,  treatment  centers  and  diagnostic  stations,  the  Public  Law  89-239 
embodied  the  concept  of  regional  “cooperative  arrangements”  among  providers 
as  the  principal  means  for  achieving  these  results,  and  as  a corollary  mandated 
regional  advisory  groups  representative  of  provider  groups.  Institutions  and 
interests  as  a major  voice  in  determining  the  direction,  pace  and  scope  of  local 
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programs,  their  priorities  and  activities.  Information  transfer,  especially  in  the 
form  of  continuing  (or  career)  education  for  physicians,  nurses,  and  other 
health  professionals,  and  the  diffusion  of  high  technology  were  implicitly  viewed 
as  the  chief  means  by  which  the  latest  knowledge  and  advances  could  be  trans- 
mitted from  the  medical  centers  to  the  larger  health  care  system  and  the 
bedside  of  the  patient;  and  this  was  reflected  in  many  of  the  activities  under- 
taken by  RMPs  in  the  first  several  years  of  the  program. 

The  regional  medical  programs  initiate  and  support  a wide  range  of  activities 
aimed  at  increasing  the  availability  and  accessibility  of  health  care  services, 
enhancing  the  quality  of  care  and  moderating  its  costs.  This  is  done  in  essentially 
two  ways:  through  the  funding  of  operational  projects  sponsored  and  con- 
ducted by  hospitals,  health  departments,  medical  schools,  and  other  agencies, 
groups,  and  institutions  at  the  regional  level ; and  by  the  regional  medical  pro- 
gram staffs  either  directly  or  by  working  with  and  providing  professional  tech- 
nical assistance  to  others,  promoting  and  facilitating  activities  that  actually  are 
supported  'and  carried  out  by  other  organizations  locally. 

Some  specific  examples  of  recent  and  current  regional  medical  program  activi- 
ties and  projects  are : 

Financial  and  other  support  is  being  provided  by  the  Rochester  regional 
medical  program  in  creating  new  arrangements  to  meet  primary  health  care 
service  needs  in  “under-doctored”  rural  areas  in  that  region.  These  arrange- 
ments include  a new  physician  group  practice  utilizing  nurse  practitioner  in 
their  oflSces ; another  group  of  physicians  has  opened  satellite  ofiBces  staffed 
by  physicians’  assistants  who  maintain  communication  with  the  supervising 
physician  30  miles  distant ; and  assistance  to  a migrant  health  center  which 
is  demonstrating  expanded  roles  for  three  nurse  practitioners,  which  has 
become  a community-wide  group  practice  center. 

A hospital-based  family  health  care  service  at  Middlesex  Hospital  in  New 
Brunswick,  N. J.,  initiated  in  1972  with  a grant  from  the  New  Jersey  regional 
medical  program,  is  now  providing  health  care  to  4,000  of  that  city’s  poor. 
Similar  hospital-based  ambulatory-care  programs  have  been  started  in  sev- 
eral other  cities  in  that  State  since  then,  again  with  regional  medical  pro- 
gram assistance. 

Continual  electronic  heart  monitoring  services  comparable  to  those  avail- 
able in  large  urban  hospitals  have  been  introduced  to  Oklahoma’s  small 
community  and  rural  hospitals  as  a result  of  a statewide  coronary  care  moni- 
toring network  for  rural  areas  initiated  by  the  Oklahoma  regional  medical 
program.  Forty-three  monitor-equipped  beds  in  29  small  community  hospi- 
tals have  been  linked  by  special  telephone  lines  to  10  central  monitoring 
hospitals.  Specially  trained  nurses  in  the  central  monitoring  units  help 
monitor  remote  patients,  and  when  an  abnormality  is  detected,  confer  with 
local  staffs  by  telephone  “hotlines.” 

The  New  York  metropolitan  regional  medical  program,  in  cooperation  with 
Harlem  Hospital,  helped  establish  a program  for  stroke  management  in  this 
inner-city  area.  Coupling  a comprehensive  prevention  and  treatment  program 
with  a detection  and  information  effort  in  the  community,  the  project’s  pre- 
liminary mortality  rate  of  those  brought  to  the  hospital  suffering  from  stroke 
dropped  from  48  percent  to  27  percent  in  the  flrst  9 months  since  the  project’s 
operation. 

A statewide  network  of  10  community-based  health  manpower  consortia 
have  been  developed  under  the  aegis  of  and  with  funding  from  the  California 
regional  medical  program  since  June  1972.  The  central  objective  of  this  pro- 
gram is  to  more  closely  relate  manpower  training  and  education  to  the  health 
service  delivery  needs  in  each  area.  The  definition  of  such  health  service 
needs  has  involved  participation  of  a wide  range  of  health  service  and  educa- 
tion institutions,  such  as  community  colleges  and  hospitals  as  well  as  health 
professionals  and  consumers.  Initial  results  include  greater  relevancy  of  the 
training  offered  and  elimination  of  certain  redundant  or  ineflScient  programs. 

Three  points  need  to  be  made  with  respect  to  regional  medical  program 
activities  and  projects  such  as  the  above.  First,  while  the  spectrum  of  all  regional 
medical  program  activities  is  very  broad  and  varied,  many  regions  have  con- 
centrated their  efforts  in  a few  programmatic  areas  (e.g.,  improved  primary 
care  in  rural  areas,  regionalization  of  end-stage  kidney  disease  treatment 
resources  and  services,  more  effective  utilization  of  existing  health  manpower) 
based  on  locally  identifled  priority  needs. 
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Second,  the  contribution  made  by  regional  medical  programs  in  resolving 
problems  in  such  priority  areas  has  been  modest  and  incremental  generally 
rather  than  dramatic. 

Third,  the  concept  of  time-limited  support  has  always  been  central  to  regional 
medical  programs.  This  concept  embodies  the  idea  of  “seed  money,”  or  regional 
medical  program  investment  in  a specific  activity  only  for  the  i)eriod  of  time 
necessary  to  get  it  begun  and  accepted  by  the  community.  The  extent  of  incor- 
poration of  regional  medical  program  funded  activities  within  the  regular  local 
health-care  financing  system,  therefore,  has  become  a significant  measure  of 
regional  medical  program  effectiveness.  Thus,  in  1972,  for  example,  over  70 
I)ercent  of  the  projects  from  which  regional  medical  program  funding  was 
withdrawn,  were  continued  under  other  sources  of  support. 

Mr.  ^IicHEL.  Every  Member  on  the  floor,  except  those  on  this  com- 
mittee, thought  this  meant  around  the  country  24  or  28  regional  pro- 
grams, and  instead  of  going  1,000  or  a couple  of  hundred  miles,  you 
could  get  all  the  care  and  treatment  you  wanted  at  these  regional 
centers : but  then  it  ended  up  gravitating  around  the  existing  medical 
centers.  It  just  goes  to  prove  one  of  the  points  I make,  that  we  get 
so  taken  in  on  occasion  by  fancy  names  and  monikers,  but  that  alone 
does  not  get  the  job  done. 

HILL-BURTOX  PR0GRA:M 

On  the  Hill-Burton  hospital  construction  program,  the  chairman 
has  expressed  his  concern.  Here  again,  you  have  a popular  program. 
Because  it  was  popular  30  years  ago,  it  has  to  be  popular  today. 

I do  not  agree.  Times  change.  Conditions  change.  Maybe  it  is  time  * 
for  a new  Member  of  Congress  or  a Senator  to  have  his  name  on  a 
bill  for  an  ongoing  piece  of  legislation.  We  get  so  institutionalized. 

It  is  natural  that  a Member  gets  up  and  asks  the  question : “We  have 
all  kinds  of  requests  in  for  money  from  our  area,  and  we  cannot  get 
it.'’  Is  that  true  today?  I do  not  like  to  raise  the  question.  How  many 
applications  have  you  on  file  ? Three  or  four  times  what  we  are  ready  to 
appropriate,  because  half  the  applications  are  not  worth  the  paper 
they  are  written  on,  maybe. 

Dr.  Edwards.  As  you  know,  it  is  a formula  program.  We  have  right 
at  the  moment  close  to  $570  million  available. 

Dr.  Exdicott.  I think  it  would  be  entirely  fair  to  say  the  authorizing 
legislation  itself  is  obsolete.  The  legislation  has  not  been  substantially 
modified  for  many  years.  The  grant  programs  are  in  five  categories, 
which  niakes  it  very  awkward  for  anyone  to  target  the  resources  that 
are  available  to  the  real  shortage  areas.  It  still  authorizes  big  chunks 
of  money,  for  example,  for  new  hospital  construction. 

The  question  came  up  earlier  about  the  number  of  beds  that  we  need. 

I do  not  know  that  report  or  the  specific  number,  but  it  is  quite  clear 
that  in  the  inner  city,  and  county  hospitals  in  big  cities* across  the  coun- 
try,  they  have  a lot  of  beds  but  the  beds  would  not  qualify  under  mod- 
ern standards.  They  are  obsolete.  Probably  a lot  of  those  big,  old  mon- 
strosities ought  to  be  torn  down.  Many  of  them  have  enormous  wards. 

For  example,  you  are  familiar  with  the  military  hospital  in  Xew 
Orleans  or  Cook  County  in  Chicago  or  Los  Angeles  County  Hospital 
and  Xew  York  City.  They  are  old,  obsolete,  inefficient  facilities.  They 
are  still  caring  for  patients  but  they  barely  squeak  by  the  safety  codes. 
It  is  very  wasteful  and  expensive  to  provide  care  in  those  facilities,  but 
there  are  the  beds  and  they  are  being  used. 
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The  Department  is  still  discussing  actively  whether  or  not  to  pro- 
pose an  alternative  to  Hill-Burton,  whether  we  should  come  forward 
with  a new  proposal  in  the  construction  area.  We  are  sure  of  one  thing, 
that  the  existing  one  is  not  adequate  at  this  time. 

ALTERNATIVES  TO  HILL-BURTON  PROGRAM 

Mr.  Michel.  I would  certainly  have  to  agree  with  you.  Conceivably, 
as  an  alternative,  to  ward  off  criticism,  I would  like  to  encourage 
those  of  you  who  are  responsible  for  coming  up  with  an  alternative 
to  move  as  quickly  as  you  possibly  can. 

When  we  have  these  really  outdated  facilities  that  you  have  cited, 
if  we  started  over  from  scratch  it  would  have  to  be  new  construction 
rather  than  modernization,  would  it  not? 

Dr.  Endicott.  I cannot  give  you  any  assurance  that  legislation  will 
be  forthcoming,  but  several  alternative  approaches  are  being  ex- 
amined and  considered  at  the  present  time. 

Mr.  Michel.  That  is  why  I am  saying  as  a Member  and  one  who 
ought  to  have  a little  bit  to  say  about  stimulating  my  own  administra- 
tion to  do  things,  that  I think  it  would  be  a smart  thing  to  do,  and 
we  ought  to  get  off  the  dime  if  that  is  what  we  are  really  thinking 
abou  seriously  as  a constructive  alternative. 

Dr.  Edwards.  That  is  exactly  what  Dr.  Endicott’s  agency  is  doing. 

Dr.  Endicott.  I might  mention  some  of  the  alternatives  that  are 
being  considered. 

One  is  to  replace  the  formula  grant  with  project  grants. 

Another  is  to  focus  on  a very  limited  grant  program  to  take  care 
of  areas  with  very  low  per  capita  income,  so  low  that  they  really  do 
not  have  the  resources  to  get  into  the  private  money  market. 

Mr.  Michel.  But  it  gives  you  a start  and  seed  money  that  would 
, generate  additional  money  to  fulfill  the  project. 

Dr.  Endicott.  Those  are  the  two  major  new  approaches  that  are 
being  used. 

Dr.  Edwards.  Let  me  also  point  out,  as  I told  the  chairman  and  men- 
tioned to  you,  some  of  the  $570  million  we  have  this  year  we  will  have 
available  in  1975.  Although  the  program  shows  a zero  request,  we 
have  a carryover  of  about  $316  million.  So  this  program  is  going  to  be 
reasonably  well  funded  through  1975.  Also,  we  have  half  a bil- 
lion dollars  in  loan  funds  that  are  available. 

Mr.  Miller.  I think  the  Secretary  also  testified,  and  I think  per- 
haps we  tend  to  underemphasized  the  fact,  that  there  is  an  enormous 
amount  of  support  for  capital  expenditures  for  both  modernization 
and  building  of  hospitals  coming  out  of  both  medicare  and  medicaid 
to  the  time  of  about  $790  million  a year,  and  from  the  private  insur- 
ance market  of  over  $1  billion.  So  these  are  the  major  sources.  The 
argument  centers  around  the  relatively  small  Government  grant  pro- 
gram. 

MEDICAID  AND  MEDICARE  DEPRECIATION  PAYMENTS 

Mr.  Michel.  I took  that  up  with  the  Secretary  yesterday  because 
he  was  making  the  point  that  cranked  into  medicare  and  medicaid  is 
the  depreciation  that  will  account  for  modernization.  But  then  I came 
back  with  the  key  question,  can  you  cite  one  instance  where  a hospital 
has  used  those  funds  for  that  purpose  ? 
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^Ir.  ^Miller.  I don't  recall  but  I hope  be  offered  to  do  so  for  the 
record  because  I am  sure  we  can. 

Mr.  ^fiCHEL.  I am  not  sure,  but  so  it  is  in  one  place  here  I would 
appreciate  if  you  would  because  that  again  is  going  to  be  the  first 
response  I get  on  the  floor — it  sounds  great,  sounds  good,  name  one.  I 
would  like  to  be  able  to  respond  if  I could. 

[The  information  follows :] 

Over  the  last  few  years  there  has  been  a general  recognition  and  acceptance 
of  depreciation  and/or  capital  fund  charges  as  a proper  and  reasonable  incre- 
ment of  reimbursable  health  care  costs.  Therefore,  virtually  all  hospitals  now  use 
third  party  payments  to  help  meet  their  capital  financing  needs. 

Several  broader  issues  must  be  considered  when  addressing  capital  financing 
from  third  party  payers.  Crucial  to  this  entire  issue  is  the  financial  posture  of 
the  institution  at  the  time  a capital  project  is  undertaken,  and  second,  the  scope 
of  the  proposed  project.  If  we  are  talking  in  terms  of  using  third  party  payments 
in  a depreciation  fund  to  be  used  to  replace  the  facility  some  30  or  40  years  hence, 
there  is  no  possibility — even  starting  from  a debt  free  position — of  recovering 
sufficient  capital  funds  to  totally  meet  the  replacement  needs.  This  is  explained 
in  that  infiation  and  the  cost  of  technological  advancements  would  substantially 
exceed  the  growth  of  capital  realized  from  third-party  payments,  even  if  they 
were  prudently  invested.  For  an  institution  which  is  faced  with  debt  retirement, 
third-party  payments  must  go  toward  debt  retirement  and  would  preclude  the 
accumulation  of  a capital  or  building  fund. 

It  may  be  possible  for  an  institution  in  a sound  financial  i>osition  to  undertake 
a modest  exi>ansion,  modernization  or  renovation  project — say  adding  25  beds 
to  a 250  bed  hospital — ^and  accommodate  this  financing  essentially  from  third- 
party  payments  which  would  be  recovered  across  the  entire  hospital  operation. 
While  this  may  be  a practical  and  feasible  course  of  action  to  be  followed  with 
resi)ect  to  the  si>ecific  project,  it  is  done  so  at  the  expense  to  the  replacement 
funding  of  the  entire  facility. 

COMMUXITY  3IEXTAL  HEALTH  CENTERS 

Mr.  Michel.  On  community  mental  health  centers,  that  get-s  to  be 
another  toughy  down  there  on  the  floor  meeting  our  adversaries  or  con- 
temporaries. TVe  turn  into  adversaries. 

How  many  additional  commmiities  over  and  above  those  500  and 
some  that  we  already  have  involved  in  this  program  have  really  ex- 
pressed a burning  desire  to  participate  in  a program  like  those  that 
have  already  been  funded  here  before  ? 

Dr.  Egeberg.  It  depends  on  who  you  listen  to.  sir.  It  is  my  intent,  and 
I believe,  that  of  the  Congress  that  every  catcliment  area  have  a com- 
munity mental  health  center  in  it.  This  would  mean  approximately 
1.500  to  1.600  centers. 

A total  of  626  centers,  which  is  well  over  a third  of  the  total,  have 
been  fimded:  86  new  centers  will  be  fmided  this  year  as  a result  of 
congressional  action  in  the  fiscal  year  1974  budget. 

The  general  consensus  is  that  they  are  good.  Some  aren’t.  But  I think 
most  of  them  have  been  very  useful. 

In  this  request  GAO  has  been  evaluating  the  programs  and  has 
made  some  few  criticisms.  But  the  question  of  the  source  of  future 
funds  for  new  starts  is  one  of  philosophy.  Traditionally  a State  is  re- 
sponsible for  mental  health  care,  and  I think  that  it  was  the  State  of 
California  that  initially  demonstrated  that  many  people  in  State  in- 
stitutions ^uld  be  treated  more  effectively  on  a community  basis. 

I think  it  is  the  philosophy  of  this  administration  that  the  Federal 
Government  has  demonstrated  the  value  of  community -based  care 
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through  626  funded  community  mental  health  centers,  and  that  the 
States  must  take  the  initiative  for  future  new  starts. 

An  additional  source  of  funding  will  be  through  national  health 
insurance  when  it  is  enacted.  There  is  a study  being  made  now  to 
determine  the  amount  of  money  that  a center  could  receive  through 
insurance. 

To  answer  your  question  or  to  review  what  I said,  well  over  a third 
of  the  Nation’s  catchment  areas  have  been  funded.  A major  portion  of 
these  will  be  in  operation  at  the  end  of  fiscal  year  1975,  and  this  seems 
sufficient  to  demonstrate  the  value  of  community-based  mental  health 
care. 

NATIONAL  HEALTH  INSURANCE  REIMBURSEMENT  FOR  MENTAL  HEALTH 

SERVICES 

Mr.  Michel.  Your  feeling,  having  mentioned  comprehensive  health 
insurance  and  that  proposal  also  including  the  mental  health  area, 
psychiatric  area  specifically,  is  that  form  of  reimbursement  in  the  in- 
surance would  then  be  provision  enough  to  stimulate  the  State  and 
local  communities? 

Dr.  Egeberg.  I think  the  national  health  insurance  will  become  an 
important  source  of  funds  for  these  community  mental  health  centers, 
together  with  State  and  local  funds. 

Dr.  Edwards.  I think  this  is  somewhat  an  aside,  but  I think  the  prin- 
ciple holds  true  in  mental  health  service.  I think  if  we  expect  the  Fed- 
eral Government  to  put  community  mental  health  service  centers  in 
every  community  in  the  United  States,  we  can  also  expect  them  to  put 
emergency  medical  systems  in  every  community  in  the  United  States 
and  on  and  on  into  the  night.  I don’t  think  we  have  got  that  kind  of  ca- 
pability, and  that  is  why  the  Congress  set  up  the  Emergency  Medical 
Service  law  as  a demonstration  kind  of  activity  and  not  in  an  attempt 
to  provide  Federal  emergency  medical  systems  in  every  hamlet  and  city 
in  the  United  States. 

Mr.  Michel.  Of  course  the  only  problem  with  that  is,  as  you  well 
know,  there  are  those  of  us  fortunate  enough  to  have  a community 
mental  health  center  funded  a year  or  two  ago,  maybe  even  on  this 
committee.  Our  colleagues  say,  and  they  are  just  finally  getting  revved 
up,  ‘‘We  aren’t  getting  what  you  got.”  And  we  are  pretty  hard  pressed 
on  the  floor  of  the  House  to  say  ours  is  a pilot  and  you  do  it  yourself  on 
your  own. 

Dr.  Edwards.  And,  I might  add,  it  is  a very  logical  and  legitimate 
complaint. 

ALCOHOLISM  TREATMENT  PROGRAM  IN  PRIVATE  INDUSTRY 

Mr.  Michel.  You  say  in  1975  you  are  going  to  contract  with  profit- 
making institutions  to  organize  and  establish  alcoholism  treatment  pro- 
grams in  private  industry  which  can  later  be  supported  by  private 
health  insurance  programs.  I am  a great  free  enterpriser  and  I want 
to  just  say  by  going  this  method  we  are  going  to  be  better  off. 

YTiat  assurance  do  we  have  that  in  this  contracting  business  there 
are  not  going  to  be  any  unconscionable  profits  realized,  even  though  I 
personally  might  very  well  support  the  private  enterprise  concept  of 
doing  it  that  way  ? 
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Dr.  Edwards.  We  will  obviously  very  closely  monitor  both  the 
development  of  the  contract  and  the  execution  of  the  contract  like  we 
do  in  other  contracts.  As  I understand,  the  individual  rate  of  return 
increases  with  the  amount  of  third  party  reimbursements  earned.  In 
no  case,  however,  will  they  be  able  to  earn  profits  in  excess  of  15 
percent. 

Mr.  Michel.  I hope  you  would  because  I have  found  out  in  my  own 
State  what  the  really  good  private  enterprise  profitmaking  orga- 
nizations have  been  able  to  do  in  the  field  of  handicapped  children, 
particularly  a job  at  half  the  cost  of  what  the  State  was  doing  and  in 
a much  better  environment  all  the  way  around.  It  is  something  we 
ought  to  take  advantage  of.  provided,  of  course,  it  doesn't  get  out  of 
hand. 

Dr.  Edwards.  Xo,  it  has  to  be  closely  watched. 

DRUG  ABUSE 

Mr.  Michel.  You  say,  “Although  the  budget  request  for  drug  abuse 
will  drop  from  S243.5  million  in  1974  to  S216  million  in  1975  we  still 
will  be  able  to  maintain  the  same  level  of  treatment  capacity  in 
1975."  I suppose  if  the  chairman  were  asking  the  question  he  would 
ask  if  you  do  that  with  mirrors.  I will  just  ask  you  forthrightly  how 
can  you  do  that  ? 

Dr.  Edwards.  Despite  the  overall  dollar  decrease  this  budget  will 
maintain  95,000  to  keep  all  of  the  treatment  slots  in  fiscal  year  1975. 
This  will  be  done  by  funding  project  grants  totaling  $17  million  for 
2 years  from  the  funds  available  for  obligation  in  fiscal  year  1974. 
The  budget  proposes  an  increase  of  $10  million  in  formula  grants  to 
allow  the  States  to  assume  greater  responsibility  for  their  own  drug 
abuse  programs. 

Mr.  Michel.  Is  there  any  pressure  for  expansion  of  those  in  num- 
bers, Doctor  ? 

Dr.  Egeberg.  Xo.  TTe  will  have  sufficient  capacity  to  treat  all  pro- 
jected demand  for  services. 

I should  like  to  point  out  an  additional  reason  for  lower  treatment 
cost  in  1975.  Most  of  our  grants  provide  matching  Federal  fimds  on  a 
declining  percentage  basis.  The  Federal  cost  of  maintaining  the  same 
number  of  slots  therefore  declines  from  year  to  year. 

Dr.  Edwards.  I think  that  is  a good  point.  Dr.  DuPont  who  sup- 
ports Dr.  Egeberg's  position  is  very  comfortable  with  this  budget. 

Dr.  Egeberg.  Yes,  he  is  very  comfortable  with  it. 

SUPPLY  OF  PHYSICL\XS 

Mr.  Michel.  IVhen  we  get  talking  about  the  supply  of  doctors  in 
this  country  and  the  conflicting  views  of  those  who  say  we  are  so 
many  thousand  short  and  one  thing  and  another,  I think  you  have 
pretty  well  pointed  out.  Dr.  Edwards,  in  certain  areas  of  the  country 
we  do  have,  or  is  the  disparity  paid  of  the  problem  ? Isn't  it  true,  as  a 
matter  of  fact,  that  in  certain  areas  of  the  country  we  have  an  overbun- 
dance  of  surgeons,  radiologists,  and  even  nurses,  for  that  matter  ? 

Dr.  Edwards.  I don't  think  there  is  any  question  about  it.  Surgeons 
are  in  overabimdance  in  all  the  major  metropolitan  areas  of  the  coun- 
try. You  take  in  areas  like  the  Xorth  Shore  in  Chicago,  in  lYinnetka 
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and  Evanston  doctors  are  more  than  plentiful,  and  all  making  a good 
living  I might  add.  So  there  is  no  question  that  in  certain  of  the 
specialties,  and  I think  surgery  is  the  prime  example,  the  specialty 
is  overcrowded.  We  have  more  surgeons  than  we  need. 

I think  the  American  College  of  Surgons  is  doing  a good  analytical 
study  of  their  own  problem  and  will  be  coming  up  with  a major 
recommendation. 

shortages  of  physicians  in  specific  fields 

Mr.  Michel.  Do  we  have  any  reports  that  show  what  the  specific 
shortages  are  in  specific  fields  ? You  mentioned  the  general  practitioner 
is  in  short  supply.  Eight  ? 

Dr.  Edwards.  I think  it  is  better  to  call  him  the  primary  care 
physician  because  that  includes  not  just  general  practitioners  but 
internists  and  other  specialties  as  well.  But  the  number  has  been 
going  down  over  the  past  decade  rather  than  up  in  spite  of  the  fact  the 
number  of  graduates  is  going  up. 

Mr.  Michel.  What  can  we  do  to  narrow  the  disparity  of  the  distribu- 
tion in  the  country  ? Do  you  have  any  idea  ? 

Dr.  Edwards  I think  there  are  probably  a number  of  approaches 
to  this  problem.  First  of  all,  I think  we  have  got  to  take  a look  at  the 
whole  system  of  graduate  medical  education  in  this  country.  We  have 
allowed,  over  the  last  decade  or  two,  the  proliferation  of  a number  of 
graduate  training  programs  in  surgery  and  other  specialties  beyond 
what  it  should  be.  I think  we  have  to  take  a good  look  at  this,  and  I 
think  we  have  to  eliminate  some  of  these  programs. 

I think  it  is  a difficult  problem  to  come  to  grips  with  unless  you  are 
going  to  tell  people  what  they  can  and  what  they  can’t  go  into.  I think 
it  has  to  be  organized  on  a volunteer  basis  by  having  only  so  many 
openings  for  certain  kinds  of  specialty  training.  I think  this  kind  of 
approach  is  what  ultimately  will  come  to  grips  with  the  problem.  It  is 
a long-range  approach  and  is  not  going  to  happen  today  or  tomorrow. 

NEW  MEDICAL  SCHOOLS  IN  19  74 

Mr.  Michel.  How  many  new  medical  schools  have  come  into  being 
in  the  last  year  ? 

Dr.  Endicott.  I think  about  four  have  actually  come  on  line. 

Mr.  Michel.  Which  brings  us  to  a total  of  how  many  ? 

Dr.  Endicott.  About  114  medical  and  additional  7 or  8 schools  of 
osteopathy. 

Could  I offer  a comment  on  the  number  business  ? 

Mr.  Michel.  Yes. 

Dr.  Endicott.  We  are  obviously  playing  catchup  ball.  Over  a long 
period  of  time  there  were  virtually  no  new  medical  schools  in  the  face 
of  a steady  growth  in  population. 

A little  over  10  years  ago,  as  a result  largely  of  Federal  interven- 
tion, we  moved  rapidly  upward  from  about  75  medical  schools  to  over 
100  at  the  present. 

FEDERAL  SUBSIDY  OF  MEDICAL  SCHOOLS 

Mr.  Michel.  Every  one  of  which  is  getting  some  form  of  Federal 
subsidy  ? 
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Dr.  Endicott.  They  all  receive  a subsidy  through  capitation. 

At  the  same  time  we  were  increasing  the  entering  places  for  medical 
students  in  this  country,  our  immigration  laws  and  regulations  and 
the  opportunities  to  practice  here  have  attracted  large  numbers  of 
foreign  medical  graduates.  Last  year  46  percent  of  all  newly  licensed 
pliysicians  in  the  United  States  were  graduated  from  foreign  medical 
scliools,  and  most  of  them  were  from  Latin  American  schools.  Only 
about  10  percent  of  foreign  medical  graduates  are  Americans  who  went 
abroad  for  their  medical  education. 

If  you  add  these  two  factors,  the  rapid  growth  in  the  number  of 
schools  here  and  a rather  intensive  immigration  of  foreign  medical 
graduates,  the  number  of  physicians  in  the  United  States  is  going  up 
quite  rapidly.  The  forecast  which  the  Secretary  referred  to  would 
indicate  that  if  present  trends  continue,  immigration  continues,  and 
output  of  the  schools  continues  we  will  have  a question  of  possible 
oversupply  around  1980  to  1985.  That  is  not  to  say  we  have  it  now.  But 
in  terms  of  your  deliberations  as  to  whether  you  should  authorize 
money  for  new  schools,  a new  school  that  starts  today  will  not  put 
physicians  into  the  active  manpower  pool  for  almost  10  years.  And 
it  is  very  important  to  bear  in  mind  that  you  have  a long  leadtime  here, 
and  even  though  we  probably  have  real  shortages  numerically  in  scat- 
tered areas  of  the  country  at  the  present  time,  it  is  too  late.  We  should 
have  done  something  about  that  10  years  ago  and  not  today. 

AVAILABILITY  OF  19  75  FUNDS  FOR  NEW  I^IEDICAL  SCHOOLS 

Mr.  Michel.  We  have,  as  you  well  know,  in  my  home  community 
of  Peoria  a new  medical  school  as  an  adjunct  to  the  University  of  Illi- 
nois. We  have  one  in  Springfield  and  one  in  Kockford,  and  these  are 
all  within  the  last  couple  of  years.  We  now  are  getting  into  the  con- 
struction stage.  Actually,  the  school  has  been  in  operation  for  a couple 
of  years,  renting  facilities  from  Bradley  University,  a State  uni- 
versity renting  facilities  from  a privately  endowed  institution,  helping 
to  play  catch  up  ball.  Now  we  have  a whole  new  urban  renewal  in  the 
center  of  the  city  brought  about  as  a result  of  the  new  medical  center 
we  are  going  to  have  in  the  city. 

How  much  money  in  this  bill  will  actually  go  to  help  or  assist  new 
medical  schools  in  the  coming  year? 

Dr.  Endicott.  I should  supply  that  for  the  record. 

Mr.  Michel.  Will  you  do  that  ? 

Dr.  Endicott.  Yes. 

[The  information  follows :] 

The  situation  with  respect  to  new  medical  schools  is  very  fluid  and  subject 
to  change.  At  present  six  medical  schools,  flve  of  which  were  started  in  flscal  year 
1973  and  one  in  flscal  year  1974,  are  receiving  startup  assistance.  The  estimated 
costs  for  the  continuation  of  this  assistance  in  flscal  year  1975  comes  to  slightly 
under  $2  million.  In  addition  to  these  schools  there  are  possibly  six  medical 
schools  and  one  osteopathy  school  which  may  be  eligible  for  startup  assistance 
in  fiscal  year  1974.  Any  of  these  schools  so  qualifying  would  be  eligible  for 
approximately  $2,700,000  budgeted  for  continuation  of  this  assistance  in  fiscal 
year  1975. 

In  addition  to  startup  assistance  the  new  schools  of  medicine  and  osteopathy 
are  also  eligible  for  capitation,  teaching  facilities  construction,  and  specisd 
project  grants.  The  amount  of  funds  gong  to  them  in  these  categories,  however, 
cannot  be  determined  at  this  time. 
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Mr.  Michel.  In  this  whole  area  of  Federal  support  for  health  pro- 
grams in  this  country,  I think  we  too  often  lose  sight  of  the  very  real 
and  major  contributions  that  are  being  made  at  the  local  and  State 
levels. 

It  is  too  easy  to  dream  up  a completely  Federal  solution  to  a prob- 
lem, and  in  so  doing  either  ignore  or  freeze  out  community  resources 
that  may  have  offered  great  potential  in  dealing  with  the  situation. 
Then,  when  the  Federal  effort  trips  on  its  own  redtape  we’re  left  with 
a bigger  problem  than  we  had  before,  if  only  because  of  the  expecta- 
tions that  have  been  raised  in  the  meantime. 

But,  we  do  have  a number  of  programs  in  the  health  area  that,  in 
theory  at  least,  are  designed  to  stimulate  and  encourage  local  initiative 
and  efforts.  I would  like  you,  for  the  record,  to  give^,  us  some  kind  of 
listing  of  these  programs  with  some  brief  summaries  of  how  they 
work.  Pick  out  the  ones  you  think  are  working  best  and  tell  us  about 
them.  Then  give  us  some  idea  as  to  where  you  and  the  administration 
would  like  to  see  national  policy  move  with  respect  to  encouragement 
of  community  effort. 

Dr.  Edwards.  I welcome  this  opportunity  to  respond  to  your  request 
for  identification  of  Federal  programs  that  encourage  local  initiatives 
and  efforts  along  with  the  opportunity  to  suggest  where  I feel  na- 
tional policy  might  move  with  respect  to  encouragement  of  local  ini- 
tiatives and  the  identification  of  local  resources. 

A number  of  the  current  programs  are  responsive  to  local  initiatives 
and  the  potential  utilization  of  local  resources.  I would  like  to  think 
that  my  door  and  the  doors  of  my  staff  were  always  open  to  learn  of 
ways  in  which  we  can  be  more  responsive. 

The  degree  to  which  Federal  programs  actually  relate  to  State  and 
community  initiatives  varies.  Programs  in  health  services  and  the 
development  of  health  services  delivery  capacity  may  more  readily  re- 
spond to  local  initiatives  and  utilize  local  resources  than  programs  in 
biomediical  health  research. 

Many  programs  might  serve  as  examples  where  local  initiatives  are 
being  encouraged  or  where  Federal  and  local  resources  have  been 
link^.  A few  stand  out  both  in  terms  of  their  success  and  may  repre- 
sent models  of  ways  in  which  to  proceed  in  the  future : 

NATIONAL  HEALTH  SERVICE  CORPS NHSC 

Its  objective  is  to  assist  underserved  communities  in  securing  medi- 
cal personnel — primarily  physicians  and  nurses — ^to  operate  a medical 
practice  that  has  been  organized  by  the  community.  NHSC  helps  to 
match  corps  members  with  communities,  but  the  assignment  must  be 
mutually  agreeable  to  the  corps  member  and  the  community.  NHSC 
pays  the  salary  for  the  physician,  nurse  and/or  dentist.  Charges  are 
collected  by  the  community  organization.  The  NHSC  recovers  reason- 
able costs  from  the  projects  and  these  collections  are  then  deposited  in 
the  U.S.  Treasury. 

COMMUNITY  MENTAL  HEALTH  CENTERS CMHC’s 

This  program,  which  dates  from  1963,  was  designed  with  a funding 
strategy  that  explicitly  requires  commitment  of  rion-Federal  funds, 
and  this  requirement  becomes — in  terms  of  a percentage — more  sig- 
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nificant  as  the  project  matures  with  the  local  contribution  increas- 
ing from  an  initial  30  percent  to  85  percent  in  the  8th  year — ^in 
‘‘poverty”  area,  the  local  burden  is  reduced ; initially  it  is  10  percent, 
increasing  to  30  percent.  These  Federal  staffing  grants  serve  as  a cat- 
alyst both  for  state,  local,  and  private  funds.  As  a demonstration  of 
what  can  be  done,  this  program  has  been  quite  successful. 

ALCOHOLISM  COMMUNITY  SERVICE  PROGRAMS 

This  program  has  also  stimulated  and  encouraged  local  initiative 
and  community  participation.  These  community  service  projects  are 
marked  by  substantial  involvement  of  hundreds  of  local  citizenry  in 
their  planning,  development  and  implementation.  The  programs  are 
designed  to  assist  communities  to  develop  new  and/or  expanded  serv- 
ices at  the  local  level  to  a variety  of  alcoholic  persons  in  need. 

City  and  county  governments,  some  of  whom  administer  these 
programs,  have  shown  an  important  and  continuing  interest  in  sup- 
porting these  efforts  through  financial  commitments,  representation 
on  policymaking  boards  of  the  programs,  and  assistance  in  developing 
local  citizens  groups  that  will  support  the  programs. 

Throughout  the  planning,  implementation  and  evaluation  of  the 
community  services  programs,  the  involvement  and  active  working 
support  has  been  sought  and  obtained  from  Alcoholics  Anonymous 
members  and  other  volunteer  groups. 

F ormula  grant  programs  are  inherently  designed  to  respond  to  the 
varied  needs  of  the  several  States  and  communities  comprising  them. 
The  'administration’s  intent  with  respect  to  a desirable  national  policy 
on  the  issue  of  State  and  local  initiative  and  priority  setting  is  clearly 
reflected  in  its  efforts  to  encourage  the  revenue- sharing  concept  both 
as  a general  objective  as  well  as  for  special  purposes  such  as  health. 
Two  formula  grant  programs  are  particularly  worth  noting. 

BIXKJK  GRANTS  (314d) 

This  section  of  the  Public  Health  Act  provides  block  grants  to 
States.  They  are,  in  turn,  shared  with  local  jurisdictions  to  spend  con- 
sistent with  State  and  local  priorities.  For  fiscal  year  1975  the  admin- 
istration is  requesting  $90  million.  It  would  be  used  for  purposes  of 
public  health — including  mental  health — as  determined  by  States  or 
local  jurisdictions,  provided  that  70  percent  of  the  funds  allotted  shall 
be  available  for  the  provision  of  health  services  in  communities  of  the 
State. 

ALCOHOLISM  FORIMULA  GRANTS 

Under  the  State  alcoholism  formula  grant  program,  block  grants 
are  awarded  to  each  designated  State  alcoholism  agency  to  develop  and 
implement  a State  plan  for  comprehensive  alcoholism  prevention, 
treatment,  and  rehabilitation  program.  Each  State  agency  has  an 
advisory  council  that  is  broadly  representative  of  the  socioeconomic, 
ethnic,  and  cultural  groups  throughout  the  State ; these  councils  pro- 
vide considerable  input  regarding  local  needs. 

Nearly  all  State  agencies  are  utilizing  a regional  system  whereby 
formula  grant  funds  are  allotted  to  the  regions  on  the  basis  of  a 
regional  plan  or  grant  application  developed  by  the  people  within  the 
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region  to  meet  their  local  needs  as  they  determine.  Many  of  these  sub- 
state  regions  have  their  own  advisory  councils  made  up  of  local 
citizens. 

HEALTH  RESOURCES  PLANNING  PROPOSAL 

The  administration’s  proposed  health  resources  planning  program 
would  create  regional  boards  and  Statewide  coordinating  councils, 
both  of  which  will  have  considerable  voice  in  determining  policies  and 
activities  for  health  resource  development. 

The  regional  boards  are  to  represent  consumers,  govemaiBnt,  pro- 
viders, health  education  institutions,  and  third-party  payors.  Each 
regional  board  is  to  develop  a comprehensive  health  plan  to  meet  the 
health  needs  of  all  residents  of  its  geographic  area  for  health  care  sys- 
tems, including  facilites,  services  and  human  resources.  The  plan  must 
include  long-range  goals  and  yearly  priorities  for  specific  actions  in 
both  the  public  and  private  sectors  of  the  health  market.  The  various 
regional  boards  in  a State  coordinate  their  plans  and  actions  with  those 
of  related  organizations  through  a Statewide  health  coordinating 
council,  comprised  of  members  selected  from  the  State’s  regional 
boards.  Most  importantly,  in  terms  of  your  question,  local  applications 
for  Federal  resources  would  have  to  be  reviewed  by  the  regional  board 
for  consistency  with  the  regional  plan. 

The  administration  intends  to  be  as  sensitive  as  possible  to  local 
needs  and  local  conditions  insofar  as  they  give  rise  to  unique  oppor- 
tunities or  pose  special  constraints. 

The  “working  partnership”  to  which  I made  reference  in  my  testi- 
mony and  about  which  there  was  a question  from  Representative 
Shriver — and  to  which  I have  responded — is  intended  as  one  means 
•of  keeping  abreast  of  State  and  local  concerns.  This  partnership 
represents  an  ideologically  “open  door”  both  while  we  are  develop- 
ing policies  and  with  respect  to  current  policies.  We  feel  that  this 
broad  partnership  together  with  increased  decentralization  of  our 
programs  are  useful  ways  for  us  to  proceed  with  respect  to  the 
encouragement  of  community  effort  and  staying  abreast  of  contribu- 
tions they  can  and  should  make. 

Clearly,  the  Federal  role  in  health  programs  has  been  shifting. 
Over  the  past  few  years  the  administration  has  been  developing  pro- 
grams and  policies  that  will  enhance  consumer  purchasing  power 
for  health  services — an  explicit  objective  and  anticipated  consequence 
of  the  proposed  comprehensive  health  insurance  plan.  And  it  has 
been  encouraging  existing  institutions  to  develop  capacities  to  cap- 
ture alternative  resources,  particularly  through  “third  party”  reim- 
bursements. Rather  than  expanding  its  direct  role  in  the  provision 
of  health  services,  the  administration  wishes  to  encourage  the  de- 
velopment of  and  building  upon  State  and  local  resources  in  terms 
of  facilities,  staffing,  and  their  management. 

Mr.  Michel.  That  is  all. 

Mr.  Flood.  Mr.  Smith. 

FOREIGN  MEDICAL  GRADUATES 

Mr.  Smith.  Those  are  interesting  statistics.  I have  been  thinking 
we  have  b^n  depending  on  foreign  sources  for  38  percent  of  our  oil 
ipd  now  it  is  46  percent  of  doctors.  It  doesn’t  comfort  me  very 
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and  our  thinking  continued  dependence  upon  that  kind  of  a source. 
Any  time  they  want,  a country  can  prevent  those  doctors  from  coming 
over  here  even  though  our  immigration  laws  permit  it. 

Dr.  Endicott.  For  the  past  4 or  5 years  we  have  had  a bulge  in  the 
number  of  foreign  medical  graduates  entering  the  country.  Probably 
the  normal  figure,  one  that  we  can  expect  to  continue  almost  in- 
definitely, would  be  on  the  order  of  2,500  to  3,000  physicians  who 
migrate  to  this  country. 

Mr.  Smith.  What  percentage  do  you  anticipate  that  will  be  by 
1980? 

Dr.  Exdicott.  By  1980  we  will  surely  be  graduating  15,000  physi- 
cians here.  So  it  would  drop  back  as  one  would  expect  to  2,500  or  3,000. 

Mr.  Smith.  You  are  talking  about  20  or  30  percent  now. 

Dr.  Exdicott.  Eight. 

Mr.  Smith.  Do  you  think  it  will  drop  from  46  percent  down  to  20 
or  30  percent? 

Dr.  Exdicott.  Eo. 

Dr.  Edwards.  I don’t  think  that  figure  of  46  percent  is  an  accurate 
figure  in  terms  of  total  number  of  doctors  in  this  country  who  are 
foreign  trained. 

He  was  using  the  number  of  licenses  in  1 year  and  not  the  total 
number  in  practicing  the  profession. 

Mr.  Smith.  It  seems  to  me  in  trying  to  determine  what  our  policy 
should  be  we  should  not  incorporate  a dependence  upon  large  numbers 
of  foreign  nationals  coming  in  here.  These  are  good  jobs.  We  have 
people  that  want  to  enroll  in  these  medical  schools.  I don’t  think 
we  should  incorporate  into  our  permanent  policy  a policy  of  that 
proportion  of  immigration  of  doctors. 

Dr.  Exdicott.  Our  long-term  projections  are  based  on  two  assump- 
tions : 2,500,  3,500  a year,  both  of  which  are  very  substantially  below 
the  present  immigration. 

There  are  a variety  of  reasons  why  doctors  come  to  this  country. 
We  expect  they  will  probably  continue  to  do  so  but  at  a much  lower 
level  than  they  are  now. 

There  is  another  factor  which  was  not  mentioned  which  I presume 
I will  cover  when  I appear  myself  on  the  budget. 

There  is  clearly  a move  on  the  part  of  the  national  bodies  which 
authorize  and  approve  training  and  residency  slots  in  this  country,  to 
reduce  the  number  of  authorized  residencies  in  the  United  States. 
We  now  have  about  15.000  approved  but  unfilled  so-called  residency 
positions  in  hospitals.  The  profession  has  a newly  established  orga- 
nization, the  Coordinating  Committee  on  Medical  Education,  which 
has  representation  from  the  medical  societies,  the  hospital  association, 
the  Association  of  Medical  Colleges  and  so  on. 

I anticipate  on  the  basis  of  our  interactions  with  this  newly  estab- 
lished organization  that  the  number  of  approved  slots  will  be  cut 
back  especially  in  areas  of  surgery.  At  the  same  time,  because  the 
number  of  graduates  competing  for  these  slots  is  steadily  increasing, 
the  opportunity  for  foreign  medical  graduates  to  come  to  this  country 
and  get  their  nose  under  the  tent  as  trainees  or  residents  will  be 
substantially  diminished. 

Dr.  Edwards.  To  add  one  other  thing,  we  are  also  working  with 
other  groups  to  reassess  the  so-called  ECMG,  the  examination  that 
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these  foreign  students  take  before  they  can  become  qualified  to  enter 
the  United  States  and  get  into  training  programs.  We  are  reevaluating 
that,  and  I think  without  any  question  within  the  next  year  or  so  we 
will  considerably  stiffen  that  examination  which  will  eliminate  a very 
sizable  number  of  foreign  medical  students. 

Mr.  Smith.  So  you  mean  the  examination  they  take  now  is  not  as 
stiff  as  the  one  they  take  if  they  come  from  American  schools  ? 

Dr.  Edwards.  Oh,  no.  They  have  an  examination — I have  forgotten 
exactly — in  which  they  have  to  have  a passing  score  of  70,  and  as  I 
recall  only  about  30  percent  of  the  total  that  take  it  eventuaj'ly  pass  it. 

Am  I correct  ? 

Dr.  Endicott.  About  50  percent.  It  is  the  ECMG  examination  and  . 
it  is  given  overseas.  Our  hospitals  require  that  they  pass  this  examina- 
tion with  a score  of  70  before  they  are  eligible  to  enter  the  country. 

Dr.  Edwards.  They  can  take  it  as  many  times  as  they  want. 

Dr.  Endicott.  The  questions  that  are  selected  for  this  examination 
which  only  half  of  them  pass  are  questions  which  95  percent  of  our 
graduates  would  pass. 

Mr.  Smith.  But  do  the  ones  who  are  educated  in  other  countries  and 
practice  here  have  the  same  qualifications  as  the  ones  who  graduate 
from  American  schools  ? 

Dr.  Endicott.  It  is  a very  interesting  situation.  Our  graduates  do 
not  take  an  examination  for  a residency. 

Dr.  Edwards.  But  more  and  more  of  them  are  taking  national  board 
examinations  which  would  be  equivalent,  only  much  more  difficult.  It 
is  in  three  parts. 

Mr.  Smith.  Are  you  saying  that  some  of  these  doctors  who  come  in 
from  other  countries  could  not  qualify  if  they  had  graduated  in  this 
country  ? 

Dr.  Edwards.  I don’t  think  there  is  any  question  about  it. 

Mr.  Smith.  They  could  not  ? 

Dr.  Edwards.  They  could  not. 

LICENSING  or  FOREIGN  MEDICAL  GRADUATES 

Mr.  Smith.  Is  it  the  State  medical  boards  that  are  permitting  them 
to  practice  ? 

Dr.  Edwards.  Ultimately  when  they  get  their  State  license  they  have 
to  pass  a State  board.  But  the  point  is  that  they  can  come  into  the 
training  programs  being  f a.r  less  qualified  than  the  average  American. 

Mr.  Smith.  By  the  time  they  start  to  practice  medicine 

Dr.  Edwards.  By  the  time  they  start  to  practice  medicine  they  have 
to  pass  board  examinations,  but  they  don’t  practice  before.  Many  of 
them  are  practicing  in  hospitals  as  residents  and  interns. 

Dr.  Endicott.  They  are  not  required  to  have  State  licenses  to  be 
an  intern  or  resident. 

Mr.  Smith.  Doing  institutional  work  ? 

Dr.  Endicott.  Right. 

ACCESS  TO  care  BY  RURAL  COMMUNITIES 

Mr.  Smith.  In  the  16  years  I have  been  here  we  have  spent  billions 
and  billions  for  biomedical  research.  When  I first  came  here  it  was  a 
very  small  amount,  and  it  has  gone  up  and  up.  But  we  still  have  a sub- 
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stantial  area  of  the  country  that  just  simply  hasn’t  benefited  very  much, 
other  than  perhaps  a little  on  their  deathbed,  from  the  great  results  that 
we  have  obtained. 

I am  talking  now  especially  about  the  more  rural  areas  where  people 
live  in  communities  of  300,  500,  700,  or  800  that  just  simply  are  not 
within  reach  of  medical  service.  Many  of  them  are  elderly,  some  of  them 
haven’t  seen  a doctor  for  10  years.  HMOs  will  not  reach  them.  What 
do  we  have  on  the  horizon  that  is  going  to  reach  this  kind  of  people  ? 

Dr.  Edwards.  I think  unfortunately  we  don’t  have  enough  on  the 
horizon.  We  have  one  small  program  we  feel  is  very  successful  and  be- 
lieve can  be  made  much  more  successful.  That  is  our  I7ational  Health 
Service  Corps  which  we  are  enthusiastic  about,  and  at  the  present  time 
I think  we  are  in  183  communities  and  will  be  expanding  in  the  1975 
budget.  This  isn’t  satisfying  the  problem,  but  it  is  a step  in  the  right 
direction.  We  are  hopeful  t&t  our  scholarship  program,  which  we  are 
taking  from  $3  million  to  $22  or  $23  million  in  1975,  with  service  obli- 
gations connected  with  it,  will  have  some  impact  in  terms  of  satisfying 
some  of  these  needs. 

Mr.  Smith.  That  hasn’t  worked  where  it  has  been  tried,  has  it?  The 
Sears  plan  didn’t  work,  did  it  ? 

Dr.  Edwards.  No.  The  Sears  plan,  though,  was  a little  bit  different. 

DISTRIBTJTIOX  OF  PHYSICIAX  MANPOWER 

Mr.  Smith.  I don’t  have  much  hope  that  you  can  bribe  some  doctor 
for  a couple  of  thousand  dollars  a year  when  he  is  making  $50,000  to 
$60,000  to  get  him  to  live  where  his  wife  doesn’t  want  him  to  live. 

Dr.  Edwards.  No  question.  In  90  percent  of  the  cases  you  are  100  per- 
cent right.  Fortunately  there  are  a few  that  will  help  fill  some  of  the 
need,  but  it  isn’t  going  to  solve  the  problem. 

Mr.  Smith.  It  takes  some  kind  of  a change  in  the  delivery  system  and 
I don’t  know  what  we  are  going  to  do  unless  we  have  allied  medical 
professionals  or  perhaps  nurses,  with  some  special  training,  working 
under  a doctor.  They  could  perform  some  local  reviewing  or  something 
for  the  doctor.  But  in  this  budget  you  are  moving  towards  less  for 
nurses.  They  are  even  getting  reduced  a bigger  percentage  than  other 
medical  personnel.  So  how  do  you  propose  to  move  toward  helping  this 
kind  of  people  ? 

Dr.  Edwards.  I think  I would  answer  your  question  in  two  ways. 
I think  your  basic  premise  is  100  percent  right.  I don’t  think  we  are  ever 
going  to  get  enough  doctors  to  get  out  in  the  rural  areas. 

Mr.  Smith.  To  have  enough  doctors  so  one  would  locate  in  every 
one  of  those  communities  would  require  a tremendous  surplus.  Some 
would  be  driving  cabs  in  the  cities. 

Dr.  Edwards.  We  would  have  the  same  problem  they  have  in  the 
Philippines.  So  it  is  going  to  require  better  utilization  of  allied  health 
professionals,  better  utilization  of  certain  kinds  of  transportation,  and 
better  utilization  of  information  exchange. 

There  is  a lot  going  on  in  all  of  these  areas.  We  feel  the  capitation 
per  se  is  not  going  to  have  a significant  impact  in  terms  of  the  numbers 
of  nurses  we  are  talking  about. 

I think  more  important  than  that  is  better  to  define  the  role  we 
want  the  nurses  to  play  in  these  rural  health  systems,  which  we  never 


42 


really  have  done.  I think  by  upgrading  their  status  in  the  health 
delivery  system  and  better  defining  the  status  of  the  allied  health 
professions 

Mr.  Smith.  How  will  you  get  that  done  ? 

Dr.  Edwards.  There  are  not  enough,  but  there  are  some  demonstra- 
tion programs  around  the  country,  here  and  there. 

UTILIZATION  OF  ALLIED  HEALTH  PROFESSIONS 

Mr.  Smith.  I think  it  already  has  been  demonstrated  that  it  will 
work.  If  the  Medical  Practice  Act  rules  and  regulations  will  not  permit 
a nurse  to  legally  prescribe  an  aspirin,  which  is  the  case  in  Iowa, 
they  cannot  really  use  their  professional  ability  except  while  the 
doctor  is  looking  over  their  shoulder.  What  incentive  is  there  for  them 
to  take  this  extra  training  ? 

Dr.  Edwards.  I think  you  have  really  answered  your  own  question. 
I think  before  we  oan  expect  these  kinds  of  programs  that  you  are 
looking  for  and  that  we  are  looking  for  really  proliferate  and  do  the 
job  that  needs  to  be  done  in  providing  health  services,  we  have  to  come 
to  grips  with  some  of  the  licensure  problems  and  some  of  the  defini- 
tional problems. 

A lot  of  it  has  to  be  done,  not  by  the  Federal  Government,  but  by 
States  and  also  by  the  private  sector. 

LICENSURE  PROBLEMS 

Mr.  Smith.  There  is  no  question  the  States  could  do  it  if  they 
^vould.  That  brings  us  to  my  next  question : What  are  you  doing  to 
encourage  the  States?  Next  week,  if  they  wanted  to,  in  Iowa  the  ap- 
propriate boards  could  meet  and  change  those  rules.  They  have  been 
talking  about  it  for  5 years,  but  I do  not  think  they  have  done  a thing 
of  any  significance. 

AYhat  can  you  do?  You  surely  can  do  something  to  encourage  them 
to  make  these  changes. 

Dr.  Edwards.  I think  we  have  done  far  too  little.  I think  we  have 
relied  too  much  on  groups  like  the  AMA  and  AMC  to  solve  these  prob- 
lems for  us,  and  they  have  not  solved  them. 

AVAILABILITY  OF  ADDITIONAL  MEDICAL  SERVICES 

Mr.  Smith.  On  top  of  this  kind  of  system,  we  are  talking  about  an 
infusion  of  billions  of  dollars  of  additional  money.  All  that  does  is 
distribute  more  money  under  the  same  system,  just  inflating  the  cost. 
I do  not  see  where  we  get  the  additional  medical  services. 

Dr.  Edwards.  I am  concerned  that  if  we  had  to  implement  a national 
health  insurance  program  tomorrow  morning,  we  would  need  to  put 
a lot  of  things  in  place  before  we  could  move  forward. 

Mr.  Smith.  Otherwise  there  would  be  tremendous  inflation  in  cost. 

Dr.  Edwards.  I think  the  only  salvation,  certainly  in  the  plan  we 
are  proposing,  is  that  the  implementation  is  2 or  3 or  4 years  away.  I 
am  not  sure  that  is  not  horribly  optimistic. 

Mr.  Smith.  The  truck  drivers  blocked  the  Pennsylvania  Turn- 
pike to  get  action  at  the  top  level.  If  we  have  a strike  somewhere  that 
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affects  the  mass  transit  system,  if  necessary  even  the  President  gets 
involved.  He  gets  them  in  a room  and  gets  them  talking  to  one  an- 
other to  come  up  with  a solution. 

But,  somehow,  this  lack  of  health  care  situation  goes  on  and  on.  It 
seems  to  me  somebody  could  get  these  people  together. 

Dr.  Edwards.  It  could  be  the  pressure  groups  do  not  want  it  to 
happen. 

Mr.  S:mith.  I am  sure  they  do  not.  My  point  is  that  Government 
does  take  action  in  other  fields. 

Dr.  Edwards.  Your  point  is  well  taken. 

Mr.  Smith.  They  could  get  the  hospital  people  and  the  different 
medical  people  together,  and  surely  they  could  come  up  with  some 
kind  of  solution  that  would  make  some  progress,  perhaps  a model  for 
the  States,  and  then  encourage  them  to  take  at  least  one  step. 

Dr.  Edwards.  I am  not  quite  as  optimistic  as  you  are.  I have  been 
dealing  with  them  now  for  the  last  10  or  12  or  13  years.  I cannot  tell 
you  the  number  of  meetings  I have  sat  in  with  the  appropriate  groups. 
Somebody  has  to  begin  to  bang  the  heads  together  and  say  this  is  the 
way  it  has  to  be  done,  and  move  in  and  do  it. 

XATIOXAL  mOENSII^G 

Mr.  Smith.  Perhaps  the  added  encouragement  is  the  threat  of  na- 
tional licensing. 

Dr.  Edwards.  Yes;  and  renewal  of  licensure,  and  a few  things  like 
that. 

Mr.  Smith.  I sympathize  with  a lot  of  what  you  have  said  here.  It 
seems  your  are  trying  to  look  ahead  for  several  years  to  come.  ECMOs, 
I know,  will  not  serve  the  area  I am  talking  about.  It  seems  to  me  we 
are  leaving  out  of  our  forward  planning  a big  percentage  of  the 
people  in  this  country  who  need  the  medical  service  the  worst,  thoy 
have  even  less  services  available  than  the  indigents  in  the  city.  They 
have  more  service  available  right  now  than  this  30  percent  has  out 
in  the  rural  areas. 

Dr.  Exdicott.  I think  one  of  the  really  encouraging  signs  of  the 
times  is  the  current  development  in  a few  States,  which  is  just  begin- 
ning to  catch  on,  of  an  improved  administrative  structure  within  the 
States  to  address  the  problem  of  health  service.  The  activities  of  the 
board  of  medical  licensure  of  the  State  medical  school,  and  all  of  the 
resources  that  are  under  the  control  of  the  State  can  be  brought  more 
effectively  to  bear  to  address  the  problem  of  the  delivery  of  health 
services. 

I might  mention  two  States  which  have  been  pioneering  in  this  area 
at  the  present  time.  One  is  the  State  of  Wisconsin,  and  the  other  is  the 
State  of  South  Carolina.  The  Governors  of  the  two  States  have  put  a 
top  priority  on  doing  something  about  delivery  of  health  services. 

They  have  created  State  health  commissions  which  pull  together  all 
sorts  of  things  within  the  State.  Tliey  are  remodeling  the  residency 
program,  the  State  licensure  plan,  the  college  level  plans  for  training 
middle  level  health  workers,  and  developing  and  implementing  a pur- 
poseful State  effort  in  this  direction. 

I am  optimistic  that  the  comprehensive  health  planning  proposal 
which  we  have  put  forward,  and  which  we  will  be  discussing  in  terms 
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of  the  supplemental  budget  later  on,  offers  the  first  real  hope  I have 
seen  to  attack  this  problem. 

I do  not  think  individual  practitioners  are  going  to  go  out  there.  I 
think  they  will  have  to  be  part  of  a larger  organization. 

Mr.  Obey.  Doctor,  I wonder  if  for  the  record  you  would  mind 
expandii^  a little  bit  about  exactly  what  is  happening.  I think  Wis- 
consin’s Governor  is  going  in  the  right  direction.  I would  like  it  speci- 
fied for  the  record. 

Dr.  Endicott.  Yes,  sir,  I will  do  that. 

[The  information  follows :] 

The  Department  of  Health,  Education,  and  Welfare  is  working  on  two  fronts 
to  strengthen  planning  efforts  in  this  country.  The  first  is  in  terms  of  the  cur- 
rently operating  comprehensive  health  planning  program  and  the  second  is 
through  administration’s  legislative  proposal  for  health  resources  planning. 

With  regard  to  strengthening  the  ongoing  program,  we  have  set  forth  several 
major  program  activities.  These  include : 

(1)  The  enunciation  of  program  priorities 
Purpose:  These  priorities  include  cost  control  through  improved  efficiency  and 
productivity ; minimizing  uneconomical  duplication  of  facilities  and  specialized 
services;  and  more  effective  competition  within  the  pluralistc  health  care  sys- 
tem in  order  to  improve  consumer  choice  in  the  organization,  financing,  and  de- 
livery of  health  servics. 

{2)  Development  and  implementation  of  performance  standards  for  State  am^d 
areawide  CHP  agencies 

Purpose:  To  define  the  role  and  responsibilities  of  314  (a)  and  (b)  agencies 
and  the  standards  in  functional  areas  that  they  are  expected  to  meet.  These 
performance  standards  will  serve  as  criteria  against  which  an  agency’s  i>erform- 
ance  will  be  judged  in  the  national  assessment  program. 

(3)  Assessment  of  all  planning  agencies  and  assisting  with  corrective  action 
Purpose:  To  determine  the  capacity  of  existing  agencies  to  meet  the  above-men- 
tioned performance  standards.  Consolidations,  expansions  of  planning  areas,  or 
terminations  of  agencies  may  result. 

H)  Provision  of  technical  assistance  to  State  and  areawide  agencies 
Purpose:  To  increase  the  performance  of  health  planning  agencies  by  provid- 
ing technical  guidance  to  agency  staffs  and  councils. 

(5)  Implementation  of  section  1122  of  the  Social  Security  Act,  as  amended 
Purpose:  To  establish  a working  system  of  facilities  and  services  review  that 

will  assist  State  and  areawide  agencies  in  fulfilling  their  responsibilities  under 
section  1122. 

( 6 ) Improvement  of  the  technology  of  health  planning 

Purpose:  To  develop  new  methodologies  to  assist  OHP  agencies  in  fulfilling 
their  planning  responsibilities. 

Our  efforts  to  upgrade  future  planning  activities  are  set  forth  in  the  proposed 
legislation,  “health  resources  planning  bill,”  which  was  introduced  as  S.  3166  and 
H.R.  13472.  In  this  bill,  we  have  taken  steps  to  build  on  current  experience  both 
at  the  State  and  regional  level. 

At  the  regional  level,  we  propose  to  establish  health  systems  agencies  which 
would  have  several  specified  functions.  They  include : 

(1)  The  development  of  a comprehensive  health  plan  to  meet  the  health  needs 
of  all  residents  of  the  geographic  area,  including  facilities,  services,  and  man- 
power. In  this  plan  priority  would  be  given  to  identifying  the  most  acute  short- 
ages, maldistributions,  and  surpluses  of  health  personnel,  facilities,  and  services, 
and  the  most  serious  existing  health  service  delivery  deficiencies  in  the  area. 
The  plan  would  recommend  actions  by  appropriate  individuals  and  organiza- 
tions in  each  sector  of  the  health  care  system  to  alleviate  those  problems.  Agency 
activities  would  also  be  open  to  the  full  participation  of  the  public. 

(2)  Advising  governmental  regulatory  bodies  on  matters  such  as  proposed 
capital  expenditures  under  section  1122  of  the  Social  Security  Act  and  in  areas 
such  as  licensing  of  health  manpower. 

(3)  Reviewing  Federal  grants  providing  support  for  capital  investments,  devel- 
oping health  services  or  training  health  manpower. 
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(4)  Assisting  the  Department  of  Health,  Education,  and  Welfare  by  planning 
and  providing  technical  assistance  to  develop  grant  proposals  for  Federal  assist- 
ance and  providing  technical  assistance  to  grant  recipients. 

(5)  Conducting  evealuations  and  analyses  concerning  health  manpower,  facili- 
ties and  services,  costs  and  financing  of  health  resources,  and  the  health  status 
and  needs  of  its  geographic  area. 

(0)  The  Health  Systems  Agency  would  be  authorized  to  provide  technical 
assistance,  by  grant  or  contract,  to  implement  any  action  recommended  in  its 
comprehensive  plan. 

To  assist  the  agencies  in  fulfilling  these  responsibilities,  the  Secretary  would 
make  a grant  to  be  used  in  meeting  the  expenses  of  operation.  There  would  be 
no  matching  requirement  so  that  agency  personnel  could  concentrate  on  carrying 
out  the  specified  activities  as  opposed  to  devoting  substantial  time  and  effort  to 
fundraising.  Furthermore,  the  Department  would  be  required  to  assist  each 
agency  in  performing  its  functions  by  providing  the  agency  with  materials  per- 
tinent to  health  care  planning  methodologies,  health  care  system  studies,  research 
and  related  information  available,  including  information  pertinent  to  health  care 
resources  and  utilization.  The  materials  provided  would  include  model  curricu- 
lums,  and  other  information  on  the  health  care  system,  that  would  further  edu- 
cate members  of  the  agency. 

With  regard  to  the  State  level,  we  propose  to  make  this  the  locus  for  regulatory 
efforts.  To  stress  the  development  of  this  role,  the  Secretary  would  be  author- 
ized to  make  grants  to  support  State  efforts  to  regulate  the  reimbursement  for 
health  services  and  the  extent  of  capital  investment  in  the  health  care  system. 
The  grants  would  be  on  the  basis  of  a State’s  population  and  the  costs  of  perform- 
ing the  functions.  If  the  State  chooses  to  administer  both  regulatory  functions 
through  one  agency,  that  State  would  be  eligible  for  a bonus  payment  of  25 
percent  of  its  Federal  payment  for  that  year.  To  insure  that  there  is  an  inte- 
grated relationship  between  the  State’s  regulatory  activities  and  the  planning  re- 
sponsibilities of  the  Regional  Health  System’s  Agencies,  the  State  would  first 
obtain  the  recommendation  of  the  Health  Systems  Agency  with  respect  to  any 
capital  expenditure  within  the  Agency’s  health  service  area.  If  the  State  takes 
action  contrary  to  that  recommendation,  there  must  be  a procedure  under  which 
its  decision  is  reviewed  by  the  chief  executive  oflScer  of  the  State  or  his  designee. 

Mr.  Smith.  I know  a young  man  talked  to  me  about  2 weeks  ago  who 
was  unable  to  get  into  medical  school.  That  did  not  seem  to  bother  him 
as  much  as  it  would  me.  He  had  planned  all  his  life  to  go  to  medical 
school,  and  he  could  not  go. 

What  really  bothered  him — and  he  had  a right  to  be  bothered — is 
that  there  is  really  no  other  kind  of  school  he  can  go  to,  an  allied  school 
of  some  kind,  with  assurance  that  when  he  gets  out  he  can  really  use 
his  training. 

Dr.  Edwards.  That  is  a real  problem. 

Mr.  Smith.  If  you  do  not  know  that  you  can  use  what  you  are  going 
to  school  to  learn,  who  will  go  to  school  ? 

Dr.  Edwards.  In  spite  of  the  fact  I think  these  are  brighter  days 
than  a few  years  ago,  I would  not  want  us  to  leave  in  your  mind  or 
make  you  believe  that  we  believe  this  problem  is  about  to  be  solved, 
because  it  is  not.  There  is  still  a lot  of  foot  dragging. 

The  bulk  of  the  States  are  not  yet  involved  in  this  in  a meaningful 
^vay.  Wisconsin  is  far  out  in  front,  as  are  several  other  States. 

Mr.  Smith.  I am  fairly  patient,  I think.  I promoted  a meat  inspec- 
tion law  for  9 years  before  it  passed,  and  three  or  four  others  for  long 
periods  before  they  were  passed. 

I remember  that  5 years  ago  Secretary  Kichardson  came  in  and  we 
talked  about  something  similar  to  this.  I thought  something  was  going 
to  be  done  faster  than  he  left  the  Attorney  General’s  chair,  but  nothing 
has  been  done  yet. 

Then  each  new  Secretary  that  comes  on  has  talked  about  it,  but  they 
do  not  ever  get  down  to  where  something  is  really  done. 
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I think  surely  at  the  highest  levels  of  the  U.S.  Government  some  kind 
of  persuasion  could  be  exercised  to  get  State  societies  to  see  that  they 
have  to  move,  because  if  they  do  not  we  will  have  laws  passed  which 
will  put  things  in  a worse  mess  than  they  are  now. 

The  committee  will  recess  until  10  o’clock  tomorrow  morning. 

Mr.  Flood.  The  committee  will  come  to  order. 

Mr.  Obey. 

Mr.  Obey.  Thank  you,  Mr.  Chairman. 

MEDICAID  AND  MEDICARE  DEPRECIATION  PAYMENTS 

Doctor,  a question  on  Hill-Burton.  In  your  statement  you  said  that 
Hill-Burton  had  been  successful,  that  the  Nation  had  adequate  supply 
of  hospital  beds,  and  that  we  are  now  moving  into  an  era  where  vir- 
tually all  medical  care  would  be  funded  through  some  type  of  insur- 
ance plans  which  would  include  compensation  and  depreciation  of 
facilities. 

Can  you  tell  me  to  what  extent,  if  at  all,  is  medicare  paying  deprecia- 
tion on  facilities  constructed  with  Hill-Burton  funds? 

Dr.  Edwards.  According  to  our  estimates,  reading  from  the  docu- 
ment that  I have  here,  these  reimbursements  will  amount  to  about  $0.8 
billion  for  medicare  and  medicaid  and  about  $1  billion  from  private 
insurance. 

Mr.  Obey.  The  reason  I bring  that  up  is  because  of  Mr.  Smith’s 
discussion  with  you  yesterday  when  he  was  talking  about  the  problem 
in  developing  some  different  kind  of  health  care  in  rural  areas. 

We  have  a problem  in  the  northern  area  of  my  State  right  now,  for 
instance,  where  we  have  very  large  counties  in  terms  of  geography 
with  population  of  maybe  8,000, 10,000,  or  12,000  at  most.  You  have  a 
number  of  hospitals  35  or  45  miles  away  but  nothing  really  in  the 
whole  area. 

I don’t  know  what  the  answer  is.  I wondered  if  you  had  any  com- 
ments on  it.  It  seems  to  me  with  medicare  paying  for  this  depreciation 
in  effect  people  are  paying  twice.  The  first  time  when  the  hospital  is 
built  they  have  to  meet  certain  requirements  in  terms  of  defined  need, 
but  if  they  are  going  to  be  rebuilding  a hospital  20  or  30  or  40  years 
from  now,  who  is  to  determine  then  whether  or  not  that  is  a good 
place  to  rebuild  a hospital  or  whether  population  shifts  occurred 
sufficiently  to  warrant  that  hospital  going  someplace  else  ? How  do  we 
handle  that  in  terms  of  long-range  planning? 

Dr.  Edwards.  Let  me  first  say,  when  I made  the  remarks  that  I 
thought  Hill-Burton  had  been  successful,  it  has  in  a general  way  been 
successful.  But  we  have  to  recognize  that  through  Hill-Burton  we 
have  built  a lot  of  small  hospitals  around  the  Nation  that  haven’t 
accomplished  what  we  had  hoped  they  would  accomplish.  So  I wouldn’t 
want  to  leave  the  idea  that  I thought  Hill-Burton  had  been  a complete 
success.  We  probably  channeled  money  into  hospitals  where  we  would 
have  been  better  off  with  larger  hospitals  more  strategically  located 
geographically. 

Nevertheless,  in  our  discussion  with  Congressman  Smith  yesterday 
he  certainly  outlined  the  real  issues  as  they  relate  to  trying  to  get 
health  care  into  the  rural  areas.  As  a matter  of  fact  apropos  of  that 
discussion  we  had  a discussion  in  my  office  this  morning  trying  to 
figure  out  how  we  could  pull  the  appropriate  health  groups  together 
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and  literally  give  them  an  edict  to  either  come  up  with  a planning  sys- 
tem or  we  would  submit  to  the  Congress  a plan  for  the  Federal  Govern- 
ment to  do  it. 

We  have  recently  done  this,  as  you  probably  remember.  Some  time 
ago  we  laid  out  a new  Federal  strategy  for  a national  blood  program. 
We  went  to  the  private  sector  and  said : 

You  have  a chance  to  implement  a national  blood  program.  We  are  giving  you 
this  opportunity.  If  you  don’t,  then  we  will  go  to  the  Congress  and  ask  the  Con- 
gress to  take  appropriate  steps. 

I won’t  at  this  time  say  we  have  necessarily  accomplished  that  in  its 
totality,  but  we  certainly  have  gotten  the  appropriate  groups  together. 
They  have  submitted  a plan  which  we  have  recently  put  in  the  Federal 
Eegister  for  comment,  and  the  same  kind  of  strategy  could  be  used 
as  it  relates  to  convening  the  appropriate  groups  and  giving  them  the 
message  that  either  they  come  up  with  a plan  that  can  be  implemented 
or  we  are  going  to  have  to  develop  some  kind  of  a Federal  program 
and  work  it  that  way.  We  just  haven’t  done  it  up  to  this  point  in  time. 
W e have  small  programs  as  we  move  along. 

Mr.  Miller.  If  I could  add  a word,  this  simply  indicates  that  you 
cited  a problem  Hill-Burton  won’t  solve  and  doesn’t  go  any  closer 
to  the  solution. 

LOCATION  OF  NEW  HOSPITALS 

Mr.  Obey.  My  question  is  this : I see  hospitals  now  being  rebuilt  just 
because  that  is  where  they  located  20  years  before.  They  have  no  busi- 
ness being  built  there  these  days.  Because  of  the  population  shift  they 
ought  to  be  someplace  else. 

Mr.  Miller.  Using  the  formula  grant  approach  we  just  can’t  solve 
the  problems  people  are  citing  these  days  in  the  inner  city  and  in 
rural  areas.  If  there  is  a Federal  role  in  hospital  construction,  and  I 
am  not  sure  whether  there  is  or  isn’t  other  than  support  through  medi- 
care, it  is  certainly  going  to  have  to  be  a targeted  role  and  not  a formula 
grant  role.  I think  that  is  the  area  we  are  exploring  and  possibly  the 
Congress  should  be. 

Mr.  Obey.  I don’t  have  the  answer  to  it,  but  when  medicare  pays 
in  part  for  that  depreciation  fund  it  in  fact  is  making  it  somewhat 
more  likely,  it  seems  to  me,  those  hospitals  are  going  to  be  rebuilt  in 
the  same  place.  I don’t  know  how  to  get  at  it. 

Dr.  Edwards.  That  is  right.  The  legislation  that  is  now  being  con- 
sidered on  comprehensive  health  planning,  both  the  bill  that  has  been 
submitted  by  the  administration  and  the  bill  that  has  been  put  to- 
gether by  Congressman  Rogers  and  Congressman  Roy,  hopefully 
will  give  us  a greater  ability  to  get  at  this  exact  problem  you  are  talk- 
ing about.  But  certainly  with  a formula  grant  that  is  controlled  by  the 
States  we  have  very  little  input  as  to  where  these  hospitals  are  being 
located. 

HEW  POLICY  ON  DRUG  REIMBURSEIVIENT 

Mr.  Obey.  Let  me  question  you  on  HEW  policy  on  drug  reimburse- 
ments. You  told  the  Senate  subcommittee  on  February  1 that  HEW 
intends  : 

To  make  certain  that  drugs  purchased  under  federally  aided  health  programs 
are  paid  for  at  the  lowest  cost  consistent  with  the  need  of  the  patient  and  com- 
patible vith  the  continued  viability  of  the  drug  manufacturing  and  marketing 
industry. 
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You  also  said  t/his  effort  hinges  on  whether  the  issues  of  the  drug 
quality  and  price  determination  either  have  been  or  can  be  resolved. 

As  of  today  what  is  your  timetable  for  regulations  to  implement 
that  policy  which  I think  is  a good  one  ? 

Dr.  Edwards.  About  2 weeks  ago  we  sent  a letter  to  a number  of 
appropriate  groups  that  were  interested  in  this  particular  subject, 
both  consumer  groups  and  industry  groups,  asking  them  a number  of 
questions  that  we  feel  are  pertinent  to  the  development  of  this  kind  of 
a pricing  policy.  We  have  asked  them  to  respond  no  later  than  March 
30.  We  will  quickly  look  over  the  responses  and  see  how  they  relate  to 
the  strategy  we  have  already  set  up.  We  will  publish  this  in  the  Federal 
Register  for  comment  sometime  during  the  month  of  April.  We  will 
allow  30  days’  comment,  and  then  publish  the  final  reflation. 

Mr,  Obey.  What  is  your  estimate  of  the  savings  to  be  gained  from 
this  in  fiscal  1975  ? 

Dr.  Edwards.  We  estimate  that  we  could  potentially  save  between 
7 and  8 percent  of  the  total  drug  bill  that  is  being  paid  for  by  medi- 
care, medicaid,  and  our  maternal  and  child  health  programs. 

Mr.  Obey.  Why  is  your  estimate  lower  than  Mr.  Weinberger’s? 

Dr.  Edwards.  I thought  it  was  about  the  same. 

Mr.  Obey.  He  said  it  would  be  at  least  10  percent. 

Dr.  Edwards.  Let  me  say  between  7 and  10  percent.  Our  people  come 
up  with  just  a little  lower  estimate  than  that,  between  7 and  8 percent. 
I would  have  to  review  the  figures  to  tell  you  where  we  may  have  some 
disagreement. 

The  problem,  though,  is  that  this  pricing  issue  is  far  more  complicated 
than  even  we  had  originally  thought,  and  that  is  why  we  have  taken 
some  time  to  really  investigate  it. 

Of  course  we  also  want  to  avoid  setting  up  an  administrative  bureauc- 
racy that  is  going  to  cost  us  more  than  we  are  going  to  save  in  the  pur- 
chase of  the  drugs.  In  other  words,  we  have  got  to  set  something  up 
that  will  provide  this  in  the  simplest  way  possible. 

Mr.  Obey.  Two  weeks  ago  you  told  Senator  Nelson’s  committee  the 
physicians  would  be  “required  to  give  a written  medical  jnstification  if 
they  prescribed  a high-priced  brand  name  product  for  medicare  and 
medicaid  products.”  Could  you  explain  how  that  would  work. 

Dr.  Edwards.  We  haven’t  finalized  this.  It  is  important  to  point  out 
that  we  are  not  necessarily  going  to  demand  that  the  lowest  priced  drug 
be  purchased,  but  rather  the  lowest  priced  generally  available  drug.  If 
a physician  for  some  reason  or  other  believes  that  his  particular 
patient  can’t  use  that  drug  and  has  to  take  another  drug,  he  will  sub- 
mit to  an  appropriate  body  a note  indicating  such.  We  will  review 
these  retrospectively.  The  number  of  physicians  doing  this  aviII  be 
very  small,  and  I don’t  think  it  will  be  a major  problem.  If  it  becomes 
a major  problem  and  we  are  getting  a lot  of  these  exceptions  we  will 
have  to  do  it  prospectively.  In  other  words,  the  physician  would  have 
to  indicate  to  the  appropriate  group  he  wanted  to  use  this  kind  of  a 
drug  before  it  was  actually  dispensed  to  the  patient. 

DEVELOPMENT  OF  A FORMULARY 

Mr.  Obey.  Will  you  be  putting  together  any  kind  of  a formulary  ? 

Dr.  Edwards.  We  have  no  specific  plans  for  a formulary.  As  you 
know  it  has  been  discussed  on  numerous  occasions  by  a number  of 
people. 
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Mr.  Obey.  You  would  have  to  have  something  it  seems 

Dr.  Edwards.  Of  course  the  FDA  is  putting  together  the  drug  com- 
pendium, hut  that  is  not  a formulary.  The  formulary  approach  may  be 
the  only  way  we  can  get  at  this  pricing  problem.  I think  that  is  a 
little  way  ojff. 

Mr.  Obey.  How  far  off  ? 

Dr.  Edwards.  I don’t  know  that  we  will  need  it.  There  is  no  reason 
to  have  a formulary  if  we  can  come  up  with  a system  that  will  allow  us 
to  determine  the  purchase  price  of  a drug  without  actually  going  to  a 
formulary  per  se. 

XATIOXAL  INSTITUTE  OF  OCCUPATIONAL  SAFETY  AND  HEALTH 

Mr.  Obey.  Let  me  ask  you  some  questions  on  NIOSH. 

As  I understand  it  there  are  enforceable  Federal  standards  to  protect 
workers’  health  for  only  450  of  the  estimated  15,000  chemical  and 
physical  agents  to  which  workers  are  exposed.  That  is  a pretty  low 
percentage.  As  I understand  it  you  are  asking  for  40  new  positions 
this  year  for  NIOSH  but  that  really  represents  only  a restoration  of 
40  of  the  95  which  were  cut  2 years  ago. 

In  light  of  the  tremendous  backlog  you  have  in  establishing  stand- 
ards of  some  kind,  how  can  you  defend  a budget  which  is  that  low  ? 

Dr.  Edwards.  I would  like  to  have  Dr.  Sencer  speak  to  this  if  I may. 
But  I would  just  say  if  we  are  going  to  attempt  to  provide  standards 
for  all  chemicals,  et  cetera,  that  are  used  in  industry,  it  would  require  a 
budget  the  size  of  which  I don’t  think  any  of  us  could  accept. 

Mr.  Obey.  I am  not  asking  for  all  of  them.  It  seems  to  me  you  have 
significantly  lowered  your  sights  as  far  as  the  output  that  NIOSH 
ought  to  be  providing. 

Dr.  Sencer.  Mr.  Obey,  even  if  we  have  double  the  number  of  people 
we  couldn’t  significantly  increase  in  any  short  period  of  time  the  num- 
ber of  standards  that  are  promulgated. 

Mr.  Obey.  I understand  that.  That  is  why  I am  suggesting  you  are 
really  dragging  your  feet. 

Dr.  Sencer.  We  are  working  with  the  Department  of  Labor  on  a 
new  approach  to  go  along  with  the  criteria  documentation  on  standards 
set.  We  have  transmitted  to  the  Department  of  Labor  16  criteria  docu- 
ments. These  range  from  things  as  complicated  as  asbestos  to  benzene, 
noise,  silica,  a large  number  of  things.  We  have  selected  these  on 
the  basis  of  the  severity  of  the  disease  that  would  be  caused  by  the  com- 
pound and  the  size  of  the  population  that  is  being  occupationally  ex- 
posed to  the  compounds. 

For  example,  asbestos,  as  you  know,  is  an  occupational  cause  of 
cancer,  and  was  the  first  standard  tha;t  we  promulgated  to  the  De- 
partment of  Labor.  This  will  protect  something  like  200,000  worker. 

We  are  working  now  with  the  Department  of  Labor  on  a more  rapid 
method  of  improving  the  protection  in  the  workplace  for  those  thin^^ 
we  know  to  be  toxic.  These  will  not  be  as  complicated  as  the  criteria 
documents  that  we  presently  are  providing  but  will  set  threshold  limits, 
and  enforceable  limits  that  the  Department  of  Labor  can  use  more 
quickly. 

Mr.  Obey.  I understand,  but  when  Mr.  Stender  from  OSHA  was 
here,  he  made  it  clear  the  input  they  got  from  NIOSH  was  by  far  the 
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most  important  input  they  got.  When  I asked  him  why  they  were 
doing  such  a slow  job,  he  said,  “This  takes  time,  it  is  a very  time-con- 
suming operation.” 

I will  quote. 

Mr.  Obey.  What  you  are  saying  in  effect  then  is  that,  given  the  input  that 
you  get  from  other  outside  sources,  including  NIOSH,  this  is  about  the  most 
that  you  can  usefully  use  ? 

Mr.  Stender.  I think  we  are  addressing  them  just  about  as  fast  as  we  can  get 
them  and  as  we  get  the  solid  information  behind  them. 

Mr.  Obey.  My  concern  in  looking  at  those  figures  leads  me  to  believe  somebody 
is  not  moving  as  fast  as  they  ought  to.  If  it  does  not  imply  that  your  budget  is 
inadequate  in  this  area,  I would  think  it  would  imply  that  the  budget  for  some- 
boidy  like  NIOSH  is  entirely  inadequate. 

Mr.  Stender.  It  seems  to  me  I saw  somewhere  where  the  NIOSH  budget  was 
cut  back.  I regret  that.  It  is  not  in  ours,  but  I thought  somewhere  there  is  a 
cutback  on  that.  I do  not  understand  that  at  all. 

Doctor,  I don’t  understand  it  either. 

Dr.  Sencer.  There  is  no  cutback  in  the  program  activities  that 
we  are  talking  about. 

Mr.  Obey.  I understand  you  have  that  one-shot  item.  I understand 
that  when  we  are  talking*  about  dollars.  But  in  numbers  of  people  you 
are  talking  about  a reduction.  You  have  40  in  your  budget  over  last 
year  but  last  year  it  was  cut  by  90. 

Dr.  Sencer.  We  cut  out  some  of  the  activities  we  were  doing  last 
year,  particularly  in  the  area  of  training,  Mr.  Obey,  so  that  the 
people  that  were  reduced  last  year  are  not  necessarily  people  working 
on  criteria  documentation.  We  protected  this  area  of  work  at  the 
expense  of  other  things. 

OUTPUT  OF  CRITERIA  DOCUMENTS 

Mr.  Obey.  Your  budget  this  year  proposes  than  you  can  finish 
how  many  criteria  packages? 

Dr.  Sencer.  We  will  finish  11  criteria  documents  this  year  and  14 
next  year,  but  this  will  be  augmented  by  some  40  good  manufacturing 
practices  for  workers  that  will  be  jointly  developed  with  the  Depart- 
ment of  Labor. 

Mr.  Obey.  Which  is  still  something  else.  That  is  not  a standard  for 
chemicals. 

Dr.  Sencer.  But  it  is  much  better  than  anything  we  have  at  the 
present  time. 

Mr.  Obey.  I understand  that.  You  seem  to  feel  that  is*  adequate. 
Let  me  quote  from  a letter  of  Secretary  Richardson  to  Senator  Mag- 
nuson  received  July  25,  1972.  Mr.  Richardson,  while  he  was  objecting 
to  some  of  the  budget  increases  that  had  been  made  in  the  Labor- 
HEW  bill  stated  as  follows: 

There  is,  however,  one  exception  which  I particularly  want  to  bring  to  your 
attention,  the  appropriation  for  the  occupational  and  safety  activities  of  the 
Health  Services  and  Mental  Health  Administration.  Since  that  budget  was 
submitted  I have  become  very  concerned  about  the  rate  at  which  new  health 
and  safety  standards  are  bing  promulgated.  We  have  so  far  only  recommended 
five  such  standards. 

He  goes  on  to  say: 

The  budget  estimate  was  built  on  the  assumption  we  would  recommend 
20  to  30  additional  standards  in  fiscal  year  1973.  I now  feel  we  should  accelerate 
this  pace  to  40  to  60  standards. 
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Why  are  you  now  satisfied  with  the  much  lower  number? 

Dr.  Sexcer.  It  is  not  that  we  are  satisfied  with  them,  but  I think 
it  is  just  the  time  it  takes  to  develop  some  of  these  standards  with 
the  research  that  has  to  go  into  it.  We  feel  we  can  protect  more  workers 
by  concentrating  on  those  things  of  highest  toxicity  and  at  the  same 
time  working  on  the  other  program  I was  describing  to  improve  in 
general. 

^ ADEQUACY  OF  XIOSH  BUDGET 

Mr.  Obey.  The  Director  of  NTOSH  doesn’t  seem  to  agree  with  you. 
He  is  quoted  in  the  New  York  Times : 

NIOSH  is  not  expanding,  it  is  shrinking.  It  is  getting  the  proverbial  meat  ax. 
Our  present  laboratory  space  isn’t  even  adequate  for  any  kind  of  research. 
It  is  substandard.  We  have  been  frozen  on  hirings  for  most  of  our  existence,  and 
we  are  losing  key  staff  right  and  left  because  we  don’t  have  the  grade  i>oint 
to  promote  them.  I don’t  think  NIOSH  is  a viable  organization  at  this  time. 

The  article  then  stated  Dr.  Key  had  said  in  a later  response  things 
were  still  the  same. 

“Dr.  Key  said  the  situation  hasn’t  improved.  If  anything,  it  is 
worse,”  the  article  says. 

Dr.  Sexcer.  I can’t  vouch  for  what  Dr.  Key  said.  He  told  me  this 
was  a comment  he  made  a year  ago  at  the  National  Advisory  Council 
on  Occupational  Safety  and  Health  and  he  feels  things  have  improved 
now.  I wish  he  were  here. 

Mr.  Obey.  Will  he  be  testifying  here  ? 

Dr.  Sexcer.  Yes.  We  do  have  a request  for  space  in  Cincinnati  to 
build  a new  laboratory;  we  have  the  design  on  contract.  So  we  are 
moving  to  provide  new  laboratory  space  for  the  National  Institute  of 
Occupational  Safety  and  Health. 

Mr.  Obey.  What  additional  positions  and  fimds  are  being  recom- 
mended in  light  of  the  vinyl  chloride  episode  ? 

Dr.  Sexcer.  We  are  looking  at  the  espisode  to  see  what  needs  to  be 
done.  We  are  not  making  any  recommendations  for  additional  funds 
or  positions  at  this  time.  If  necessary,  we  will  divert  them  from  other 
activities  to  work  on  this  problem. 

Mr.  Obey.  If  you  do,  what  other  research  areas  would  be  hurt? 

Dr.  Sexcer.  I don’t  think  it  is  research,  it  is  a question  of  how  you 
develop  the  control  methodology. 

Mr.  Obey.  lYhich  of  those  areas  would  be  hurt  ? 

Dr.  Sexcer.  As  we  approach  any  problem  we  will  establish  our  pri- 
orities. It  may  be  that  we  will  pay  less  attention  to  something  in  in- 
fectious diseases  in  order  to  bring  about  corrective  action  here. 

]\Ir.  Obey.  Do  you  think  that  is  better  than  asking  for  more  money  ? 

How  much  did  NIOSH  ask  for ; how  many  new  positions  ? 

Dr.  Sexcer.  NIOSH  asked  for  135  new  positions  in  fiscal  year  1975. 
The  1975  request  to  Congress  is  for  40  positions. 

Mr.  Obey.  lYhere  up  the  line  was  it  cut  ? 

Dr.  Edwards.  I would  have  to  go  back  and  look  at  the  record.  The 
Department  had  to  look  at  total  manpower  needs.  And  obviously 
the  0MB  was  involved.  We  would  have  to  check  the  record  to  see 
exactly  where  the  cut  was  made. 

Mr.  Obey.  I frankly  think  you  are  a much  better  man  than  this 
budget  on  NIOSH  would  indicate,  and  I would  like  to  get  your  an- 
swers. 
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Dr.  Edwards.  We  have  had  a difficult  time — there  is  no  question 
about  it — in  terms  of  our  whole  manpower  situation.  And  understand- 
ably the  rate  at  which  the  manpower  of  the  Department  of  Health, 
Education,  and  Welfare  is  growing  we  have  had  to  live  within  the 
Departmentwide  manpower  ceilings. 

Mr.  Obey.  Over  the  last  3 years. 

Mr.  Miller.  Let  me  put  in  the  record  what  we  said  we  would  put  in 
the  record  for  the  Secretary  on  that.  I want  to  make  the  point  be- 
cause it  refers  to  Secretary  Richardson’s  letter  which  was  the  point 
at  which  we  did  endorse  the  growth  of  RIOSH.  In  1970  we  were  at 
$10.4  million  and  the  1975  request  is  $27.9  million. 

Mr.  Obey.  I am  talking  about  positions. 

Mr.  Miller.  I think,  as  Dr.  Sencer  has  indicated,  there  has  been  sig- 
nificant growth  in  positions  centered  on  the  development  criteria. 

Mr.  Obey.  The  fact  is  you  don’t  define  progress  in  terms  of  numbers. 
It  seems  to  me  you  define  progress  in  terms  of  the  number  of  criteria 
packages  which  are  being  drawn  up,  and  by  your  own  admission  you 
are  going  along  at  about  25  percent  of  the  rate  Secretary  Richardson 
recommended  to  this  committee  2 years  ago.  Yet  you  say  to  me  jon 
seem  to  think  that  is  adequate. 

MONITORING  SELECTED  INDUSTRIES 

Let  me  ask,  I know  there  are  a lot  of  Americans  who  have  been 
affected  by  asbestos  and  other  chemicals  which  cause  cancer  because 
of  past  exposure.  As  I understand  there  is  only  one  small  group  of 
former  employees  in  Tyler,  Tex.  under  surveillance  by  NIOSH.  That 
means  in  most  surveys  while  you  may  check  people  who  used  to  work 
at  a place  for  purposes  of  scientific  studies,  a lot  of  times  that  is  done 
on  a sampling  basis  and  not  done  for  the  entire  work  force,  and  in 
many  cases  the  workers  who  may  have  been  exposed  are  not  even  con- 
tacted. Isn’t  that  really  a pretty  dismal  record  ? I am  not  blaming  you, 
I am  suggesting  the  country  ought  to  be  doing  a better  job  than  that. 

Dr.  Sencer.  I think  we  lack  the  legislative  authority  at  the  present 
time  for  the  Federal  Government  to  do  this.  As  I understand  the 
Occupational  Safety  and  Health  Act,  next  year  we  will  be  in  a position 
where  we  can  monitor  people  in  selected  industries. 

I do  know  legislation  has  been  introduced  in  the  Senate  that  would 
speed  up  this  process  to  set  up  registers  of  people  in  certain  occupa- 
tional categories  so  there  would  be  a better  mechanism  of  monitoring 
their  continuing  health. 

ADDITIONAL  FUNDS  FOR  NATIONAL  INSTITUTE  OF  ENVIRONMENTAIi 

HEALTH  SCIENCES 

Mr.  Obey.  Let  me  ask  this  and  I would  like  you  to  answer  this  Dr. 
Edwards.  What  additional  funds  are  being  made  available  to  the  Na- 
tional Institute  for  Environmental  Health  Sciences  for  toxicological 
and  other  studies. 

Dr.  Edwards.  The  budget  for  NIEHS  is  remaining  somewhat  sta- 
tionary. 

' CANCER  INSTITUTE 

Mr.  Obey.  Let  me  ask  this:  I am  told  that  the  National  Cancer  In- 
stitute has  no  organized  program  in  the  area  of  occupational  cancer. 


53 


I don’t  know  if  there  ought  to  be  one,  whether  it  is  scientifically  sensible 
to  do  that  or  not.  But  it  seems  to  me  that  people  in  the  workplace  face  a 
much  greater  risk  of  cancer  because  of  what  they  work  with  than  people 
in  other  areas  of  the  economy,  and  I wonder  whether  we  are  going  to 
get  this  going. 

Dr.  Edwards.  The  National  Cancer  Institute  has  a very  extensive 
toxicology  program  which  involves  many,  many  substances  both  in- 
dustrial and  nonindustrial. 

Mr.  Obey.  What  is  the  increase  for  that  ? 

Dr.  SiMMOxs.  That  went  from  56  million  in  fiscal  year  1974 — chemi- 
cal carcinogenesis — ^to  70  in  1975. 

Mr.  Obey.  How  much  from  last  year’s  budget  to  this  year’s  ? 

Dr.  SiMMOxs.  It  was  66  million  in  1974  and  it  is  up  to  70.8. 

Mr.  Obey.  $4  million  ? 

Dr.  SiMMOxs.  Right. 

UTILIZATIOX  OF  ADDITIOXAL  FUXDS  BY  XIOSH 

Mr.  Obey.  That  is  not  much  is  it  ? 

Dr.  Edwards,  do  you  really  feel  that  NIOSH  could  not  productively 
use  more  money  and  more  positions  to  prepare  those  criteria  packages  ? 

Dr.  Edwards.  I am  certain  that  NIOSH  could  use  more  money  and 
more  positions  as  a number  of  other  of  our  programs  could  use  more 
positions  and  more  money.  Nevertheless,  in  the  final  analysis  I suspect 
we  could  all  agree  there  is  so  much  available  for  the  health  programs 
and  in  the  judgment  of  the  administration  this  is  the  amount  of  re- 
sources that  could  be  allocated  for  NIOSH  activities. 

Mr.  Obey.  How  many  years  is  it  going  to  take,  given  our  present 
budget  pattern,  before  you  have  criteria  packages  for  all  of  the  chemi- 
cals which  workers  are  exposed  to  in  the  workplace  ? 

Dr.  Edwards.  That  is  a difficult  question.  I suspect  if  the  Congress 
and  the  executive  branch  continue  to  have  priority  programs  like  the 
cancer  program  that  takes  over  a half  a billion  dollars  each  year  that 
obviously  we  are  going  to  have  other  programs  which  are  inadequately 
fimded,  at  least  in  your  judgment  and  mine. 

Mr.  Obey.  Congress  didn’t  recommend  you  hold  the  level  of  all  other 
National  Institutes  of  Health  at  last  year’s  level.  You  recommended 
that. 

Dr.  Edwards.  Nevertheless  you  know  and  I know  that  the  Office  of 
Management  and  Budget  has  a total  dollar  figure  that  we  all  have  to 
live  with,  and  we  have  to  accept  their  judgment  on  that  overall  figure. 

Mr.  Obey.  I understand.  We  are  not  talking  about  that.  Obviously 
there  are  going  to  be  cuts  in  other  areas  of  the  Federal  budget.  It 
seems  to  me,  given  the  total  job  to  be  done  here,  that  this  kind  of 
standpat  budget  in  the  NIOSH  area  is  unconscionable. 

Dr.  Edwards.  Again  I think  you  have  a point.  Obviously  they  could 
use  more  money  if  we  had  the  money  available,  but  this  is  the  way  we 
had  to  allocate  the  total  available  budget  resources.  That  is  about  all 
one  can  say  about  it. 

Mr.  Obey.  That  is  all,  Mr.  Chairman.  Thank  you. 

Mr.  Flood.  Mr.  Shriver. 

Mr.  Shriver.  Thank  you,  Mr.  Chairman. 
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MAU)ISTRIBUTION  OF  HEALTH  SERVICES 

Dr.  Edwards,  in  his  health  message  to  Congress  this  year  the  Presi- 
dent noted  the  need  do  improve  health  service  distribution  in  the 
country,  and  he  mentioned  the  administration  intends  to  encourage 
State,  local,  and  private  authorities  to  modify  some  existing  laws 
relating  to  health  regulations  licensing,  planning,  production,  and 
manpower  allocation.  Would  you  comment  on  the  specific  problems 
in  these  areas? 

Dr.  Edwards.  That  is  a large  question  to  answer  in  the ‘detaih  that 
you  want. 

Mr.  Shriver.  Why  don’t  you  then  put  it  in  the  record  ? 

Dr.  Edwards.  May  I do  that  in  some  detail  in  the  record  because 
we  got  into  the  manpower  issue  yesterday,  and  there  are  many  com- 
plicated issues  that  the  States  have  to  address  themselves  to.  We  are 
trying  in  the  administration,  and  so  is  Congressman  Eogers  and 
others,  to  upgrade  the  quality  of  health  planning.  We  are  trying  in  our 
proposed  bill  to  upgrade  the  regulatory  efforts  of  the  States.  So  I 
would  like  to  put  that  in  some  detail  in  the  record. 

[The  information  follows :] 

State  Health  Initiatives 

Several  States  are  beginning  to  implement  new  concepts  of  health  resources 
policy  designed  to  improve  their  health  delivery  systems.  Among  these  are  the 
States  of  South  Carolina  and  Wisconsin. 

SOUTH  CAROLINA 

To  centralize  health  funds  and  management,  the  State  of  South  Carolina 
created  a unique  health  policy  and  planning  council.  In  turn,  the  council  estab- 
lished a central  source  of  State  and  Federal  health  and  human  development 
funds  to  be  meted  out  with  the  State  by  the  council  in  a more  rational  and 
manageable  way.  The  flow  of  moneys  through  the  council  is  expected  to  begin 
shortly  as  soon  as  regulations  are  waived  that  require  channeling  funds  directly 
to  State  agencies. 

The  coundl’s  mission  is  to  establish  health  policy,  set  priorities,  establish 
an  investment  schedule  to  achieve  speciflc  objectives,  create  a medical  manage- 
ment information  system,  and  develop  a process  to  assess  progress.  It  is  already 
a step  beyond  State  certiflcation-of-need  legislation,  which  many  States  have 
enacted  to  help  allocate  health  resources  where  they  are  most  needed,  such  as 
determining  the  location  of  hospitals. 

The  council  recently  launched  a survey  to  identify  health  resources  and  their 
achievements  in  an  effort  to  eliminate  duplications  and  overlaps  and  determine 
where  program  gaps  exist.  With  this  data  the  council  plans  to  assess  accurately 
and  promptly  the  impact  of  its  policies  on  health  resource  allocations.  A prime 
objective  is  to  make  health  care  acc*essible  to  all,  and  one  of  the  flrst  actions  of 
the  council  will  be  to  help  set  up  a statewide  system  of  family  practice  residencies. 

Essentially  the  council  will  centralize  funds  and  act  as  a subcontractor  to 
State  agencies.  When  the  monies  are  diverted  to  the  council,  all  requirements 
for  public  funds  will  have  its  prior  approval  before  they  are  submitted  to  Wash- 
ington, Atlanta,  or  the  South  Carolina  General  Assembly.  The  funds  will  be 
spent  in  accordance  with  the  intent  of  the  legislation. 

Membership  of  the  council  includes  a chairman,  10  health  care  consumers, 
and  9 health  care  providers,  including  physician  heads  of  State  health-related 
agencies  and  2 physician  delegates  to  the  South  Carolina  General  Assembly. 

To  date,  there  are  few  criticisms  about  the  health  council  concept.  The  large 
infusion  of  State  funds  has  helped  to  allay  objections  from  State  agencies. 

WISCONSIN 

The  past  18  months  have  seen  major  changes  in  the  organization  structure, 
program  content,  and  policy  systems  of  Wisconsin  State  government  in  rela- 
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tion  to  the  broad  health  field.  Legislation  enacted  during  1973  created  a health 
policy  council  that  reports  directly  to  the  Governor’s  office.  This  advisory  group, 
a majority  of  which  represents  the  interests  of  consumers  of  health  services  in 
Wisconsin,  is  responsible  not  only  for  advising  on  State  comprehensive  health 
planning  activities  but  for  serving  as  the  mandate  advisory  council  for  a variety 
of  federally  supported  programs  such  as  facilities  construction,  drug  abuse 
prevention,  alcoholism  control,  community  mental  health  center  development, 
and  programs  for  the  developmentally  disabled.  In  addition,  the  council  serves 
in  a policy  advisory  role  related  to,  but  independent  from,  its  health  planning 
activities. 

During  1973,  the  health  policy  council : 

Developed  a set  of  priorities  for  implementing  recommendations  of  health 
task  forces ; 

Developed  and  approved  a State  certificate-of-need  bill  which  is  consistent 
with  Federal  programs  but  specific  to  Wisconsin’s  needs ; 

Approved  State  plans  in  drug  abuse,  alcoholism,  facilities,  and  develop- 
mentally disabled  fields. 

To  strengthen  the  Council’s  role,  the  Wisconsin  legislature  created  a Division 
of  Health  Policy  and  Planning  to  function  as  a supporting  group  to  the  Council 
as  well  as  a policy  advisory  unit  to  the  executive  office  and  legislature.  The 
Division  acts  independently  of  existing  State  agencies  with  health-related  respon- 
sibilities, and  has  statutory  authority  to  coordinate  the  planning  activities  of 
the  several  State  agencies  involved  in  State  affairs. 

During  1973,  the  division : 

Participated  in  Federal  evaluation  of  areawide  health  planning  agencies 
an  the  State ; 

Developed  a capital  expenditure  review  program  to  enable  the  State  to 
qualify  as  a decisionmaker  under  provisions  of  Public  Law  92-603,  for 
which  the  State  will  receive  an  additional  $225,000  in  Federal  assistance ; 

Completely  revised  the  State’s  comprehensive  health  planning  procedures 
to  increase  input  from  nongovernmental  and  governmental  agencies  in  the 
development  and  implementation  of  the  State  plan. 

The  health  policy  council  and  the  division  of  health  policy  and  planning 
utilized  the  “Report  on  the  Governor’s  Health  Task  Force”  which  recommended 
the  creation  of  the  council  and  division  as  a basic  plan  for  operations.  Consider- 
ing the  wide  scope  of  the  task  forces  investigations  and  breadth  of  its  recom- 
mendations, considerable  effort  toward  implementation  occurred  during  1973. 
Among  the  achievements  in  1973  toward  supporting  the  task  force  goals  were- 
the  following : 

Passage  of  legislation  providing  a statutory  basis  for  health  planning  in 
the  State ; 

Passage  of  legislation  permitting  hospitals  to  employ  physicians  on  a 
salaried  basis ; 

Passage  of  legislation  permitting  enrollment  of  title  19  beneficiaries  in 
prepaid  health  plans ; 

Passage  of  legislation  mandating  uniform  boards  under  section  51.42; 

Passage  of  legislation  restructuring  inpatient  mental  health  services  in 
State  and  county  institutions ; 

Administrative  action  toward  developing  affiliation  between  the  State’s 
medical  schools  and  hospitals  in  the  State  as  a means  of  improving  med- 
ical education  and  training  throughout  the  State  ; 

Expansion  of  enrollment  at  both  medical  schools  in  the  State  as  a means 
to  increase  physician  supply. 

XATIOXAL  CENTER  FOR  HEALTH  EDUCATION 

^ Mr.  Shrrtr.  The  President  also  mentioned  the  intention  to  estab- 
lish an  Office  of  Health  Education  within  the  Department  of  HEAV.  1 
am  wondering  what  existing  functions  would  be  included  in  this  and 
what  would  be  added  ? 

Dr.  Edwards.  As  you  know,  Congressman,  some  time  ago  the  White 
House  put  together  a commission  to  study  the  whole  subject  of  con- 
sumer health  education.  This  group  made  a report  to  the  President 
some  months  ago  recommending  a number  of  things,  including  the 
establishment  of  a focal  point  in  the  Federal  Government  for  con- 
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sumer  'health  education.  Although  we  spent  enormous  amounts  of 
money  in  the  field  of  consumer  health  education,  there  really  has  been 
no  focal  point  for  coordinating  what  we  were  doing.  Our  efforts  have 
been  widely  disbursed  and  sometimes  less  than  effective. 

They  also  recommended  in  this  report  that  a joint  private-public 
national  consumer  health  education  center  be  established. 

Mr.  Shriver.  Is  that  the  National  Center  for  Health  Education? 

Dr.  Edwards-  Yes.  We  have  taken  the  first  step  in  implementing 
these  recommendations,  namely,  in  designating  a focal  point  within 
the  Department  to  be  certain  that  our  efforts  in  the  consumer  health 
education  field  are  effective. 

This  is  just  getting  underway.  Dr.  Sencer  is  in  charge  of  this  effort, 
and  we  have  placed  in  the  1975  budget  $3  million.  That  is  in  addition 
to  the  many  millions  of  dollars  we  are  spending  in  consumer  health 
education  already  in  other  programs. 

Mr.  Shriver.  Would  you  look  for  private  financing,  too  ? 

Dr.  Edwards.  This  National  Center  which  we  are  speaking  of  would 
have  to  be  primarily  funded  from  private  sources. 

Mr.  Shriver.  From  what  sources  ? 

Dr.  Edwards.  I think  there  would  be  a number  of  sources  w’e  could 
get  funds  from.  I think  the  insurance  industry  would  certainly  be  one. 
The  Blue  Cross  and  Blue  Shield  would  be  another.  Many  of  the  health 
related  industries,  the  pharmaceutical  industry,  the  food  industry,  any 
number  of  industries  of  this  type,  I would  expect  to  be  financially 
supportive  of  this  effort.  It  would  be  to  their  advantage  from  an  eco- 
nomic point  of  view. 

HEW MOSCOW  HEALTH  LINE 

Mr.  Shriver.  Is  the  new  health  line  between  the  Department  and 
Moscow  located  in  your  office  ? 

Dr.  Edwards.  Not  in  my  office.  At  the  Parklawn  Building. 

Mr.  Shriver.  How  is  it  being  used  ? 

Dr.  Edwards.  It  is  being  used  in  a number  of  different  ways.  It  is 
being  used  between  our  scientists  to  transmit  information  in  a far 
more  expeditious  way  than  was  formerly  used.  We  have  communicated 
frequently  with  the  Minister  of  Health’s  office  from  my  office  certain 
agenda  items ; for  example,  for  the  World  Health  Organization.  I think 
there  are  any  number  of  ways. 

Dr.  Sencer.  As  an  example,  Mr.  Shriver,  we  have  been  noticing  in 
tourists  returning  from  the  Soviet  Union,  particularly  Leningrad, 
there  has  been  a very  high  incidence  of  an  intestinal  parasite  that 
causes  dysentery,  much  more  so  than  any  other  parts  of  the  world. 
We  were  going  to  publish  this  in  our  weekly  morbidity  reports  to  alert 
the  public  to  it,  and  we  used  the  health  line  to  Moscow  to  let  them 
know  so  we  didn’t  appear  to  be  striking  at  the  health  of  the  Soviet 
Union  unfairly. 

COMMUNITY  MENTAL  HEALTH  CENTERS 

Mr.  Shriver.  I understand  you  are  again  proposing  to  terminate 
Federal  assistance  for  startup  costs  for  additional  Community  Mental 
Health  Centers.  It  is  nothing  new.  You  say  this  assistance  will  be  re- 
placed by  insurance  payments  under  national  health  insurance. 
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Dr.  Edwards.  Of  course  in  the  1974  budget  the  Congress  passed,  we 
are  planning  some  new  starts  for  new  Community  Mental  Health 
Centers,  but  we  are  not  planning  any  new  starts  in  our  budget  for  1975. 
We  plan  in  1975  to  continue  to  fund  those  already  in  existence. 

Mr.  Shriver.  I understand  that.  But  in  the  future  ? 

Dr.  Edwards.  It  is  our  intention,  depending  upon  what  you  in  the 
Congress  decide,  to  eliminate  new  starts  in  the  mental  health  area. 

DEVELOPMENT  OF  A NATIONAL  HEALTH  POLICY 

Mr.  Shriver.  Would  you  put  into  the  record  more  about  your 
working  partnership  you  mentioned  in  your  statement  among  the  ex- 
ecutive and  legislative  branches  of  the  F ederal  Government  and  State 
and  local  governments,  the  leadership  of  the  private  health  sector,  the 
academic  community,  industry,  and  consumers  of  health  services.  It  is 
a pretty  large  group  to  get  working  together.  Put  in  how  you  intend 
to  go  about  mobilizing  all  of  these  forces  to  come  up  with  a national 
health  policy  and  specify  plans  for  carrying  it  out. 

[The  information  follows :] 

The  “working  partnership”  of  which  I spoke  derives  from  a conviction  that 
the  American  people  share  the  basic  goal  of  healthful  and  productive  living. 

The  reorganization  of  the  health  components  of  HEW,  which  we  accomplished 
last  year,  was  undertaken,  in  large  measure,  to  insure  that  Federal  health  poli- 
cies, as  they  develop,  would  be  properly  focused  and  that  the  health  concerns  of 
the  Federal  Government  could  be  expressed  with  the  strength  of  a single  voice. 
Individuals,  outside  groups — whether  public  or  private — can  now  relate  to  a more 
unified  health  establishment  rather  than  having  to  confront  several  more  or  less 
autonomous  health  bureaucracies. 

I have  met  personally  with  literally  hundreds  of  groups  and  individuals  during 
the  past  year  to  discuss  formally  or  informally  our  current  health  initiatives 
and  concepts.  When  one  adds  to  this  the  contacts  between  members  of  my  oflSce 
and  outside  groups  or  individuals,  the  numbers  leap  into  the  thousands.  These 
contacts  have  included  Members  of  Congress  and  staff  of  congressional  com- 
mittees. We  have  been  extremely  fortunate,  I think,  in  having  the  responsible 
contributions  of  so  many  legislators,  health  professionals  and  institutions,  and 
consumers  in  sharing  their  ideas,  data,  and  experiences  with  us. 

In  order  to  provide  for  ongoing  stable  exchanges  between  my  ofiice  and  repre- 
sentatives of  outside  organizations,  institutions  and  groups,  I have  reestablished 
with  a new  and  broader  charge  the  Office  of  Health  Liaison.  This  Office  works 
closely  with  the  Secretary’s  Special  Assistant  for  External  Affairs  ( who  handles 
similar  functions  for  the  entire  department)  and  with  the  health  agencies  and 
our  regional  offices  to  disseminate  information  on  what  we  are  doing  to  all  inter- 
ested persons,  often  to  solicit  tlieir  comments  on  or  ask  their  reactions  to  our 
proposals  and  those  of  others. 

The  “decentralization”  of  the  majority  of  our  programs  to  the  Regional  Offices 
has,  we  think,  strengthened  our  ties  to  and  enhanced  our  working  relationships 
with  State  and  local  governments.  As  this  process  continues,  we  see  every 
prospect  of  this  aspect  of  our  partnership  becoming  increasingly  more  effective 
in  the  administration  of  the  Nation’s  health  programs  along  with  providing  us 
with  a better  sense  of  our  opportunities  to  be  of  service  as  well  as  the  constraints 
imposed  by  local  variation. 

Recent  efforts  to  coordinate  Federal  health  programs  have  included  intra- 
departmental  activities  to  more  closely  aline  the  financing  programs  of  Social 
Rehabilitation  Service  and  Social  Security  Administration  and  the  planning 
and  services  programs  of  the  Public  Health  Service.  My  office  is  also  currently 
engaged  in  very  active  and  promising  discussions  with  the  Veterans’  Admin- 
istration and  the  Department  of  Defense  on  how  we  might  better  share  our 
responsibilities  for  addressing  the  country’s  total  health  needs  in  manix)wer. 
Quality  review,  and  other  areas.  I think  greater  cooperation  among  the  major 
Federal  health  agencies  is  already  being  achieved. 

The  partnership  between  the  legislative  and  executive  branches  is  symbolized 
by,  but  not  limited  to,  the  hearings  process  itself  in  which  we  are  afforded  the 
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opportunity  to  promote  and  defend  our  proposals  and  programs.  It  is  a forum 
in  wliich  they  may  be  meaningfully  compared  with  alternative  programs  and 
proposals,  enhancing  our  national  policymaking  process. 

Almost  all  of  our  programs  are  required,  either  by  legislation  or  by  adminis- 
trative policy,  to  insure  consumer  input  into  our  decisionmaking  processes.  This 
includes  health  services,  health  planning,  professional  standards  review  orga- 
nizations, and  many  other  activities.  We  also  attempt  to  balance  advisory  com- 
mittee and  council  membership  to  provide  broad  representation  of  diverse 
consumer  interests.  I think  both  the  Congress  and  this  department  are  firmly 
committed  to  permanent,  meaningful  participation  by  consumers  in  the  devel- 
opment of  our  Nation’s  health  policies. 

Through  “working  partnerships”  such  as  these  we  hope  to  contribute  substan- 
tially to  the  development  of  sound  and  responsible  health  policies. 

PROFESSIONAL  STANDARD  REVIEW  ORGANIZATION 

Mr.  Natcher.  In  your  statement  to  the  committee  you  stated,  Doc- 
tor, that  the  Professional  Standards  Keview  Organization  effort  is  one 
of  the  important  steps  for  increasing  the  effectiveness  of  our  health 
care  system. 

Dr.  Edwards,  as  you  know  some  of  our  physicians  don’t  agree  with 
that.  What  can  you  say  to  the  committee  that  we  could  pass  along  to 
these  doctors  who  are  very  unhappy  with  this  particular  program? 
Is  it  successful,  will  it  be  successful  ? 

Dr.  Edwards.  Congressman,  I think  very  frankly  it  is  far  too  early 
to  say  whether  it  is  or  isn’t  successful.  I think  only  time  will  tell. 

I think,  though,  I would  certainly  say  that  if  it  is  going  to  be  suc- 
cessful, and  that  is  a big  if — I think  its  success  is  going  to  depend 
entirely  upon  whether  or  not  the  private  practicing  doctors  in  this 
country  really  take  hold  of  it  and  run  with  the  program.  I think  we  are 
trying  to  given  them  every  opportunnity  we  can.  It  is  a program  that 
isn’t  going  to  work  if  it  is  run  by  a Federal  bureaucarcy.  It  has  to  be 
run  with  peer  review  at  the  local  level  by  practicing  physicians. 

I think  there  has  been  a lot  of  misunderstanding  about  the  pro- 
gram. Naturally  the  medical  profession  at  this  point  in  time  feels  that 
the  noose  is  tightening  a bit,  and  perhaps  it  is.  But  nevertheless  I think 
that  the  law  was  written  by  the  Congress  in  a way  that  gives  the  med- 
ical profession  every  opportunity  in  the  world  to  control  this  program. 
But  like  most  Federal  programs,  if  they  don’t  the  Federal  Government 
will  probably  have  to  step  in  and  do  it.  The  basic  structure  is  there 
for  it  to  be  a success  and  for  it  to  be  a success  via  the  private  practicing 
community. 

Mr.  Natcher.  You  believe  then  we  should  continue  under  this  pro- 
gram and  not  make  an  effort,  as  some  want,  at  this  time  to  have  this 
law  repealed  ? 

Dr.  Edwards.  I certainly  don’t  think  the  law  should  be  repealed. 
I think  the  Congress  should  watch  it  very,  very  closely  because  I be- 
lieve, and  I think  Dr.  Simmons  would  agree,  there  probably  are  some 
amendments  to  the  law  that  should  be  made. 

I think  Dr.  Simmons  might  want  to  speak  to  this.  We  are  already 
beginning  to  look  at  ways  of  recommending  changes  to  you  and  the 
Congress. 

The  basic  idea  of  quality  control  is  a good  idea  because  the  quality 
of  health  care  delivered  in  this  country  varies  from  place  to  place. 
I think  that  there  are  many,  many  opportunities,  as  the  Chairman 
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pointed  out  yesterday,  to  upgrade  the  average.  That  is  really  what  we 
are  talking  about. 

Mr.  Xatcher.  How  do  you  feel  about  it  Dr.  Simmons  ? 

Dr.  SiMMOXs.  You  are  talking  to  a pretty  biased  observer,  but  I 
guess  I could  honestly  say,  if  this  program  works  as  it  could,  it  could 
have  the  greatest  favorable  impact  on  quality  care  in  this  country  of 
anything  the  Congress  has  ever  enacted.  I honestly  believe  that  is  its 
potential. 

I think  you  should  understand  that  there  are  also  many  physicians 
in  this  country  who  support  and  understand  the  need  for  this  kind  of 
a program.  You  do  hear  from  organized  medicine.  Anything  new  is 
fearful.  If  I didn’t  understand  the  program,  I would  have  my  own 
fears  about  it. 

I believe  the  way  the  law  is  written,  and  with  some  possible  amend- 
ments that  might  be  appropriate  as  we  go  along,  it  is  basically  a good 
law,  that  it  gives  to  the  profession  the  responsibility  and  the  oppor- 
tunity to  regmate  itself  in  the  public  interest.  There  are  many  first- 
rate  physicians  in  this  country  and  some  very  important  scientific 
organizations  that  have  endorsed  the  concept  and  are  working  very 
hard  with  it.  I believe  it  can  work. 

Dr.  Xatcher.  Dr.  Edwards,  I want  to  say  to  you  it  is  always  a pleas- 
ure to  have  you  appear  before  our  committee.  I think  we  are  indeed 
fortunate  to  have  you  serve  at  this  time  as  the  Assistant  Secretary  of 
the  Health,  and  as  one  member  of  this  subcommittee  I hope  you  stay 
on  now.  I say  that  to  you  frankly. 

Dr.  Edwards.  I appreciate  your  kind  words.  Thank  you. 

Mr.  Flood.  Mr.  Kobinson. 

XATIOXAL  IXSTiTLTE  OF  OCCUPATIOXAL  SAFETY  AXD  HEALTH 

Mr.  Eobixsox.  Initially,  Doctor,  I would  like  to  get  back  for  a- 
moment  to  XIOSH  and  some  of  the  comments  that  were  made  by  !Mr. 
there  is  a very  important  interrelationship  between  XIOSH  and 
OSHA  which  has  been  acknowledged. 

When  he  was  here,  his  priority  was  on  getting  additional  people  for 
OSHA  that  are  in  the  regulatory  and  enforcement  field  rather  than 
in  the  field  of  education,  which  appears  to  me  to  be  higlily  necessary 
because  of  the  misunderstandings  we  acknowledge  exist  between 
OSHA  and  x>articularly  the  small  employer. 

In  your  planning  for  XIOSH  I wonder  to  what  extent  the  problem 
is  recognized  and  to  what  degree  you  will  be  increasing  your  educa- 
tional effort  as  far  as  XIOSH  is  concerned  in  addition  to  the  stand- 
ards that  you  are  developing  ? 

Dr.  Edwards.  May  I ask  Dr.  Sencer  to  speak  to  that. 

Dr.  Sexcer.  Mr.  Eobinson,  OSHA  and  XIOSH  have  joint  plan- 
ning meetings.  We  plan  our  programs  jointly  and  our  programs  are 
reviewed  jointly  by  0MB  so  that  we  try  to  make  sure  that  the  Depart- 
ments of  Labor  and  HEW  are  going  forward  in  a manner  that  is  com- 
patible and  we  are  not  competing  with  each  other. 

In  terms  of  the  educational  side,  XIOSH  has  the  authority  to 
visit  small  industry  or  large  industry  at  their  request  or  at  Labor’s 
request  to  determine  whether  there  are  correctable  hazards  in  the 
workplace,  and  we  are  called  upon  frequently  to  do  this. 
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We  are  in  the  process  this  month  of  completing  a survey  of  some 
2,000  different  industries,  working  out  of  our  regional  offices,  to  de- 
termine'what  are  the  health  hazards  we  had  not  known  of  before, 
and  this  information  will  be  turned  back  to  industry  as  an  educa- 
tional rather  than  as  a regulatory  mechanism. 

When  we  do  walk  through  a plant  and  do  find  something  that  is  a 
serious  health  hazard,  it  is  our  responsibility,  of  course,  to  notify 
OSHA  so  they  can  take  corrective  action. 

Just  recently  in  Wisconsin  we  went  through  a print  shop  at  their 
request.  It  was  a joint  request  of  management  and  labor.  We  have 
found  a disturbing  fact.  There  were  three  cases  of  leukemia  diagnosed 
in  a fairly  short  period  of  time  in  the  workers  in  this  printing  estab- 
lishment. We  are  now  taking  a bigger  look  at  the  printing  industry 
to  see  w'hether  this  is  happenstance  or  we  can  determine  there  is  a 
cause  and  effect  relationship.  If  there  is  a cause  and  Effect  relationship, 
what  can  we  remove  from  the  environment  that  will  prevent  it  from 
occurring  ? 

Mr.  Obey.  If  the  gentlemen  will  yield,  true,  you  went  into  that  print 
shop  in  Wisconsin  all  right.  But  isn’t  it  also  true  the  study  was  de- 
layed a year  or  a year  and  a half  because  of  the  nonavailaJbility  of 
a physician  until  the  union  itself  produced  a physician  who  went  over 
those  records  on  a volunteer  basis  ? Doesn’t  that  study  you  are  brag- 
ging about  show  how  inadequate  your  budget  is  ? 

Dr.  Sencer.  I don’t  know  about  that  situation.  The  problem  with 
physicians  is  a very  acute  situation  at  the  present  time.  As  you  know, 
we  are 

Mr.  Obey.  But  you  are  using  all  your  money  to  contract  out. 

Dr.  Sencer.  But  we  are  no  longer  able  to  recruit  physicians  through 
the  draft  mechanism.  So  NIOSH  has  had  a very  difficult  time  in  terms 
of  getting  physicians.  This  is  why  they  have  had  to  contract  out  or  use 
volunteers  to  do  the  work. 

Mr.  Obey.  I think  it  comes  with  ill  grace  for  you  to  brag  to  the  gen- 
tleman from  Virginia  about  that  specific  study. 

Dr.  Sencer.  I wasn’t  trying  to  brag,  sir.  I was  trying  to  put  it  in  the 
record  that  we  are  trying  to  do  things. 

INTERCOOPERATION  BETWEEN  NIOSH  AND  OSHA 

Mr.  Robinson.  With  further  regard  to  intercooperation  between 
NIOSH  and  OSHA,  do  you  participate  in  the  seminars  that  are  held 
with  regard  to  the  educational  efforts  in  this  area  that  OSHA,  I think, 
mainly  sponsors  in  the  educational  safety  program  ? 

Dr.  Sencer.  I am  sorry  I can’t  answer  that  question.  I will  supply  it 
for  the  recor'd. 

[The  information  follows :] 

No,  however,  we  have  cooperated  with  OSHA  on  several  other  educational 
efforts  in  the  past  and  will  continue  to  do  so  in  the  future.  Our  Division  of  Tech- 
nical Services  in  cooperation  with  the  NIOSH  regional  offices  has  begun  pilot 
consultative  services  to  small  businesses  program  which  does  provide  on-site 
safety  and  health  consultation  to  small  businesses  to  assist  them  in  complying  with 
the  act.  These  consultations  are  self-initiated  within  certain  standard  industrial 
classification  (S.I.C.)  categories  and  are  carried  out  in  each  type  of  industry  long 
enough  to  develop  fact  sheets  which  have  broad  application  to  all  small  industry 
within  each  S.I.C.  code. 
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Our  Division  of  Technical  Services  provides  a wide  range  of  technical  assist- 
ance activities  to  industry.  Briefly,  we  respond  annually  to  thousands  of  written 
and  telephone  requests  on  technical  matters,  and  provide  direct  onsite  industrial 
hygiene  and  medical  investigations  upon  request  from  employers  or  employees. 

TVe  are  further  extending  our  impact  on  the  working  population  by  utilizing 
the  knowledge  gained  by  such  investigations  in  developing  criteria  for  standards 
and  educational  materials  such  as  good  work  practices  manuals  oriented  around 
siiecific  occupations,  pamphlets  on  specific  hazards,  and  informational  packets  on 
health  and  safety  problems  commonly  encountered  in  various  types  of  small 
businesses. 

OCCUPATIOXAL  SAFETY  AXD  HEALTH  SEMIXARS 

Mr.  Eobixsox.  OSHA,  of  course,  does  conduct  seminars,  and  the 
complaint  has  been  made  that  the  seminars  are  too  far  apart  and  in- 
sufficient in  number.  If  there  is  any  way  that  XIOSH  could  assist  so 
that  these  seminars  are  conducted  with  greater  frequency  and  for  a 
greater  number  of  industries,  I think  that  the  problems  that  exist,  and 
they  do  exist — would  be  substantially  alle^dated.  Of  course  NIOSH 
being  the  Agency  that  is  prepared  to  give  onsite  consultation  is  par- 
ticularly important  because  OSHA  can't  give  this  kind  of  consultation 
to  the  end  that  the  program  is  understock  and  the  employer  becomes 
willing  to  cooperate  in  the  program  rather  than  resisting  it,  which  is 
all  too  evident  with  the  program  as  it  is  presently  administered.  I 
wonder  if  you  would  react  to  the  NIOSH  attitude  with  respect  to  this 
matter  ? 

Dr.  Edwards.  Dr.  Key,  who  will  be  here  later,  will  be  able  to  com- 
ment on  that. 

Mr.  Eobixsox.  I will  be  happy  to  defer  it. 

Dr.  Sexcer.  I would  appreciate  it.  I am  not  familiar  with  that  part 
of  the  program,  Mr.  Eobinson. 

ORGAXIZATTOX  PLACEMEXT  OF  XATIOXAL  IXSTITUTE  OF  OCCUPATIOXAL 

SAFETY  AXD  HEALTH 

But,  before  I leave  the  subject  of  NIOSH  what  is  the  rationale  for 
putting  NIOSH  with  the  Center  for  Disease  Control  ? 

Dr.  Edwards.  I think  there  is  a good  rationale.  Congressman.  I think 
first  of  all  the  Center  for  Disease  Control  is  our  organization  that  has 
the  strongest  relationship  to  the  States  and  works  closest  to  the  State 
health  organizations  and  other  State  groups  that  have  acti\dties  relat- 
ing to  the  health  establishment. 

In  addition  to  that,  I think  there  is  no  question  that  CDC  is  our 
prime  epidemiological  resource  within  the  Federal  Government,  cer- 
tainly within  the  Federal  health  structure. 

There  are  other  reasons  too,  but  I think  these  two  in  and  of  them- 
selves are  sufficient  reason  for  having  NIOSH  in  the  CDC  organiza- 
tion. 

Mr.  Eobixsox.  Does  this  indicate  a philosophy  on  your  part  that  it 
is  extremely  useful  and  presents  a more  balanced  program  if  the  fimc- 
tions  of  NIOSH  and  OSHA  are  tied  as  closely  as  possible  to  the  State 
structures  that  exist  in  the  same  area  ? 

Dr.  Edwards.  I think  we  have  to  take  advantage  of  the  State  struc- 
tures, yes. 


62 


PROFESSIONAL  STANDARD  REVIEW  ORGANIZATIONS 

Mr.  Eobinson.  Eegarding  PSEOs,  you  have  already  heard  mention 
of  the  fact  that  there  is  substantial  resistance  to  this  program^  and  I 
don’t  have  to  tell  you  some  of  this  resistance  exists  in  my  home  State 
of  Virginia.  It  exists  in  spite  of  the  fact  there  was  a strong  support 
for  the  peer  review  system  within  the  ranks  of  our  doctors  in  Virginia, 
but  because  Virginia  was  divided  into  five  regional  areas  rather  than 
setting  up  one  State  level  structure  which  they  were  prepared  to  sup- 
port and  have  so  stated  in  testimony  before  the  Secretary.  Mr.  Casey 
of  Texas  made  the  same  complaint. 

It  has  come  to  my  attention  that  in  the  process  of  review  there  were 
States  which  were  reduced  at  least  in  the  number  of  PSEOs  that  were 
to  be  placed  within  that  State  as  compared  to  the  original  number  that 
was  suggested. 

I would  ask  you  why  it  is  possible  to  reduce  some  States  and  not 
others  in  terms  of  the  original  evaluation  that  was  made  ? 

Dr.  Edwards.  Again  let  me  make  several  general  comments  and 
then  Dr.  Simmons  can  speak  specifically  as  to  how  they  came  to  the 
decision  that  they  came  to. 

This  has  been,  as  you  have  indicated,  a very,  very  difficult  issue,  the 
designation  of  these  PSEO  areas.  Unfoitunately  at  least  in  my  own 
personal  judgment,  the  congressional  intent,  particularly  that  of  the 
Senate  Finance  Committee,  was  such  that  we  had  to  set  an  arbitrary 
cutoff  point  in  terms  of  the  number  of  doctors  above  which  we  would 
have  to  have  more  than  one  PSEO  or  below  which  we  could  have  a 
single  State  PSEO.  We  set  this  figure.  Obviously  there  were  a lot  of 
States  that  didn’t  go  along  with  it,  Virginia  being  one  of  them.  We 
g&,ve  Virginia  a great  deal  of  thought  before  the  final  decision  was 
made. 

We  did  cut  the  number  of  PSEO  regions  in  some  States.  There 
were  two  States  where  we  designated  single  State  PSEOs,  the  State  of 
Georgia  and  the  State  of  Washington.  We  had  originally  planned  to 
have  more,  but  I think  their  justification  for  a single  PSEO  was  good. 

Dr.  Simmons,  do  you  want  to  speak  on  this  ? 

Dr.  Simmons.  First  of  all,  I am  sure  you  understand  there  is  no 
way  to  divide  up  America  and  make  everybody  happy.  That  is  one 
thing  I have  learned  in  6 months.  There  is  no  way  we  could  have 
satisfied  all  the  competing  interests  all  over  the  country  from  the 
planners  to  the  Governors,  the  consumers,  the  physicians  and  to  the 
hospital  associations,  most  of  wffiom  couldn’t  agree  among  each  other. 
So  we  have  had  to  set  up  some  criteria  that  we  thought  the  legislation 
required  of  us  and  could  be  defended  in  the  courts  if  necessary.  I 
think  we  were  able  to  set  those  up  and  adhere  to  them. 

But  with  respect  to  Virginia  let  me  make  sure  one  thing  is  clear. 
Virginia  does  not  \yant  a statewide  PSEO.  None  of  the  States  who  say 
they  want  a statewide  PSEO  in  fact  do  want  that.  When  you  talk  to 
them  what  they  want  is  the  ability  of  State  level  organizations  to  have 
a meaningful  role  in  this  program.  They  don’t  want  to  control  the  re- 
view,  and  they  don’t  want  to  set  the  standards.  I am  sure  no  local  group 
of  physicians  ^vould  let  them  do  it.  That  is  clear. 

IVhat  Virginia  wants  we  are  able  to  offer  them.  Just  as  we  are  able 
to  offer  Texas,  Illinois  and  all  of  the  other  States  that  are  of  that  size. 
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Virginia  wants  the  ability  to  influence  the  PSEO  program  and  provide 
leadership.  Under  the  statewide  PSEO  support  center  which  we  de- 
veloped specifically  to  give  statewide  organizations  a meaningful  role 
thev  will  be  able  to  do  it  with  direct  funds  from  the  Secretary. 

They  will  be  responsible  for  educating  the  professionals  in  Virgima 
about  the  program,  stimulating  peer  review,  helping  them  set  up  review 
organizations  in  their  local  areas,  helping  them  with  administrative 
and  technical  support,  helping  actually  coordinate  and  evaluate  the 
program  in  Virginia. 

We  think  that  is  ex?actly  what  they  want  because  all  of  them  when 
you  go  to  talk  to  them  say  “Look,  the  review,  the  standard  setting,  the 
disciplining  of  the  profession,  that  is  the  local  physician’s  job.”  By  defi- 
nition the  law  says  that  a PSEO  is  a local  group  of  physicians  who  set 
standards  and  review  care.  That  is  who  we  have  to  contract  with  under 
the  legislation.  Our  counsel  has  been  through  that  with  us  many,  many 
time^.  That  is  what  we  have  done  throughout  the  country  and  that  is 
what  we  have  done  in  Virginia. 

I do  hope  that  Virginia  and  other  States  will  realize  that  basically 
the  program  has  much  to  commend  if  we  don’t  get  hung  up  on  the 
details. 

Mr.  Eobinson.  I understood  it  was  your  job  to  do  this  and  not  the 
job  of  the  doctors  in  the  State,  and  so  far  you  have  not  satisfactorily 
accomplished  this  objective  within  the  health  delivery  services  area  of 
Virginia.  And  if  you  have  any  proof  of  the  fact  that  such  philosophy 
exists,  I wish  you  would  furnish  it  to  me  with  respect  to  Virginia,  be- 
cause everything  I have  from  the  hospitals  and  from  the  doctors  and 
from  evei^body  else  concerned  with  the  health  delivery  service  in  Vir- 
ginia indicates  otherwise  and  that  they  do  want  a single  PSEO  in  the 
State. 

Dr.  Simmons.  That  is  what  I mean.  It  is  la  play  on  words.  They  do 
not. 

Mr.  Eobinson.  You  say  it  is  a play  on  words,  but  it  is  your  job  to  con- 
vince them  it  is  a play  on  words. 

Dr.  Simmons.  We  are  sure  trying  to  do  it. 

Mr.  Eobinson.  It  hasn’t  been  done. 

Dr.  Edwards.  There  has  been  considerable  misunderstanding  on  this. 
I think  the  point  Dr.  Simmons  makes  is  a good  one.  I don’t  think 
anybody  disagrees  on  the  fact  that  the  peer  review  has  got  to  be 
at  the  local  level.  We  think  we  have  come  pretty  close  to  giving  them 
what  they  want. 

Again,  there  are  words  involved  here  in  this  State  PSEO  support 
center. 

As  a matter  of  fact  I know  if  you  gice  me  the  managerial  tools 
that  we  are  giving  the  State  PSEO  support  centers,  I can  certainly 
control  the  State  PSEO  system  to  the  extent  that  I could  provide  them 
with  managerial  services,  with  information  systems  services,  and  so 
forth. 

We  are  hung  up  on  words  and  that  is  partly  our  fault.  There  is 
no  question  about  it.  We  have  to  communicate  better  to  the  practicing 
profession.  On  the  other  hand,  we  all  have  to  admit  there  is  a resistance 
here  that  I am  not  sure  all  of  the  communication  in  the  world  will 
totally  solve. 
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Mr.  Robinson.  To  conclude  this  colloquy,  I would  point  out  that  you 
emphasize  in  your  own  presentation  this  is  a voluntary  program. 

Dr.  Edwards.  Absolutely. 

Mr.  Robinson.  I would  also  point  out  to  you  that  the  Secretary 
when  he  was  before  us,  and  these  are  his  words,  suggested  the  possi- 
bility of  “substantial  interference”  with  the  practice  of  private  med- 
icine as  it  has  been  Imown  in  the  past.  “Substantial  interference”  being 
his  words.  I think  we  need  to  guard  against  this  in  terms  of  willingness 
of  the  doctors  to  participate  on  a voluntary  basis. 

Dr.  Simmons.  To  speak  to  that  point,  clearly  that  would  be  a very, 
very  sad  thing  if  that  ever  happened.  But  the  way  the  legislation  is 
written,  if  there  is  interference  in  the  individual  practice  of  medicine, 
it  will  be  by  the  peers  of  that  physician,  because  they  are  the  ones 
who  set  the  standards,  not  the  Government.  They  are  the  ones  who 
evaluate  the  care,  and  they  are  the  ones  who  make  the  final  judgment 
that  Federal  funds  have  been  well  expended.  The  Government  is  not 
in  that  process. 

You  know  that  is  a tough  issue  when  a physician  says : “Now  I am 
going  to  have  to  let  other  fellow  physicians  around  me  share  in  that 
judgment  as  to  whether  we  are  doing  a good  job.”  That  is  what  the 
law  says.  That  is  not  Government  interference,  that  is  interference 
by  his  fellow  physicians.  I think  that  is  a basically  sound  process. 

NUMBER  OF  PSROS  TO  BE  FUNDED 

Mr.  Robinson.  I suggest  to  you.  Dr.  Simmons,  the  Secretary  was 
not  referring  to  that  area  at  all  but  rather  to  the  voluntary  participa- 
tion in  the  program  by  the  doctors  themselves,  and  I think  he  will 
verify  this. 

You  mentioned  the  funding  at  the  level  of  $58  million  and  that  you 
plan  to  have  signed  agreements  with  120  PSROs  by  the  end  of  fiscal 
year  1975. 1 would  like  to  inquire  as  to  how  you  ascertained  this  figure 
of  120  and  the  distribution  that  you  suggest  in  your  justification  as  to 
the  way  it  will  be  distributed  among  the  120. 

Dr.  Simmons.  That  is  clearly  an  estimate,  Mr.  Robinson.  As  I said 
yesterday,  we  already  have  over  300  letters  that  have  recently  come 
into  the  program  expressing  interest  throughout  the  country  in  com- 
ing forward  to  be  the  PSRO.  We  would  say  that  if  one-half  to  a 
third  of  those  are  serious,  it  is  reasonable  to  assume  we  will  have  120 
planning  contracts  going.  Chairman  Flood’s  district  in  fact  is  going 
to  be  the  first  State  PSRO  support  center.  We  will  be  signing  that 
contract  in  the  next  week  or  so. 

There  is  a great  deal  of  interest  in  this,  and  it  is  hard  to  know  how 
many  we  will  have  by  the  end  of  the  year.  I think  that  is  a reasonable 
estimate.  That  is,  by  the  way,  not  a signed  agreement,  that  is  a planning 
proposal. 

HEALTH  MAINTENANCE  ORGANIZATIONS 

Mr.  Robinson.  If  I may  turn  for  a moment  to  HMOs,  you  have  $37 
million  in  planning  and  initial  development  with  regard  to  the  health 
maintenance  organizations  for  fiscal  year  1975,  and  I wonder  about 
the  distribution  of  that  $37  million  with  regard  to  the  States  in  which 
it  would  be  spent.  I would  ask  unanimous  consent,  Mr.  Chairman,  if  a 
table  exists  you  can  provide  as  to  how  that  money  is  going  to  be 
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utilized  with  regard  to  the  various  States,  I would  like  to  have  it 
part  of  the  record. 

Mr.  Flood.  Without  objection,  that  will  be  done. 

Mr.  Buzzell.  Actually,  there  is  no  table  and  there  will  not  be  a 
table.  The  HIVIO  program  will  not  be  distributed  on  a St ate-by- State 
basis.  It  is  not  a formula  grant  program. 

Mr.  Eobixsox.  This  was  going  to  be  my  next  question.  It  appears 
that  in  most  of  your  programs  you  are  trying  to  stay  as  much  with 
a State-oriented  program  as  possible.  I was  going  to  ask  the  extent, 
if  any,  to  which  the  ITMO  program  was  going  to  be  State-oriented  ? 

]\Ir.  Buzzell.  Essentially  not  at  all  with  the  exception  of  two  things. 
We  will  be  turning  to  the  comprehensive  health  planning  groups  in 
the  State  for  their  advice. 

Mr.  Kobixsox.  The  regional  planning  groups  ? 

Mr.  Buzzell.  They  are  not  regional  planning  groups. 

Mr.  Robixsox.  They  are  in  Virginia. 

Mr.  Buzzell.  Yes.  But  so-called  comprehensive  health  planning 
agencies,  the  State  agencies  as  well  as  the  so-called  B agencies.  So 
that  is  a role  they  have  in  reference  to  the  HMO  program. 

There  is  another  area  where  the  HMO  program  will  become  directly 
involved  in  providing  HMO-type  services  to  the  medicaid  popula- 
tion. We  will  have  contracts  with  the  State  medicaid  agencies  in  order 
to  pro^dde  that  coverage  in  States  like  Virginia  and  other  States  as 
we  are  doing  in  California  now.  We  have  that  program  in  the  States, 
Mr.  Robinson. 

EJ^IERGEXCY  MEDICAL  SYSTEMS 

Mr.  Robixsox.  If  I may  add  to  my  request  something  which  slipped 
my  attention. 

On  page  8,  Dr.  Edwards,  you  talk  about  emergency  medical  services. 
This  may  have  been  covered  for  the  record  already.  I have  heard 
substantial  criticism  of  this,  as  it  is  proposed,  because  of  the  possible 
interference  as  would  be  indicated  in  my  State  of  Virginia,  for 
example,  with  the  voluntary  organizations  that  exist  in  the  area  of 
emergency  medical  services  which  we  think  are  well  trained  and  which 
do  a good  job  and  which  are  locally  financed  without  the  necessity 
of  any  significant  Federal  taxpayer  assistance.  They  feel  that  this  is 
a possible  area  where  Federal  control  will  be  exerted  over  these  volun- 
teer rescue  squads  and  other  such  agencies  to  such  an  extent  that  they 
will  no  longer  have  the  autonomy  they  have  had  in  the  past. 

Will  you  react  to  that  ? 

Dr.  Edwards.  I think  one  of  the  things  we  are  striving  to  do  is  to 
be  certain  that  this  is  a demonstration  program,  and  that  it  does  not 
become  a federal  system. 

Of  course,  being  the  matching  program  that  it  is,  the  initiative  has 
to  come  from  the  State  groups  in  order  to  get  Federal  funding.  I 
think  the  likelihood  of  these  fears  materializing  is  remote. 

Mr.  Robixsox.  You  do  not  visualize  another  burgeoning  bureauc- 
racy ? 

Dr.  Edwards.  We  have  seen  that  in  government  often  enough  to 
know  it  is  always  a possibility.  Certainly,  the  initial  intent  is  not  to 
create  another  Federal  bureaucracy  but,  rather,  to  have  the  initiative 
come  from  the  State.  I think  with  the  matching  formula  the  way  it  is. 
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this  is  likely  to  happen.  Certainly,  the  States  have  to  put  up  or  shut 
up  on  this  one. 

Mr.  Buzzell.  Yes.  Let  me  add  one  comment,  if  I may.  Dr.  Edwards. 

First  of  all,  the  voluntary  groups  have  nothing  to  fear.  There  is 
nothing  in  the  legislation  that  requires  them  to  participate  in  the 
program.  To  the  contrary,  the  legislation  places  priority  on  our 
providing  assistance  to  the  States  and  to  the  local  governments.  They 
are  in  the  first  cluster  of  priority,  and  that  is  of  concern  to  the  local 
groups. 

The  training  program  which  Dr.  Endicott  and  I will  be  adminis- 
tering will  provide  training  money  to  those  voluntary  groups.  They 
will  be  able  now  to  come  to  the  State  or  to  the  local  government  and 
place  their  people  in  a training  program  which  we  will  subsidize 
between  the  States  and  the  Federal  Government. 

The  fear  they  have  is'  warranted,  but  again  I think  we  have  come 
to  a better  understanding  as  to  how  the  program  is  to  work. 

The  legislation  also  speaks  of  a statewide  system.  They  have  a feel- 
ing that  they  are  getting  into  that  statewide  system  or  arrangement. 
They  do  not  have  to.  They  are  not  required  to. 

Mr.  Robinson.  They  are  required  to  if  they  participate. 

Mr.  Buzzell.  Yes.  The  requirement  goes  like  this.  The  State  and 
local  governments  are  required  to  take  a systems  approach  to  the 
introduction  of  the  EMS  system  before  they  can  get  Federal  funding. 
There  is  clearly  a desire  on  the  part  of  the  fathers  of  this  legislation 
to  pull  together  the  components  which  currently  are  in  fact  pretty 
well  diffuse.  We  have  a good  transportation  system  in  one  particular 
area  of  your  State,  but  no  linkage  with  the  communications  network. 

I really  do  not  think  they  need  to  be  unduly  concerned.  I think  they 
end  up  far  better  off. 

Mr.  Robinson.  That  is  all,  Mr.  Chairman. 

REGIONAL  office  REORGANIZATION 

Mr.  Conte.  As  I understand  it,  a major  feature  of  your  reorganiza- 
tion has  to  do  with  regional  offices.  It’s  certainly  something  that  keeps 
coming  up  when  we  deal  with  specific  health  programs  and  in  our  mail. 
Will  you  outline  that  reorganization  ? 

Dr.  Edwards.  The  reorganization  of  the  PHS  regional  offices  has 
occurred  as  a part  of  the  overall  PHS  reorganization. 

One  component  of  this  reorganization  was  to  establish  the  position 
of  the  Regional  Health  Administrator — RHA — as  the  principal  health 
official  in  the  region,  reporting  directly  to  me.  The  RHA  is  responsible 
for  regionalized  health  programs  and  activities  which,  under  the  over- 
all PHS  reorganization,  are  supported  by  several  of  the  PHS  health 
agencies. 

The  second  major  component  of  the  PHS  regional  office  reorga- 
nization was  to  create  a basically  consistent  but  flexible  structure  for 
all  regions.  This  structure  provides  for  three  staff  offices  for  Planning 
and  Evaluation,  Management  Support,  and  State  Coordination.  Five 
divisions  are  established:  Financing  and  Health  Economics,  Health 
Services,  Quality  and  Standards,  Prevention,  and  Health  Resource 
Development.  Similar  programs  have  been  grouped  by  division  to 
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maximize  organizational  efficiency,  improve  program  implementation 
and  facilitate  coordinated  use  of  available  expertise. 

In  addition,  each  regional  office  will  be  designating  persons  to  func- 
tion as  the  principal  focal  point  for  each  major  categorical  program. 
These  regional  program  consultants  will  provide  liaison  with  their 
counterparts  in  headquarters,  provide  specialized  consultation  as 
needed,  and  assure  that  all  programmatic  requirements  are  carried  out 
in  the  PHS  regional  offices. 

In  summary,  this  reorganization  is  a major  factor  in  my  efforts  to 
strengthen  the  role  of  my  representative  in  the  regional  office,  the 
RHA,  by  improving  his  capability  to  direct  and  control  all  PHS  re- 
gional components  and  resources  and  provide  a structure  for  carrying 
out  decentralized  responsibilities  more  effectively  and  efficiently  while 
assuring  implementation  of  our  categorical  program  responsibilities. 

DECEXTRALIZED  PROGRAMS 

Mr.  CoxTE.  Do  you  have  any  kind  of  independent  evaluation  going 
of  the  way  decentralized  or  ‘‘regionalized”  programs  are  working  ? 

Dr.  Edwards.  TVe  are  currently  developing  an  evaluation  study  to 
assess  the  implementation  of  PHS  activities  develoj)ed  specifically  to 
facilitate  and  monitor  decentralization.  This  study  will  focus  pri- 
marily on  the  Regional  Health  Administrator’s  work  program,  which 
is  a new  system  based  upon  principles  of  management  by  objectives 
which  involves:  establishing  and  selecting  organizational  objectives 
and  plans  based  upon  national  program  guidance,  specifying  the  avail- 
able financial  and  manpower  resources  which  will  be  utilized  to  accom- 
plish those  objectives,  and  providing  a process  of  monitoring  progress 
and  providing  feedback.  In  addition,  separate  evaluation  studies  of 
specific  health  programs  and  projects  are  being  conducted. 

Mr.  CoxTE.  Do  you  think  that  there  will  have  to  be  basic  changes  in 
medical  education  for  practice  under  new  deliverv  svstems  such  as 
ITMOs? 

Dr.  Edwards.  Many  of  the  services  that  constitute  health  mainte- 
nance can  be  provided  more  suitably  by  nonphysician  personnel,  in- 
cluding physician’s  assistants,  nurses,  medical  technologists,  and  health 
educators.  Such  people  can  be  trained  to  work  in  an  HMO  system  in 
less  time  and  at  less  expense  than  is  required  for  the  training  of  a 
physician.  The  major  change  needed  in  medical  education  would  in- 
volve training  physicians  to  work  with  and  make  the  most  use  of  such 
people.  Obviously,  it  will  be  necessary  for  medical  schools  to  collabo- 
rate with  allied  health  and  nursing  schools  in  order  to  provide  such 
training. 

PARTXERSHIP  BETWEEX  G0VERX:MEXT  AXD  HEALTH  COMMUXITT 

Mr.  CoxTE.  You  mention  the  need  for  partnership  among  Govern- 
ment branches  and  private  sectors  of  the  health  community.  Over  the 
last  2 years  the  academic  community  has  expressed  its  concern  about  its 
diminishing  role.  Are  you  making  any  special  efforts  to  rebuild  or  re- 
establish that  relationship  ? 

Dr.  Edwards.  lYe  are  grateful  for  the  continuing  invaluable  assist- 
ance we  have  received  from  members  of  the  academic  profession,  and 
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remain  proud  of  our  longstanding  relationships  with  them  particu- 
larly with  regard  to  the  National  Institutes  of  Health. 

For  example,  Dr.  Stone,  the  Director  of  NIH,  has  recently  given 
speeches  before  the  American  Association  of  Medical  Colleges  and  the 
Association  of  Academic  Health  Cetners.  NIH  scientists  constituted 
an  entire  panel  at  the  last  meeting  of  the  American  Association  for  the 
Advancement  of  Science,  and  heavy  participation  from  this  Depart- 
ment is  expected  at  the  upcoming  conference  of  the  Federation  of 
American  Societies  for  Experimental  Biology. 

Communication  is  not  a one-way  street,  however.  Members  of  the 
academic  community  are  very  important  for  the  advice  they  provide  on 
advisory  committees  and  in  initial  review  of  grants.  Opinions  and  data 
provided  by  the  academic  community  also  had  a profound  effect  on  the 
administration’s  decision  to  reinstate  an  amended  version  of  the  re- 
search training  program. 

In  conclusion,  although  ideologic  conflicts  are  bound  to  occur  as  both 
parties  work  for  improvements  in  the  health  care  system,  we  are  con- 
fident that  existing  mechanisms  provide  for  postive  resolution  of  these 
varying  viewpoints,  and  look  forward  to  a continued  partnership  be- 
tween the  Assistant  Secretary  for  Health’s  Office,  the  other  health 
agencies  and  components  of  DHEW  and  the  academic  community. 

REGIONAL  MEDICAL  PROGRAMS 

Mr.  Conte.  You’re  not  requesting  continuation  of  regional  medical 
programs.  Outside  of  the  cancer  and  heart  programs,  what  specific 
efforts  do  you  have  to  build  research  results  into  the  health  care  system  ? 

Dr.  Edwards.  There  are  no  special  program  efforts  comparable  to 
those  specifically  authorized  in  the  areas  of  cancer  and  heart  disease, 
directed  at  introducing  biomedical  research  results  into  the  health  care 
system,  putting  them  into  widespread  practice. 

Two  important  corollary  points  must  be  made  in  this  regard  though. 
First,  the  diffusion  on  new  knowledge  and  technologies  in  health,  as  in 
all  fields,  is  a complex  social  process  that  we  imperfectly  understand  at 
best ; and  thus,  it  is  not  one  we  can  readily  program  or  “manipulate” 
with  any  high  degree  of  confidence  of  success. 

The  second  point  is  that  there  are  a number  of  federally  aided  efforts 
which  are  accelerating  or  indirectly  promoting  the  widespread  intro- 
duction of  health  services  as  well  as  biomedical  research  results,  and 
indeed  the  oft  painful  lessons  of  experience  and  trial-and-error,  into 
the  health  care  system.  To  cite  but  two  illustrations : 

The  broadening  of  medicare  to  include  payment  for  end-stage  kidney 
disease  treatment  for  nearly  all  Americans,  regardless  of  age  or  finan- 
cial circumstances,  doubtless  will  accelerate  the  spread  and  use  of  new 
surgical  techniques,  and  related  instrumentation ; and  under  the  EMS 
legislation  enacted  late  last  year,  improved  EMS  system  approaches 
that  have  proven  successful  in  a few  cities  and  counties  will  be  seeded 
with  the  help  of  Federal  funds  in  many,  many  more  communities 
throughout  the  Nation. 

UNDERUTILIZATION  OF  PARAPROFESSIONALS 

Mr.  Conte.  Is  the  problem  with  paraprofessionals  in  health  care, 
underutilization  or  lack  of  highly  trained  personnel  ? 
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Dr.  Edwards.  In  answer  to  your  question,  sir,  as  to  why  health-care 
services  are  not  readily  available  to  certain  segments  of  the  popula- 
tion and  how  this  problem  relates  to  the  use  of  paraprofessionals,  I 
submit  the  following  material  for  the  record. 

[The  information  follows :] 

Manpower  Utilization 

Part  of  the  problem  with  unavailability  of  health-care  services  in  certain  areas 
is  associated  with  a maldistribution  of  highly  trained  health  personnel  and  in- 
efficient use  of  time  by  highly  skilled  manpower.  Solutions  to  both  of  these 
problems  are  being  sought  by  the  introduction  of  new  types  of  paraprofessional 
health  workers,  particularly  physician  assistants  and  nurse  practitioners,  who 
are  trained  to  perform  routine,  time-consuming  tasks  usually  perform^  by 
physicians.  A number  of  States  are  utilizing  these  types  of  health  personnel  in 
geographical  areas  that  do  not  attract  or  are  not  able  to  support  the  numbers  of 
highly  trained  health  professionals  that  might  be  needed.  In  each  case,  these 
physician  assistants  and  nurse  practitioners  work  under  the  supervision  of  a 
physician. 

Although  intensive  evaluation  studies  of  the  effectiveness  of  the  new  cate- 
gories of  health  personnel  are  presently  being  conducted,  preliminary  indications 
are  that  they  have  been  successful — ^in  providing  health  services  where  previously 
few  or  no  services  existed — and  in  increasing  the  efficiency  of  physicians. 

A number  of  States  have  recently  amended  their  nurse-practice  acts  to  expand 
the  functions  that  can  legally  be  performed  by  nurses  (e.g.,  Idaho,  Arizona,  New 
Hampshire,  Washington),  and  35  States  have  passed  legislation  to  legalize  the 
employment  of  physician  assistants.  Approximately  500  physician  assistants  have 
been  approved  by  State  agencies  for  employment  in  the  last  two  years. 

In  spite  of  these  legislative  actions,  there  are  still  some  potential  legal  and 
administrative  problems  associated  with  utilization  of  these  new  kinds  of  health 
workers.  One  problem  is  to  adequately  define  their  scope  of  practice  and  to  deter- 
mine the  requisite  amount  of  supervision.  Another  is  to  develop  criteria  to  evalu- 
ate training  programs.  Still  another  problem  is  to  determine  how  these  personnel 
fit  into  the  health-care  picture  along  other,  more-established  categories  of 
health  workers.  Also,  some  physicians  are  reluctant  to  employ  physician  assist- 
ants and  nurse  practitioners  because  of  fear  that  it  will  increase  their  chances 
of  malpractice  suits.  It  should  be  pointed  out  that  there  is  no  evidence  so  far 
to  justify  this  fear. 

Regardless  of  the  problems  normally  inherent  in  the  evolution  of  new  types  of 
manpower,  physician  assistants  and  nurse  practitioners  are  gaining  increasing 
acceptance  and  increasing  numbers  of  States  are  taking  steps  to  permit  their 
utilization. 

Mr.  Conte.  Are  there  any  plans  being  considered  for  decentralizing 
research  ? 

Dr.  Edwards.  There  have  been  occasional  discussions  of  the  possible 
decentralization  of  a small  number  of  functions  relating  to  the  fiscal 
management  of  grants.  This  would  permit  the  regional  offices  of  the 
Department  to  interact  directly  with  the  fiscal  officers  of  the  institu- 
tions to  whom  the  grants  have  been  awarded.  On  the  other  hand,  the 
l^rocess  of  review  and  awarding  of  grants  has  been  and  should  con- 
tinue to  be  a centralized  process  in  which  the  competition  among 
scientists  is  on  a national  basis.  Only  by  continuance  of  this  policy 
will  it  be  possible  to  select  the  very  best  applicants  from  among  the 
large  pool.  There  are  no  present  plans  for  decentralizing  any  aspect  of 
the  grants  management  or  awards  process. 

Mr.  Flood.  Thank  you  very  much,  gentlemen. 
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Thursday,  March  21,  1974. 
HEALTH  SEEVICES  ADMINISTRATION 
Health  Services 

WITNESSES 

HAROLD  0.  BUZZELL,  ADMINISTRATOR,  HEALTH  SERVICES  ADMIN- 
ISTRATION 

DR.  DAVID  SENCER,  DIRECTOR,  CENTER  FOR  DISEASE  CONTROL 

DR.  ROBERT  VAN  HOEK,  ASSOCIATE  ADMINISTRATOR,  HEALTH 
SERVICES  ADMINISTRATION 

DR.  FAYE  G.  ABDELLAH,  DIRECTOR,  OFFICE  OF  NURSING  HOME 
AFFAIRS,  PHS 

DR.  PAUL  B.  BATALDEN,  ACTING  DIRECTOR,  BUREAU  OF  COMMU- 
NITY HEALTH  SERVICES 

DR.  MICHAEL  J.  GORAN,  ACTING  DIRECTOR,  BUREAU  OF  QUALITY 
ASSURANCE 

DR.  ROBERT  E.  STREICHER,  DIRECTOR,  FEDERAL  HEALTH  PRO- 
GRAMS SERVICE 

DR.  CARL  SHULTZ,  ACTING  ASSOCIATE  ASSISTANT  BUREAU  DIREC- 
TOR FOR  FAMILY  PLANNING  SERVICES 

W.  HARELL  LITTLE,  DIRECTOR,  OFFICE  OF  FINANCIAL  MANAGE- 
MENT, HEALTH  SERVICES  ADMINISTRATION 

CHARLES  MILLER,  DEPUTY  ASSISTANT  SECRETARY,  BUDGET,  DE- 
PARTMENT OF  HEALTH,  EDUCATION,  AND  WELFARE^ 

WILFORD  J.  FORBUSH,  DIRECTOR,  DIVISION  OF  BUDGET  FORMULA- 
TION/OS 

OBJECT  CLASSIFICATION  (IN  THOUSANDS  OF  DOLLARS) 


Personnel  compensation: 

Permanent  positions 

Positions  other  than  permanent 

Other  personnel  compensation 

Special  personal  services  payments. 

Total  personnel  compensation... 

Personnel  benefits;  Civilian 

Benefits  for  former  personnel 

Travel  and  transportation  of  persons... 

Transportation  of  things 

Rent,  communications,  and  utilities 

Printing  and  reproduction 

Other  services 

Project  contracts 

Supplies  and  materials 

Equipment 

Lands  and  structures 

Grants,  subsidies,  and  contributions 

Insurance  claims  and  indemnities 

Subtotal 

Quarters  and  subsistence  charges 

Total  obligations... 


1973  1974  1975 

actual  estimate  estimate 


84, 060  97, 644  97, 754 

3, 975  5, 157  3, 246 

4, 515  4, 568  4, 887 

375  375  375 


92, 925  107, 744  106, 262 

13,685  15,826  15,817 

218 

3, 634  4, 716  4, 477 

1,309  1,656  1,654 

3, 622  3, 778  8, 618 

562  578  714 

18, 442  34, 855  28, 637 

17, 035  18, 738  28, 496 

11,047  13,035  12,236 

2, 498  3, 743  3, 258 

74  

558,451  735,646  722,665 

17 


723, 301  940, 533  932, 834 

-209  -210  -210 


723, 092  940, 323  932, 624 


PERSONNEL  SUMMARY 


Total  number  of  permanent  positions.. 
Full-time  equivalent  of  other  positions. 

Average  paid  employment 

Average  GS  grade 

Average  GS  salary 

’ age  salary  of  ungraded  positions. 


7,609 
432 
7,609 

6.6 
$6,588 
$9, 381 


7, 309 
427 
7, 581 

6.6 
$6, 788 
$9,  722 


7, 400 
416 
7, 661 

6.6 
$7, 050 
$9, 801 
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PROGRAM  AND  FINANCING  (IN  THOUSANDS  OF  DOLLARS) 


1973  1974  1975 

actual  estimate  estimate 


Program  by  activities: 

Direct  program: 

1.  Community  health  services: 

(a)  Community  health  centers 

(b)  Comprehensive  health  grants  to  States. 

(c)  Maternal  and  child  health: 

(1)  Grants  to  States 

(2)  Project  grants 

(3)  Research  and  training 

(d)  Family  planning 

(e)  Migrant  health 

0)  H MO  grants  and  contracts 

(g)  HMO  loans  and  loan  guarantees 

(h)  National  Health  Service  Corps 

2.  Patient  care  and  special  health  services 

3.  Buildings  and  facilities 

4.  Program  management 

5.  National  health  service  scholarship  program 

6.  Regional  office  central  staff 

Total  direct  program 

Reimbursable  program: 

1.  Community  health  services: 

(a)  Maternal  and  child  health 

(b)  Family  planning 

2.  Quality  assurance 

3.  Patient  care  and  special  health  services 

4.  Program  management 

Total 

Total  program  costs,  funded  

Change  in  selected  resources  (undelivered  orders;  stores). 

Total  obligations 

Financing: 

Receipts  and  reimbursement  from: 

Federal  funds... 

Trust  funds 

Non-Federal  sources 

Unobligated  balance,  start  of  year 

Unobligated  balance  transferred  from  other  accounts 

Unobligated  balance,  end  of  year 

Unobligated  balance  lapsing 

Unobligated  balance  restored 

Budget  authority... 

Budget  authority: 

Appropriation 

Transferred  to  other  accounts 

Appropriation  (adjusted) 

Proposed  transfer  for  civilian  pay  raises 

Proposed  transfer  for  military  pay  raises 

Relation  of  obligations  to  outlays: 

Obligations  incurred,  net 

Obligated  balance,  start  of  year 

Obligated  balance  transferred,  net 

Obligated  balance,  end  of  year 

Adjustments  in  expired  accounts 

Outlays,  excluding  pay  raise  supplemental 

Outlays  from  civilian  pay  raise  supplemental 

Outlays  from  military  pay  raise  supplemental 


110,770  217,100  200,400 

89, 092  90, 000  90, 000 

113,239  132,678  243,951 

93,100  104,595  

19,473  21,917  21,917 

104,437  150,024  100,615 

22,223  23,750  24,000 

45,000 

15,000 

11,974  9,787  9,255 

95,912  104,511  109,184 

2,000  12,030 

23,538  33,588  35,783 

3,  000  

5,407  5,909  


689, 165  898, 859  907, 135 


102  200  100 

3, 070  4, 500  5, 500 

5,774 

14, 527  20, 956  21, 043 

4, 971  5, 808  75 


22, 670  31, 464  32, 492 


711, 835  930, 323  939, 627 

11, 257  10, 000  -7, 003 


723, 092  940, 323  932, 624 


-17, 448  -25, 163  -26, 150 

-4, 719  -5, 733  -5, 774 

—503  -568  -568 

-5, 463 


-3,213 

5,463 

50,719 

-48, 731 


751, 141  862, 378 


1, 736 


896, 405 


751, 295  860, 280  896, 405 

-154  -372  


751, 141  859, 908  896, 405 

2,442  

28  


700, 422 

908,  859 

900, 132 

318, 788 

261,  764 

338, 315 

-73, 183 
-261, 764 
-10,803  ... 

3,638  ... 
-338,315 

-338, 667 

673, 460  833, 601  899, 655 

2,317  125 

28 


1 Includes  capital  outlay  as  follows:  1973,  $2,498,000;  1974,  $3,743,000;  1975,  $3,258,000. 

Notes:  Includes  $4,284,000  in  1975  for  activities  previously  financed  from  other  accounts.  Comparable  amounts  for 
1973  and  1974  are  $4,100,000.  Includes  $116,500,000  in  1974  and  1975  for  activities  previously  financed  from  other  ac- 
counts. Comparable  amount  for  1973  is  $116,500,000.  Excludes  $18,890,000  in  1975  for  activities  transferred  to  other 
accounts.  Comparable  amounts  for  1973  ($15,414,000),  1974  ($18,801,000),  are  included  above.  Excludes  $634,000  in  1974 
and  1975  for  activities  transferred  to  other  accounts.  Comparable  amounts  for  1973  ($603,000)  are  included  above. 
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BIOGRAPHICAL  SKETCH 

Mr.  Flood.  Now  we  have  the  Health  Services  Administration,  the 
presentation  to  be  made  by  Harold  O.  Buzzell,  the  Administrator  of 
the  Health  Services  Administration. 

We  will  place  your  biographical  sketch  in  the  record. 

[The  biographical  sketch  follows:] 

Curriculum  Vitae — Harold  O.  Buzzell 

Birthplace  and  date : Oakland,  Maine,  February  14, 1932. 

Marital  status : Married — ^four  children. 

Education : University  of  Maine,  1959,  B.A. 

EXPERIENCE  \ 

1973-Present:  Administrator,  Health  Services  Administration,  U.S.  Depart- 
ment of  Health,  Education,  and  Welfare. 

1973 : Administrator,  Health  Services  and  Mental  Health  Administration, 
U.S.  Department  of  Health,  Education,  and  Welfare. 

1972-73 : Deputy  Manpower  Administrator,  Department  of  Labor. 

1970-72 : Vice  president  and  managing  officer.  Studies  and  Analysis  Di- 
vision, Booz,  Allen,  and  Hamilton. 

1969-70:  Managing  oflBicer,  Financial  Management  Services  Division,  Booz, 
Allen,  and  Hamilton. 

1966-69 : Vice  president.  Federal  Division,  Booz,  Allen,  and  Hamilton. 

1963-66 : Consul tant/ass'ociate,  Booz,  Allen,  and  Hamilton. 

1962-63 : Assistant  controller,  Guilford  Industries,  Guilford,  Maine. 

1959-62:  Division  controller  and  cost  accountant,  Scott  Paper  Co.,  Chester, 
Pa. 

1957-59:  Laborer/clerk/bookkeeper,  Ounegan  Woolen  Co.,  Old  Town,  Maine. 

1955-57 : Clerk,  Lancaster’s  Grocery,  Veazie,  Maine. 

OPENING  STATEMENT 

Mr.  Flood.  I see  you  have  a prepared  statement,  which  we  will  also 
place  in  the  record. 

[The  statement  follows:] 

Statement  by  Harold  O.  Buzzell,  Administrator 

HEALTH  SERVICES  ADMINISTRATION,  DEPARTMENT  OF  HEALTH,  EDUCATION,  AND 

WELFARE 

Mr.  Chairman  and  members  of  the  committee,  I am  pleased  to  have  this 
opportunity  to  discuss  with  you  the  programs  of  the  Health  Services  Adminis- 
tration and  to  present  our  budget  request  for  fiscal  year  1975. 

As  you  know,  Mr.  Chairman,  the  Health  Services  Administration  was  formed 
as  a result  of  the  major  reorganization  of  health  programs  within  the  Depart- 
ment of  Health,  Education,  and  Welfare  which  took  place  last  year.  It  includes 
those  programs  of  the  Public  Health  Service  which  deal  with  the  accessibility, 
delivery,  and  quality  of  health  care  available  to  the  American  people.  We  in 
the  Health  Services  Administration  consider  it  an  exciting  and  challenging 
constellation  of  programs  whose  combined  mission  is  at  the  heart  of  the  Federal 
role  in  health. 

Pour  major  bureaus  and  services  make  up  the  Health  Services  Administra- 
tion— the  Bureau  of  Community  Health  Services,  the  Bureau  of  Quality  Assur- 
ance, Federal  Health  Programs  Service,  and  the  Indian  Health  Service.  Because 
the  appropriation  request  for  the  latter  is  heard  by  another  subcommittee,  I 
shall  confine  my  testimony  to  the  first  three  mentioned. 

BUREIA.U  OF  COMMUNITY  HEALTH  SERVICES 

This  new  Bureau  brings  together  six  major  categorical  health  services  de- 
livery and  support  programs — community  health  centers  and  family  planning 
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services,  including  all  former  OEO  health  service  projects;  maternal  and  child 
health  ; migrant  health ; National  Health  Service  Corps  ; and  health  maintenance 
organizations.  These  programs  were  established  to  meet  the  health  care  needs 
of  communities  or  specific  segments  of  the  population: 

Community  health  centers  provide  ambulatory  health  care  programs  in 
urban  and  rural  areas  where  health  service  access  has  been  a particular 
problem. 

Family  planning  services  are  aimed  at  persons  desiring  but  unable  to 
afford  such  services,  primarily  those  with  low  income. 

Maternal  and  child  health  services  are  directed  toward  mothers  and  chil- 
dren in  economically  depressed  areas. 

Migrant  health  projects  are  designed  for  that  sx)ecial  i>opulation  group — 
agricultural  workers  and  family  members  who  periodically  travel  from  one 
place  of  work  to  another  in  pursuit  of  crop  harvesting  or  cultivation  em- 
ployment. 

National  Health  Service  Corps  provides  teams  of  health  personnel  in 
areas  of  health  manpower  scarcity. 

Health  maintenance  organizations  provide  comprehensive  health  services 
to  enrolled  populations  on  a prepaid  basis. 

Community  health  centers 

Through  this  project  grant  program  over  150  ambulatory  health  care  projects 
are  supported  which  provide  primary  health  care  and  develop  arrangements 
for  specialty  and  inpatient  care,  particularly  in  areas  where  health  care  is 
scarce  or  nonexistent.  The  1975  request  of  $200.4  million  reflects  a decrease  of 
$5.1  million  in  this  activity.  Recent  experience  indicates  that  the  decrease  will 
not  adversely  affect  the  number  of  i)atients  served  or  the  quality  of  services 
provided  because  of  anticipated  increased  effectiveness  in  the  management  and 
operation  of  the  projects. 

In  38  States,  the  District  of  Columbia,  and  Puerto  Rico,  through  118  neighbor- 
hood health  centers,  which  include  all  of  the  projects  initiated  by  the  Office  of 
Economic  Opportunity  and  transferred  to  this  Department  over  the  past  4 fiscal 
years,  about  1.2  million  persons  are  receiving  services.  These  centers  constitute 
an  important  community  health  resource  for  persons  who  live  in  areas  of  high 
morbidity  and  mortality. 

Effectiveness  of  neighborhood  health  center  approaches  is  reflected  in  the  re- 
sults of  a number  of  completed  studies  which  show  that  reductions  from  25 
percent  (general  patient  population — Chicago)  to  as  much  as  50  percent 
(children — -Rochester)  have  been  found  in  the  number  of  hospitalizations  among 
center  users.  Based  upon  such  findings,  one  can  project  annual  savings  of  nearly 
$50  million  in  hospitalization  costs  for  the  populations  served  by  the  118  neigh- 
borhood health  centers. 

In  another  study,  having  to  do  with  the  effectiveness  of  comprehensive  care 
programs  in  preventing  rheumatic  fever,  it  was  shown  in  areas  served  by  three 
such  programs  in  Baltimore  that  there  was  a 60  percent  reduction  in  the  rate 
of  rheumatic  fever  for  children  aged  5 to  14. 

Currently  there  are  39  family  health  centers  in  31  States  and  the  District  of 
Columbia,  25  of  which  are  operational.  The  remaining  14  will  complete  their 
developmental  work  in  1974.  In  the  25  operational  centers,  services  are  provided 
on  either  a fee-for-service  and/or  prepaid  basis.  It  is  estimated  that  the  39 
centers  will  serve  105,(KX)  people  in  1975. 

Comprehensive  Health  Grants  to  States 

This  $90  million  grant  program  assists  States  in  establishing  and  maintaining 
adequate  public  health  services.  Stale  health  and  mental  health  agencies  con- 
tinue to  utilize  these  funds  to  assist  in  the  support  of  a broad  range  of  basic 
health  programs,  projects  and  activities  at  State  and  local  levels.  In  1975  we 
anticipate  that  States  will  maintain  the  1974  service  level. 

Maternal  and  Child  Health 

A major  legislative  action  affecting  maternal  and  child  health  programs  was 
the  enactment  of  Public  Law  93-53  on  July  1,  1973  extending  maternal  and  child 
health  project  grants  for  an  additional  fiscal  year.  Because  conversion  to  formula 
grants  would  have  resulted  in  increases  in  total  State  funding  in  some  States 
and  decreases  in  others,  this  amendment  indicated  the  legislative  intent  of 
holding  “harmless”  the  populations  served  in  1974.  To  help  implement  the  “>hold 
harmless”  provision  in  1975,  $25  million  will  be  distributed  under  section  516. 
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In  addition  $10.5  million  in  released  1973  project  funds  will  be  distributed  for  use 
in  1975.  This  use  of  project  funds  is  dependent  on  extension  of  project  grant 
spending  authority  beyond  June  30,  1974. 

An  additional  aspect  of  the  title  V legislation  is  the  provision  that  services 
continue  to  be  provided  in  1975  and  thereafter  to  the  same  population  groups  as 
previously  served  under  the  project  grant  program.  All  States  are  also  required 
to  include  a program  of  projects  in  their  State  maternal  and  child  health  plan. 
This  will  result  in  the  establishment  of  some  162  new  projects  in  the  areas  of 
maternity  and  infant  care,  intensive  care  of  newborns,  children  and  youth  com- 
prehensive health  care,  dental  health  care  of  children  and  family  planning 
services. 

The  maternal  and  child  health  programs  have  made  significant  contributions 
to  recent  reductions  in  the  Nation’s  infant  and  maternal  mortality  rates.  These 
reductions  have  been  especially  significant  in  areas  served  by  the  maternity  and 
infant  care  projects.  For  example,  the  infant  mortality  rate  in  the  Baltimore 
project  area  has  been  decreased  from  26.8  to  21.9,  in  Albuquerque  from  22.7  to 
12.2,  in  Miami  from  23.7  to  2.5  and  in  Denver  from  40.0  to  9.0  since  these  pro- 
grams have  been  in  operation. 

It  is  anticipated  that  with  the  $244  million  requested,  the  same  number  of 
people  will  receive  services  in  1975  as  in  1974. 

The  $15.9  million  training  grant  program  has  as  its  main  purpose  the  support 
of  university-afiaiiated  centers  for  the  mentally  retarded  for  the  purpose  of  ex- 
panding the  supply  and  competence  of  personnel  working  with  mentally  re* 
tarded  children  and  their  families.  The  1975  request  also  continues  the  program 
initiated  in  1972  to  train  nurse  midwives,  pediatric  nurses  and  other  physicians’ 
assistants.  Approximately  340  professional  health  personnel  will  receive  special- 
ized long-term  training.  In  addition,  short-term  training  will  be  provided  to 
approximately  3,600  graduate  and  undergraduate  trainees.  The  1975  research 
grant  request  of  $6  million  will  continue  support  of  studies  designed  to  improve 
the  operation,  functioning  and  effectiveness  of  maternal  and  child  health  and 
crippled  children’s  services. 

Family  Planning 

Family  planning  project  grants  provide  comprehensive  contraceptive,  medical, 
educational,  and  social  services  including  tests  for  cervical  cancer,  anemia,  and 
venereal  disease,  to  an  estimated  1.6  million  individuals  who  otherwise  would 
not  receive  these  services.  This  significant  national  effort  has  undoubtedly  im- 
proved the  lives  of  many  people  who  otherwise  would  have  suffered  the  medical, 
economic,  and  social  consequences  of  unwanted  conceptions.  It  is  useful  to  con- 
sider that  the  Planned  Parenthood  Association  estimates  that  for  every  dollar 
spent  delivering  family  planning  services,  $2^^  are  averted  on  required  medical 
and  social  services  in  the  first  year  of  life. 

Because  family  planning  services  are  now  available  in  85  percent  of  all  coun- 
ties, our  program  emphasis  has  changed  from  the  establishment  of  new  programs 
to  the  expansion  of  operating  projects.  In  addition,  we  are  encouraging  grantees 
to  improve  their  management  of  the  smaller  project  grants. 

Migrant  Health 

During  1974,  355,000  persons  are  expected  to  receive  services  involving  about 
630,000  patients  visits.  A uniform  utilization  and  cost-data  reporting  system  has 
been  initiated  in  1974  which,  is  expected  to  provide  projects  with  data  which  will 
provide  the  necessary  financial  management,  evaluation  and  planning  tools  to 
improve  their  ability  to  deliver  services.  In  cooperation  with  the  Social  Security 
Administration,  Bureau  of  Health  Insurance,  a special  demonstration  project 
is  underway  to  provide  additional  hospital  care  to  a group  of  migrant  farm- 
workers and  their  families.  This  project  will  also  gather  data  on  the  utilization 
and  cost  of  hospital  services  for  use  in  further  improvements  in  health  services 
to  this  population. 

Under  the  1975  request  of  $24  million,  activities  will  continue  generally  at 
current  levels.  Using  the  $250,000  increase  requested,  additional  efforts  will  be 
directed  to  improving  service  delivery  in  low  impact  areas. 

Health  Maintenance  Organizations 

We  are  requesting  $60  million  in  1975  for  the  new  health  maintenance  orga- 
nization program.  As  I expressed  to  you  a few  weeks  ago  in  my  testimony  sui>- 
porting  the  HMO  supplemental  appropriation  request  for  1974,  we  are  most 
eager  to  begin  implementation  of  the  new  HMO  legislation.  This  is  certainly 


one  of  the  most  significant  programs  in  the  health  field  in  terms  of  its  potential 
impact  on  health  care  in  the  Nation.  In  1975,  our  request  includes  an  increase 
of  $15  million  for  grants,  all  of  which  will  be  used  to  supjx)rt  the  increased 
number  of  initial  development  projects,  as  the  planning  projects  from  the 
previous  year  become  eligible  for  additional  assistance.  Although  we  are  request- 
ing $20  million  less  in  1975  for  the  direct  loan  and  loan  guarantee  fund,  this 
does  not  really  represent  a decrease  in  our  program  level,  since  these  funds 
are  used  to  complete  the  capitalization  of  the  revolving  fund.  The  program  sui>- 
port  category  remains  at  $5  million  refiecting  decreased  requirements  for  con- 
tracted technical  assistance  and  a compensating  increase  for  direct  oi)erations 
due  to  annualization  of  our  initial  1974  staff  support  costs,  and  a requested 
increase  of  25  new  positions. 

Xational  Health  Service  Corps 

This  program  represents  a new  and  expanding  approach  in  the  Federal  effort 
to  improve  health  care  of  i)eople  residing  in  areas  of  this  country  with  a critical 
health  manpower  shortage.  In  January  1972,  the  Corps  had  approved  16  com- 
munities and  placed  20  health  professionals  in  those  communities.  By  the  end 
of  1974  staff  will  have  been  recruited  and  matched  to  the  needs  of  approx- 
imately 220  communities.  During  the  first  quarter  of  1975  over  400  health  pro- 
fessionals will  be  serving  these  communities. 

The  1975  budget  requests  $9,3  million  and  authority  to  recruit  an  additional 
146  health  i)ersonnel  for  field  assignments  which  would  provide  health  services 
to  another  55  communities. 

bitreat:  of  quautt  assubaxce 

The  Health  Services  Administration  is  deeply  involved  in  the  area  of  medical 
care  standards. 

Our  Bureau  of  Quality  Assurance  is  providing  increasing  leadership  m the 
development  of  health  care  standards  for  the  medicare  and  medicaid  programs. 
Special  efforts  have  recently  focused  around  the  development  of  a single  set  of 
utilization  review  requirements  and  skilled  nursing  facility  standards  for  the 
medicare  and  medicaid  pr(^rams.  Our  surveyor  training  efforts  are  designed  to 
maintain  and  update  the  skill  and  capacity  of  surveyors  on  duty  as  well  as  those 
newly  employed. 

Amother  major  objective  of  our  quality  assurance  program  wiU  be  to  develop 
the  conditions  of  participation  in  the  chronic  renal  disease  program  and  imple- 
ment this  activity. 

The  results  of  these  efforts  will  be  refiected  in  improving  the  quality  of  care 
provided  in  direct  service  projects  and  in  the  translation  of  the  quality  assurance 
activities  into  a more  effective  consultation  with  the  major  Federal  financing 
programs. 

The  1975  request  of  $5.8  million  and  224  i)ositions  will  continue  the  1974 
level  for  non-PSRO  quality  and  standards  activities.  The  Bureau  of  Quality 
Assurance  has  operational  responsibility  in  the  implementation  of  the  PSRO 
program.  The  budget  for  the  PSRO  program  appears  in  another  part  of  the  HEW 
appropriations  request — Oflice  of  the  Assistant  Secretary  for  Health  appropria- 
tion. 

federal  health  programs  service 

The  Federal  Health  Programs  Service  administers  the  patient  care  and  special 
health  services  programs  which  include  the  oj)e ration  of  the  PHS  hospitals  and 
clinics,  the  Federal  employee  health  program,  the  medical  program  of  the  Coast 
Guard,  and  payments  to  the  State  of  Hawaii  for  care  of  persons  with  Hansen’s 
disease. 

We  are  requesting  $109.2  million  in  1975  for  this  activity.  This  represents  an 
increase  of  $4.5  million  over  1974. 

Patient  Care — PHS  Hospitals  and  Clinics 

The  primary  beneficiaries  of  the  PHS  health  care  system  are  American  seamen 
and  uniformed  members  of  the  Coast  Guard,  the  National  Oceanic  and  Atmos- 
pheric Administration,  and  the  Public  Health  Service,  In  addition,  other  Federal 
beneficiaries  and  foreign  seamen  may  receive  care  in  the  PHS  facilities.  Individ- 
uals afflicted  with  BLansen’s  disease  are  eligible  for  care  at  the  National  Lepro- 
sarium, Carville.  La.,  and  at  other  PHS  facilities. 

Through  the  first  7 months  in  fiscal  year  1974,  our  inpatient  load  in  the  PHS 
hospitals  including  the  Carville  Leprosarium  has  averaged  1,469.  However, 
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the  monthly  patient  loads  have  continued  to  increase  as  the  year  has  progressed, 
and  we  now  project  that  our  inpatient  workload  will  average  1,520  for  the  year. 
As  we  further  expand  the  utilization  of  our  facilities  in  1975,  we  expect  our  in- 
patient workload  to  average  1,780.  In  fiscal  year  1973,  our  average  daily  patient 
load  was  1,655.  Outpatient  visits  to  PHS  facilities  will  total  1,470,000  in  1974, 
and  we  expect  that  figure  to  rise  to  1,557,000  in  1975.  As  we  increase  the  capabili- 
ties in  the  PHS  hospitals,  we  anticipate  that  the  number  of  our  beneficiaries  who 
receive  care  through  contractual  arrangements  with  non-PHS  hospitals  will 
decrease  in  1975.  In  1974,  we  estimate  that  this  patient  load  will  average  100 
per  day  and  we  expect  this  to  decrease  to  90  patients  per  day  in  1975. 

With  regard  to  the  long-range  continuing  utilization  of  the  hospitals,  we  have 
established  a task  force  within  the  Public  Health  Service  to  define  the  position 
and  roles  of  the  PHS  general  hospitals  and  their  relationships  with  other  de- 
partmental programs.  It  is  expected  that  the  task  force  will  recommend  ways  in 
which  the  hospitals  can  be  better  utilized  to  the  benefit  of  this  program,  as  well 
as  to  programs  of  those  health  agencies  and  communities  which  may  utilize 
the  capabilities  of  the  PHS  hospitals. 

The  1975  budget  requests  $99.1  million,  an  increase  of  $4.3  million  for  patient 
care.  Of  this  amount,  $2.7  million  is  for  mandatory  increases.  These  amounts 
will  permit  us  to  continue  the  current  levels  in  operating  the  eight  PHS  general 
hospitals,  the  Carville  Leprosarium,  and  the  30  outpatient  clinics.  The  amount 
requested  will  also  permit  us  to  meet  the  added  patient  care  workloads  projected 
for  1975.  The  remaining  $1.6  million,  a new  item  in  the  budget,  is  requested  to 
provide  health  care  to  participants  in  the  Public  Health  Service  study  of  un- 
treated syphilis  and  to  members  of  their  immediate  families  who  have  suffered 
physical  injury  of  disease  as  a result  of  contracting  syphilis  from  study  partici- 
pants. This  program  will  be  administered  by  the  Center  for  Disease  Control. 

Coast  Guard  medical  and  Federal  employee  health  programs 

In  1974,  care  is  being  made  available  to  approximately  138,000  Coast  Guard 
personnel  and  their  dependents.  Outpatient  medical  and  dental  visits  will  be  in 
excess  of  600,000  for  the  year.  A total  of  14,000  inpatient  days  are  anticipated 
in  Coast  Guard  medical  facilities.  Contracts  for  care  in  non-PHS  hospitals  will 
account  for  an  additional  29,000  inpatient  days,  and  agreements  with  local 
physicians  will  account  for  19,000  additional  outpatient  visits.  The  1975  budget 
request  of  $8.3  million  will  continue  this  program  at  the  1974  level. 

The  Federal  employee  health  program  will  continue  to  provide  health  care 
services  to  180,000  F^eral  employees  in  103  health  care  units  operated  by  the 
Public  Health  Service.  In  addition,  it  will  provide  consultation  to  other  Federal 
agencies  planning  on  establishing  health  care  units.  The  1975  request  of  $5.6 
million  will  continue  the  1974  level. 

PROGRAM  MANAGEMENT 

The  program  management  activity  includes  a request  for  $35.8  million  and  903 
positions,  a net  increase  of  $2.7  million  and  10  positions  over  the  1974  level. 
This  budget  activity  supports  the  management  activities  of  the  Bureau  of  Com- 
munity Health  Services,  the  Federal  Health  Programs  Service,  and  the  OflSce  of 
the  Administrator. 

For  the  Bureau  of  Community  Health  Services,  $24.5  million  and  637  positions 
are  proposed  to  administer  and  improve  6 major  health  programs — Community 
Health  Centers,  Comprehensive  Health  Grants  to  States,  Maternal  and  Child 
Health,  Family  Planning,  Migrant  Health,  and  the  National  Health  Service 
Corps.  An  increase  of  10  positions  is  requested  for  additional  management  sup- 
port to  the  National  Health  Service  Corps. 

For  the  Federal  Health  Program  Service,  $2.8  million  and  95  positions  are 
requested  for  headquarters  activities  related  to  managing  the  PHS  hospital 
system  and  other  direct  and  indirect  medical  care  programs. 

This  request  includes  $3.9  million  and  171  positions  to  support  the  Office  of 
the  Administrator  in  our  efforts  to  direct  and  coordinate  the  programs  included 
in  the  Health  Services  Administration. 

SUMMARY 

In  summary,  Mr.  Chairman,  we  are  requesting  funds  totaling  $896,405,000  and 
7,365  iK>sitions.  This  request  will  enable  us  to  maintain  the  level  and  quality  of 
services  provided  by  these  programs  in  1974  and  increase  our  initiative  in  two 
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high  priority  areas — Health  Maintenance  Organizations — 25  additional  posi- 
tions— and  the  National  Health  Service  Corps — 156  additional  positions. 

Mr.  Chairman,  I will  be  pleased  to  respond  to  any  questions  with  regard  to 
our  programs  and  budget  requests. 

COMMUNITY  HEALTH  CARE  CENTERS 

Mr.  Flood.  Let  us  begin  with  the  community  health  care  centers. 

Of  the  funds  requested  by  the  community  health  care  centers,  how 
much  is  for  the  family  health  centers  and  how  much  for  the  neighbor- 
hood health  centers  ? 

Mr.  Buzzell.  $13  million  is  for  the  family  health  centers,  and  $187 
million  for  the  neighborhood  health  centers.  Of  the  total  of  $200 
million,  most  goes  for  the  neighborhood  health  centers. 

REBASED  1973  FUNDS 

Mr.  Flood.  How  are  you  spending  the  $6  million  of  the  1973  money 
that  we  released  in  1974  ? 

Mr.  Buzzell.  In  section  314(e),  we  are  spending  it  specifically  for 
the  family  health  centers. 

Mr.  Flood.  Will  any  of  that  released  1973  money  be  used  to  fund  any 
of  the  2-year  grant  awards,  that  is,  cutting  down  or  reducing  the 
support  level  required  in  fiscal  year  1975  funds  ? 

Mr.  Buzzell.  No,  it  will  not,  Mr.  Chairman. 

IMPROVED  MANAGEMENT 

Mr.  Flood.  In  the  budget  justification  there  is  quite  a story.  You 
state  you  expect  to  save  $5,100,000  due  to  improved  management.  We 
are  for  that.  Will  you  explain  more  fully  what  you  mean  by  manage- 
ment improvement,  and  give  the  committee  some  examples  of  what  you 
mean  by  that  ? 

Mr.  Buzzell.  Yes,  sir. 

Let  me  point  out  that  there  has  been  a $5  million  reduction.  Li  addi- 
tion to  that,  as  you  know,  health-care  costs  are  going  up.  In  order  to 
insure  that  we  provide  at  least  the  same  level  of  services  and  cover  the 
same  number  of  people,  we  have  had  to  work  closely  with  the  projects 
to  improve  their  ability  to  get  money  from  other  sources — particularly, 
third-party  reimbursement  sources  such  as  the  medicare  and  medicaid 
programs. 

We  have  been  very  successful  in  doing  this.  We  probably  could  have 
done  it  more  aggressively  in  years  past.  For  example,  these  neigh- 
borhood health  centers  that  we  talked  about 

Mr.  Flood.  Not  “probably” ; “absolutely.” 

Mr.  Buzzell.  I agree. 

EXAMPLES  OF  IMPROVED  MANAGE:MENT 

Mr.  Flood.  You  should  make  quite  a record  on  this.  Suppose  you 
ju^  give  us  some  examples  for  the  record.  Suppose  you  give  us  two 
now. 

Mr.  Buzzell.  I would  like  to  give  you  the  very  important  one  of  the 
neighborhood  health  centers.  Working  with  these  centers,  if  we  col- 
lect the  maximum  potential  amount,  we  will  have  been  ahle  to  recap- 
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ture  approximately  $9  million  this  past  year  which  we  will  put  right 
back  into  the  projects.  That  $5  million  that  I talked  about  is  offset 
almost  200  percent  by  the  third-party  collections. 

Again,  that  is  collections  not  from  the  patients,  but  from  the  medi- 
care, medicaid,  and  other  insurance  programs. 

Beyond  that,  many  of  our  projects,  as  one  would  expect,  were  less 
than  totally  effective  in  terms  of  serving  people.  They  were  not  seeing 
enough  patients.  We  have  and  will  continue  to  work  closely  with 
them  to  improve  productivity. 

It  is  that  kind  of  improvement  that,  through  our  technical  assist- 
ance, we  have  been  able  to  achieve  with  the  projects. 

For  example,  again,  if  the  patient  is  entitled  to  medicaid,  then  it 
is  important  that  the  grantee  have  the  ability  to  find  that  out  so  they 
can  collect  from  the  medicaid  program. 

It  is  working  quite  well.  It  is  important  that  it  work  well  because 
we  have  had,  as  you  know,  this  $5  million  reduction  in  our  budget  re- 
quest. 

[The  information  follows :] 

Examples  of  Improved  Management 

A number  of  actions  are  underway  to  improve  the  financial  and  general  man- 
agement capabilities  of  project  grantees,  with  particular  emphasis  on  the  neigh- 
borhood health  centers  supported  under  section  314(e)  of  the  PHS  Act. 

Illustrative  of  these  are : 

1.  Application  of  the  project  inventory  process  in  84  neighborhood  health  cen- 
ters, as  described  in  the  testimony  of  Dr.  Batalden,  followed  by  provision  of 
technical  assistance  in  fiscal  and  overall  management  expertise  to  correct  de- 
ficiencies identified. 

2.  Installation  of  information  systems  and  cost-accounting  systems  for  meet- 
ing national  reporting  requirements  and  for  internal  management.  This  activity 
includes  provision  of  technical  assistance  to  projects  on  development  and  opera- 
tion of  data  systems. 

3.  Conducting  of  seminars  for  regional  oflSce  and  project  staff  to  concentrate  on 
management,  monitoring,  and  evaluation  uses  of  data  from  national  reporting 
systems. 

4.  Conduct  a survey  of  administrative  agencies  for  the  major  third-party  payors 
(titles  XVIII,  XIX,  and  IV-A)  to  clearly  define  and  analyze  reimbursement  pol- 
icy and  procedures.  The  results  will  assist  individual  ambulatory  health-care  proj- 
ects to  understand  utilization  and  cost  data  third-party  payors  require  in 
negotiating  reimbursement  rates  and  to  determine  their  potential  for  reimburse- 
ment with  each  of  the  plans. 

5.  Support  of  external  medical  audi'ts  and  the  development  of  internal  medical 
audit  capability  by  the  project. 

The  objective  and  anticipated  results  of  project  inventory  are  demonstrated 
by  theSe  two  examples  : 


Potential  reimbursement  Actual  reimbursement 

in  estimated  in  estimated  Total  operation 

total  operation  total  operation  increase 


Projects  Amount  Percent  Amount  Percent  Amount  Percent 

Rural  project— Pennsylvania $216, 000  22  $199, 000  18  $17, 000  4 

Urban  project— New  York 784, 000  26  543, 000  17  241, 000  9 


As  a result  of  technical  assistance  provided  through  a one-time  supplemental 
grant  award  in  1974  to  a large  urban  project  in  Massachusetts,  an  accounts  re- 
ceivable and  patient  identification  system  will  be  developed  and  installed.  It  is 
expected  this  will  result  in  increased  collections  of  $300,000  in  1975  as  a result 
of  more  effective  billing  and  better  identification  of  health  benefit  entitlement  of 
patients. 
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TiHED  PARTY  PAYMENTS 

Mr.  Flood.  Again,  in  the  justifications  you  say  that  the  collections 
from  all  these  third  parties  are  at  a level  of  13  percent. 

Mr.  Buzzell.  Yes,  sir,  13  percent  for  the  neighborhood  health  cen- 
ters. 

Mr.  Flood.  And  maybe  20  percent  would  be  feasible.  Are  we  to  as- 
sume that  a 20-percent  collection  is  the  tops,  the  maximum,  that  a 
neighborhood  health  center  can  collect  from  third  parties  ? 

Mr.  Buzzell.  Yes,  that  is  correct.  lYe  can  collect  only  about  20  per- 
cent of  the  total  operating  costs  of  centers  because  many  of  the  peo- 
ple we  serve  are  not  entitled  to  medicaid,  medicare  or  other  third  party 
benefits.  Those  programs  are  fairly  narrow.  Unlike  the  comprehensive 
health  insurance,  they  do  not  cover  all  the  enrollees,  20  percent  is 
about  the  top. 

Mr.  Flood.  Suppose  you  do  not  achieve  that  saving  of  $5.1  million. 
Wliat  happens  then  ? 

Mr.  Buzzell.  We  are  doing  it.  That  is  what  I wanted  to  put  in  the 
record. 

I can  probably  state  it  a better  way.  This  next  fiscal  year,  we  will 
serve  more  people  than  we  did  this  year,  in  spite  of  the  $5  million 
reduction. 

You  will  ask  me  next  spring  about  this. 

Mr.  Flood.  As  sure  as  Grod  made  little  apples. 

Mr.  Buzzell.  We  are  going  to  do  it,  that  is  all. 

COORDINATION  OF  ACTUUTIES 

Mr.  Flood.  On  the  coordination  of  activities,  putting  these  things 
together,  how  do  these  neighborhood  health  centers  coordinate  their 
activities  with  those  of  the  family  planning  program  and  the  centers 
for  disease  control?  In  the  case  of  the  CDC's,  I am  referring  to  the 
matter  of  immunization.  Then  we  have  the  patient  education  activities. 

Mr.  Buzzell.  May  I defer  to  Dr.  Batalden,  simply  because  I do 
not  know  the  answer. 

Dr.  Batalden.  Mr.  Chairman,  a number  of  our  existing  neighbor- 
hood health  centers  have  extensive  family  planning  services  under 
the  family  planning  grant  program  sponsored  under  title  X.  As  well, 
a number  of  our  neighborhood  health  centers  are  serving  as  active 
immimization  clinics  in  connection  with  the  Center  for  Disease  Con- 
trol. 

We  will  provide  an  elaboration  of  this  for  the  record. 

Mr.  Flood.  We  want  that,  yes. 

[The  information  follows:] 

The  following  neighborhood  health  centers  have  family  planning  services 
sponsored  under  title  X : 

Denver  Department  of  Health  and  Hospitals. 

Trustees  of  health  and  hospitals  of  the  city  of  Boston. 

Homewood-Brushton  Neighborhood  Health  Centers,  Inc,,  Pittsburgh,  Pa. 

Metro-East  Health  Services  Council,  Inc.,  East  St.  Louis,  111. 

Hennepin  County  Pilot  City  Health  Center,  Minneapolis,  ]VIinn. 

With  respect  to  CDC  relationships,  the  Center  for  Disease  Control  has  re- 
sponsibility for  four  project  grant  programs.  Project  grants  are  provided,  typi- 
cally to  official  health  agencies  at  the  State  and  local  level,  to  carry  out  immuni- 
zation programs,  venereal  disease  control  programs,  rat  control  programs,  and 
lead-based  paint  ix)isoning  prevention  programs.  Although  national  data  on 
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the  extent  of  cooperation  between  these  grant  assisted  programs  and  neighbor- 
hood health  centers  is  not  maintained,  these  control  programs  are  directed 
toward  public  health  problems  which  are  particularly  acute  in  populations  such 
as  those  served  by  neighborhood  health  centers.  Project  guidelines,  for  each 
of  these  programs,  therefore,  stress  cooperation  between  the  grantee  and  such 
community  health  organizations  and  agencies  as  neighborhood  health  centers, 
free  clinics,  and  others. 

Cooperation  in  carrying  out  immunization  programs  include  the  provision 
of  vaccine  and  education  materials  to  health  center  clinics,  and  assistance  in 
carrying  out  immunization  campaigns  among  the  health  center  clientele.  On 
occasion,  project  grant  supported  j)ersonnel  have  been  assigned  to  neighborhood 
health  centers  on  a full-time  basis  to  carry  out  immunization  programs. 

The  neighborhood  health  center  also  provides  a valuable  resource  for  the 
diagnosis  and  treatment  of  persons  who  are  identified  with  elevated  blood  lead 
levels  or  with  venereal  disease.  These  centers  also  participate  in  carrying  out 
screening  programs  for  both  of  these  conditions.  For  example,  during  fiscal  year 
197S,  over  340,000  women  were  tested  for  gonorrhea  in  community  health  centers, 
including  neighborhood  health  centers,  and  11,000  of  these  women  were  identi- 
fied with  and  treated  for  gonorrhea.  Close  cooperation  is  also  maintained  in 
carrying  out  venereal  disease  education  and  contact  tracing  programs. 

Target  areas  for  urban  rat  programs  frequently  overlap  the  neighborhoods 
served  by  neighborhood  health  centers,  and  cooperative  programs  of  neighbor- 
hood education  and  problem  identification  are  carried  out.  In  some  cities  rat 
control  project  personnel  train  and  utilize  neighborhood  health  center  outreach 
workers  to  carry  out  rat  control  programs  in  the  center’s  area  of  responsibility, 
and  in  others  the  center  relies  on  project  personnel  to  carry  out  community 
involvement  activities.  “Block  clubs,”  and  other  neighborhood  health  center  out- 
reach activities,  are  particularly  useful  in  achieving  the  type  of  community 
involvement  which  is  critical  to  the  success  of  the  urban  rat  control  program. 

Mr.  Flood.  How  do  you  tie  them  all  together — family  planning, 
neighborhood  centers  ? 

Dr.  Batalden.  They  are  tied  together  through  the  activities  of  the 
regional  offices  and  at  the  local  level.  The  individual  neighborhood 
health  center  serves  as  the  community  health  center — a one-stop 
place 

Mr.  Flood.  CDC  ? 

Dr.  Batalden.  Yes.  They  have  CDC-sponsored  immunization  pro- 
grams. This  is  done  in  conjunction  with  the  State  and  local  health  de- 
partments through  the  programs’  CDC  monitors. 

PEE  CAPITA  COSTS  IN  NEIGHBORHOOD  HEALTH  CENTER 

Mr.  Flood.  Of  course,  we  are  concerned  about  costs  here.  What  is  the 
cost  per  person  for  delivery  of  care  in  the  neighborhood  health  center 
program,  and  how  does  it  compare  with  the  national  average  ? 

Dr.  Batalden.  The  cost  per  person  served  in  the  neighborhood 
health  center  can  be  derived  by  simply  dividing  the  total  universe  of 
the  population  served  into  the  total  budget,  but  that  does  not  give  you 
the  detailed  kind  of  cost  breakout. 

Mr.  Flood.  First  of  all,  what  is  the  cost  per  person,  and  how  does  it 
compare  with  the  national  average  ? 

Dr.  Batalden.  I cannot  give  you  that  right  now- 

Mr.  Flood.  Find  it. 

Dr.  Batalden.  I will  find  it  for  you. 

[The  information  follows :] 

Based  on  a summary  of  314(e)  grant  applications,  1973  funding  from  all 
sources  for  the  67  neighborhood  health  center  was  $138,760,401.  During  this  same 
period,  the  estimated  number  of  patients  served  in  the  centers  was  675,620.  Thus, 
the  overall  average  estimated  cost  per  person  served  was  $205. 
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On  a national  level  we  do  not  have  comparable  information.  However,  data 
reported  in  the  1973  Statistical  Abstract  of  the  United  States  indicate  that  the 
national  per  capita  cost  for  services  which  are  most  comparable  to  those  delivered 
in  neighborhood  health  centers  is  $187.  This  represents  per  capita  medical  ex- 
penditures for  the  total  U.S.  population.  It  is  not  directly  comparable  to  the  aver- 
age expenditure  per  i)erson  receiving  services  shown  ($205)  for  neighborhood 
health  centers.  A strictly  comparable  average  could  be  estimated  only  if  one 
identified  the  total  number  of  citizens  actually  receiving  services  and  divided  the 
number  into  the  total  expenditures  . 

Mr.  Flood.  Is  the  cost  per  person  going  up  in  1975,  or  is  it  decreasing? 

Mr.  Buzzell.  As  an  objective,  as  a goal,  it  will  decrease. 

Mr.  Flood.  That’s  great. 

Mr.  Buzzell.  Your  question  was:  Is  it  going  to  or  not?  My  prog- 
nosis is  that  it  will  decline,  because  that  is  a major  initiative  of  ours. 
Once  again,  we  want  to  expand  services. 

FAMILY  HEALTH  CENTERS 

Mr.  Flood.  Now  on  the  family  health  centers,  your  justification  is 
quite  a document.  You  state  that  you  have  finalized  their  benefit  pack- 
ages and  have  started  enrollment  activity. 

That  sounds  like  a health  maintenance  organization.  Are  these 
things  in  effect  HMOs,  or  what  ? 

Mr.  Buzzell.  A number  of  the  family  health  centers  are  converting 
or  will  convert  to  become  HMOs.  During  the  next  fiscal  year,  we  esti- 
mate that  perhaps  three  will  convert. 

Mr.  Flood.  It  seems  from  what  you  say  in  your  justifications  that 
many  aspects,  certainly  some  aspects  of  this  program  overlap  the 
HMO  program.  What  about  that  ? 

Mr.  Buzzell.  I think  some  aspects  of  this  program  fit  in  well  with  the 
HMO  concept — simply  the  notion  of  these  people’s  receiving  their  serv- 
ices on  a prepaid  or  capitation  basis.  In  family  health  centers,  the 
program  intent  was  to  test  the  feasibility  of  providing  prepaid  serv- 
ices to  low-income  populations  in  both  rural  and  urban  underserved 
areas. 

There  is  quite  a bit  of  interest  on  the  part  of  the  family  health 
centers,  neighborhood  health  centers,  and  the  OEO-initiated  networks 
that  we  have,  to  convert  over  or  at  least  to  be  in  part  an  HMO.  We 
may  use  HMO  legislation  and  funds  to  assist  these  projects. 

HMO  FUNDS 

Mr.  Flood.  Will  HMO  funds,  especially  the  part  marked  for  what 
you  call  “nonmetropolitan  areas,”  be  used  to  support  the  rural  family 
health  centers  ? 

Mr.  Buzzell.  Yes ; in  some  instances. 

Mr.  Flood.  If  that  HMO  money  is  available  to  support  the  family 
health  centers,  why  is  it  necessary  to  provide  separate  funds  for  these 
activities  in  the  family  health  centers  ? Which  came  first,  the  chicken 
or  the  egg  ? 

Mr.  Buzzell.  Let  me  use  an  example — Mr.  Obey’s  Marshfield  or 
our  Marshfield  Clinic.  That  clinic  is  in  fact,  at  least  in  part,  an  HMO 
now.  It  does  not  fit  the  legislative  definition  of  an  ILNIO,  but  for  all 
practical  purposes  it  is  in  part  an  HMO.  It  is  also  a family  health 
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center,  and  funds  are  used  to  pay  for  a portion  of  the  service  delivery 
charges.  This  will  no  be  the  case  in  an  HMO. 

I ought  to  clarify  one  thing  for  the  record,  and  that  is  that  the  HMO 
program  money  that  we  requested  a month  ago  when  we  were  here  in 
connection  with  the  supplemental  request  and  in  the  1975  budget  re- 
quest will  not  be  utilized  for  the  family  health  centers  or  neighbor- 
hood health  centers.  However,  these  centers  may  be  converting  to  the 
HMO  provider  arrangement  or  the  HMO  concept. 

Mr.  Flood.  But  does  the  Federal  Government  pay  the  entire 
monthly  premium  cost  in  a deal  like  that  ? 

Mr.  Buzzell.  Not  the  entire  monthly  premium  cost,  no,  but  we  have 
paid  in  fact  a portion  of  the  capitation. 

Mr.  Flood.  How  many  of  the  participants  pay  even  a part  of  the 
monthly  premium  ? 

ENROLLEE  CATEGORIES 

Dr.  Batalden.  In  the  family  health  center  program,  there  are  three 
categories  of  enrollees. 

Mr.  Flood.  That  is  a good  way  to  begin. 

Dr.  Batalden.  The  first  category  is  the  person  who  can  pay  for 
services  by  virtue  of  some  existing  entitlement — ^medicaid,  medicare, 
. or  private  insurance. 

The  second  category  is  those  who  can  pay  for  the  full  premium 
themselves  without  the  benefit  of  any  type  of  insurance  coverage. 

The  third  category  of  enrollees  are  those  who  cannot  themselves  pay 
and  for  whom  there  is  no  existing  insurance  or  entitlement. 

It  is  for  the  category  three  enrolees  that  the  family  health  center 
grant  funds  go  to  provide  payment  for  the  costs  of  services. 

HOSPITALIZATION 

Mr.  Flood.  How  do  the  family  health  centers  arrange  for 
hospitalization  ? 

Dr.  Batalden.  Through  a variety  of  ways  that  have  been  really 
fairly  creative.  The  family  health  center  in  Georgetown,  for  example, 
has  an  arrangement  with  a neighboring  hospital  that  they  were  able  to 
work  out  because  they  picked  up  a lot  of  the  drop-in  care  the  hospital 
ordinarily  would  have  had  to  provide. 

In  the  c^  of  the  Marshfield  family  health  center,  we  extended  to 
them  a waiver  that  would  allow  them  to  pick  up  the  cost  of  hospital 
care  because  we  were  interested  in  examining  just  how  this  waiver 
might  influence  their  ability  to  market  the  package  to  the  population 
they  were  trying  to  serve. 

Mr.  Buzzell.  Generally  it  is  a very  difficult  thing  for  them  to  do. 

No.  1,  they  do  not  have  the  funds  to  pay  for  hospitalization. 

Mr.  Flood.  That  is  the  understatement  of  the  morning. 

Mr.  Buzzell.  That  is  correct.  Generally,  it  is  very  difficult  for  them 
to  do. 

The  best  example  I have,  I think,  is  the  migrant  health  program. 
We  do  not  have  a mechanism  in  terms  of  providing  hospitalized  care 
for  migrants.  When  a migrant  goes  to  a migrant  health  center  and 
requires  hospitalization,  then  the  project  director  has  the  very  chal- 
lenging job  of  finding  an  institution  that  can  in  fact  take  this  patient. 
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Generally  speaking,  the  State  or  the  local  community  has  carried 
that  burden  in  a community  hospital.  They  may  be  entitled  to  medicaid 
or  medicare,  or  they  may  have  some  other  form  of  health  insurance. 
If  that  is  the  case,  in  fact  it  is  our  job  in  these  projects  to  help  them 
get  the  nece^ary  hospitalization  and  arrange  for  the  fiscal  agent  to 
cover  them.  But  it  is  a problem. 

PROGRAM  CXX)RDINATIOX 

Mr.  Flood.  On  maternal  and  child  health,  tell  us  how  the  activities 
of  the  maternal  and  child  health  program  targeted  to  low-income  fami- 
lies are  coordinated  with  the  activity  of  the  neighborhood  health  cen- 
ters and  family  health  centers,  which  of  course  are  also  targeted  to  the 
low-income  families. 

Mr.  Buzzell.  The  answer  really  is  that  we  do  not.  We  operate  sepa- 
rate programs  here.  The  maternal  and  child  health  program  for  a 
couple  of  key  reasons  is  not  closely  coordinated  with  the  neighborhood 
health  centers. 

First  of  all,  it  has  become  a State  program,  so  it  is  being  managed 
through  the  States. 

Second,  the  kind  of  services  and  the  target  population  with  which 
they  are  dealing  in  the  maternal  and  child  health  area  are  somewhat 
different  from  the  neighborhood  health  center. 

Mr.  Flood.  The  immunization  programs  are  supported  under  the 
maternal  and  child  health  program.  Do  they  overlap  or  do  they  com- 
plement the  immunization  activities  of  the  Center  for  Disease  Control 
that  we  were  talking  about  before  ? 

Dr.  Batalden-.  Most  of  the  immuniztaion  activities  are  coordinated 
through  the  regional  offices  and  at  the  local  level  in  conjunction  with 
the  local  health  department.  They  are  not  initiated  autonomously  for 
the  population  groups.  They  are  done  in  concert  with  the  local  health 
department. 

Mr.  Buzzell.  Again,  the  answer  is,  there  is  essentially  no  coordina- 
tion with  the  Center  for  Disease  Control.  It  is  an  independent  program 
through  the  local  health  department,  essentially. 

Dr.  Batalden.  I think  the  coordination  comes  through  the  role  that 
the  Center  for  Disease  Control  plays  with  the  State  and  local  health 
departments.  The  Center  for  Disease  Control  has  an  extensive  pro- 
gram that  supports  the  development  of  these  immunization  programs 
through  the  State  and  local  health  departments.  It  is  through  these 
local  health  departments,  then,  that  the  effective  coordination  is 
achieved  at  the  community  level. 

AUTISTIC  CHILDREN 

Mr.  Flood.  You  also  spoke  in  your  statement  about  research  train- 
ing. Your  justifications  place  a great  deal  of  emphasis  on  training  per- 
sonnel to  work  with  the  mentally  retarded  children.  Does  this  training 
include  the  autistic  children,  too? 

Mr.  Buzzell.  Yes,  it  does. 

Mr.  Flood.  Can  you  elaborate  on  some  of  the  projects  that  you  are 
currently  supporting  in  the  area  ? 


8i4 


Mr.  Buzzell.  Yes.  Again,  I will  ask  Paul  to  expand  on  this.  We 
are  supporting  20  university-affiliated  centers  for  the  mentally  re- 
tarded. As  you  indicated,  Mr.  Chairman,  the  basic  purpose  is  to  pro- 
vide services  to  the  mentally  retarded  and  multiply  handicapped. 

In  addition  to  that,  we  will  be  continuing  to  provide  nurse  practi- 
tioner and  physician  assistant  training  programs  through  this 
activity. 

Mr.  Flood.  How  many  pediatric  nurses  and  physician  assistants  do 
you  produce  in  this  program  on  an  annual  basis  ? 

Mr.  Buzzell.  In  this  fiscal  year,  we  estimate  150  health  personnel 
will  receive  training  in  areas  like  nurse  midwifery,  pediatric  nursing, 
physician  assistance. 

Mr.  Flood.  That  is  great,  but  are  you  meeting  the\demand  for  this 
type  of  personnel? 

Mr.  Buzzell.  The  answer  is,  ‘‘No,”  but  this  kind  of  training  is  going 
on  under  a number  of  other  programs  as  well. 

FAMILY  PLANNING 

Mr.  Flood.  On  the  family  planning  program,  in  the  budget  justifica- 
tion, again,  you  say,  “Continuing  efforts  are  being  made  to  integrate 
family  planning  projects  within  existing  health  systems.” 

Can  you  explain  to  the  committee  how  you  are  going  about  this 
integration  ? 

Mr.  Buzzell.  Either  Dr.  Batalden  or  Carl  Shultz  could  answer  that. 

This  would  be  a good  opportunity  to  introduce  Dr.  Shultz  to  you, 
Mr.  Chairman. 

Carl,  do  you  want  to  speak  to  that  point,  and  then  Paul  will  elaborate 
on  it. 

Dr.  Shultz.  Mr.  Flood,  as  you  are  aware,  essentially  most  family 
planning  services  that  are  delivered  through  organized  planning  are 
delivered  through  freestanding  family  planning  clinics  and  facilities. 
However,  we  feel  in  order  to  expand  the  program  satisfactorily,  it  is 
necessary  to  increase  the  services  through  other  health  service  care 
delivery  mechanisms,  such  as  hospitals  and  neighborhood  health  cen- 
ters or  family  health  centers  or  any  other  health  provider  in  the 
community. 

This,  of  course,  includes  private  physicians.  We  work  with  private 
physicians  as  well  to  encourage  them  to  provide  family  planning 
services. 

Basically,  our  objective  is  to  expand  the  program  most  economically, 
and  one  of  the  ways  is  through  the  mechanism  of  using  existing  health 
care  facilities. 

Mr.  Flood.  Does  integration  mean  the  end  of  the  freestanding  fam- 
ily planning  projects  that  we  have  ? 

Dr.  Shultz.  No,  sir. 

Mr.  Buzzell.  As  you  know,  Mr.  Chairman,  if  we  have  a large  num- 
ber of  very  small  categorically  defined  clinics — ^that  is,  they  only  pro- 
vide a few  services  while  incurring  all  the  attendant  overhead  and  ad- 
ministrative costs — we  end  up  not  providing  as  much  direct  service  as 
we  would  like  to.  We  are  doing  some  consolidation  of  small  projects. 
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THIRD-PARTY  PAYMENTS 

Mr.  Flood.  Whsit  success,  if  any,  have  the  familj^  planning  projects 
experienced  in  collecting  from  third  parties?  For  instance,  medicaid. 

Dr.  Shultz.  They  have  had  considerable  success.  It  is  estimated  that 
in  this  fiscal  year  we  shall  obtain  approximately  20  percent  of  the  cost 
of  organized  programs  from  third-party  payers. 

Mr.  Buzzell.  Let  me  make  one  point  in  that  regard.  I am  afraid 
the  chairman’s  question  is : Why  didn’t  you  cut  this  one  when  you  cut 
the  neighborhood  health  centers  $5  million  ? 

Our  information  on  third-party  collectables  in  the  family  planning 
area  is  not  as  solid  or  as  dependable  as  it  is  in  the  neighborhood  health 
centers.  We  would  like  to  achieve  the  20  percent,  and  we  think  there  is 
the  potential  there,  but  we  have  not  demonstrated  conclusively  yet  that 
we  can  do  it. 

In  the  neighborhood  health  centers,  we  have.  So,  we  have  some 
homework  to  do  in  that  regard. 

Dr.  Shultz.  This  is  really  a report  based  on  our  regional  program 
directors  working  with  the  States.  I perhaps  have  more  confidence  in 
it  than  Mr.  Buzzell  does.  I feel  very  confident  we  are  achieving  in  this 
fiscal  year  at  that  level,  and  in  the  coming  fiscal  year  we  predict  we 
will  be  able  to  achieve  an  even  higher  level,  because  the  motivation  is 
very  strong. 

We  have  the  Social  Security  Act,  titles  XIX  and  IV-A,  and  a special 
provision  of  90-percent  Federal  matching  which  act  as  a special  incen- 
tive to  the  States  and  other  areas  to  get  this  third-party  reimburse- 
ment. Congress  has  acted  in  such  a manner  as  to  provide  this  incentive 
and,  therefore,  I think  we  can  expect  to  move  ahead  rather  directly 
in  the  area  of  family  planning  and  obtaining  a very  high  level  of 
reimbursement. 

The  eligibility  is  somewhat  greater  here. 

Mr.  Buzzell.  My  point  is  that  the  regulations  are  not  out  yet  in 
terms  of  the  90-10  match  and  the  results  are  not  in  at  all.  I believe 
we  will  achieve  that.  The  fact  is  that  we  have  not  done  it  yet.  At 
least,  we  are  not  collecting  data  that  we  can  validate  which  says  we  are 
in  fact  collecting  20  percent. 

I think  Carl  is  right,  the  potential  is  good,  and  we  need  to  focus  on 
that,  but  meanwhile  we  are  going  to  have  to  move  with  some  caution 
in  terms  of  direct  grant  money  in  the  family  planning  area. 

FAMILY  PLANNING  TRAINING 

Mr.  Flood.  You  also  have  in  the  budget  a request  for  training  activi- 
ties. Let  me  quote  again  from  your  justification : 

To  promote  the  skills  and  knowledge  necessary  to  in^sure  that  all  family  plan- 
ning staff  have  the  skills  necessary  to  successfully  provide  voluntary  family 
planning  services. 

Is  that  available  to  the  staffs  of  the  neighborhood  health  centers, 
family  planning  centers,  and  MCH  centers  ? Are  they  all  in  on  that  ? 

Mr.  Buzzell.  Xo.  This  is  just  the  family  planning  services  area. 

I think  it  is  terribly  important  that  we  provide  a substantial  amount 
of  training  in  the  family  planning  area  because,  as  you  know,  we  get 
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into  some  very  sensitive  areas  in  terms  of  sterilization,  abortion,  and  a 
number  of  other  things.  We  get  into  some  very  sensitive  areas  in  terms 
of  the  kinds  of  data  that  we  will  distribute,  the  kinds  of  pamphlets 
that  we  will  provide  to  the  enrollees. 

As  a consequence,  I think  it  important  that  our  people  thoroughly 
understand  what  they  are  supposed  to  be  doing.  It  is  a very  sensitive 
area.  I think  training  in  that  area  particularly  is  important. 

This  training  activity  that  you  refer  to,  Mr.  Chairman,  is  in  the 
family  planning  services  area. 

UNIT  COST  OF  DELIVERING  FAMILY  PLANNING  SERVICES 

Mr.  Flood.  In  your  justifications  you  talk  about  reducing  unit  costs. 
What  is  the  current  unit  cost,  and  what  do  you  expect  the  unit  cost  to 
be  in  fiscal  year  1975  ? 

Mr.  Buzzell.  I shall  defer  to  Dr.  Batalden  and  Dr.  Shultz.  I would 
expect  the  answer  will  be  that  we  are  not  sure. 

Go  ahead. 

Dr.  Shultz.  We  are  carrying  out  <an  effort  at  the  moment  to  deter- 
mine what  will  be  a good  estimate  of  what  the  levels  will  be.  However, 
on  the  basis  of  information  which  we  have,  we  are  able  to  estimate  that 
we  have  been  able  to  accomplish  certain  per  capita  reductions  through 
the  consolidation  effort  because  we  have  indications  that  larger  proj- 
ects provide  services  at  a lower  unit  cost. 

An  earlier  estimate  was  around  $60  to  $65  per  capita  per  annum  as 
being  the  family  planning  services  cost.  We  now  estimate  it  will  be 
closer  to  $55  to  $60  per  individual  per  annum  for  a comprehensive  set 
of  services. 

Mr.  Buzzell.  What  we  are  saying,  I think,  if  I understand  Dr. 
Shliltz,  is  that  per  patient  served,  our  costs  are  running,  we  think, 
approximately  $60  per  patient. 

Dr.  Shultz.  And  we  anticipate  some  reduction. 

DATA  SYSTEMS 

Mr.  Flood.  This  one  is  always  a can  of  worms.  All  through  this  budg- 
et justification  you  have  reference  to  the  development  of  the  data  sys- 
tems and  third-party  billing  systems.  Are  we  to  interpret  this  as  one 
coordinated  effort?  Are  you  making  one  major  effort  to  serve  all  the 
programs  under  this  appropriation,  or  is  each  program  going  its  sepa- 
rate way  on  this  thing  ? 

Mr.  Buzzell.  In  the  Department  we  have  a very  high  priority  in 
terms  of  data  systems,  third-party  reimbursements  and  improved  finan- 
cial management  systems  in  these  projects.  That  is  all-inclusive  in  terms 
of  the  programs  that  are  covered  by  Dr.  Batalden’s  Bureau  of  Com- 
munity Health  Services. 

Mr.  Flood.  Is  this  a coordinated  effort  to  develop  a billing  system, 
or  what  are  you  doing  ? 

Mr.  Buzzell.  It  is  a coordinated  effort  between  our  regional  per- 
sonnel and  our  central  office  personnel  and  the  project  grant  per- 
sonnel to  assist  the  projects  to  put  in  the  kind  of  billing  system  and  the 
kind  of  management  system  they  need  in  order  to  get  the  funds  they 
are  entitled  to,  the  purpose  being  to  expand  the  services  in  each  of  the 
projects. 
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It  goes  across  all  our  programs  in  the  Bureau  of  Community  Health 
Services  as  well  as  the  programs  in  the  sister  agencies. 

MIGRANT  HEALTH 

Mr.  Flood.  You  spoke  about  the  migrant  health  program.  In  1974, 
you  had  $23.7  million.  In  1975,  you  have  $24  million.  You  are  going 
up  $250,000. 

In  your  budget  justification  you  state  that  the  migrant  health  proj- 
ects will  improve  access  to  quality  health  services  for  migrant  workers 
and  their  famdies. 

How  are  }^ou  going  to  increase  access  under  that  budget? 

Mr.  Buzzell.  To  be  honest,  it  is  going  to  a very  difficult.  The  third- 
party  reimbursement  mechanism — medicare,  medicaid — does  not  serve 
the  migrants  and  our  budget  request-  for  increasing  grants,  as  we  indi- 
cated, is  very  nominal. 

As  a consequence,  the  only  way  we  are  going  to  be  able  to  expand 
our  services  in  terms  of  serving  migrants  is  through  becoming  more  ef- 
fective or  more  efficient  in  the  migrant  projects. 

Mr.  Flood.  That  is  an  increase  of  $250,000.  Are  you  going  to  use 
that  in  the  migrant  worker  field  to  improve  care  to  those  working  in  the 
low-impact  area  ? 

Mr.  Buzzell.  Low-impact  area  ? 

Mr.  Flood.  That  is  less  than  6,000  migrants. 

Mr.  Buzzell.  Exactly. 

Mr.  Flood.  How  are  you  going  to  accomplish  that  ? 

Dr.  Batalden.  The  main  way  we  are  going  to  do  that,  with  addi- 
tional funds,  is  to  work  with  existing  hospital  outpatient  departments 
and  with  existing  clinics  in  those  areas  to  pay  for  services  for  migrant 
farm  workers  and  their  families. 

We  recognze  it  is  not  a large  additional  sum  of  money,  but  we  also 
recognize  that  our  main  problem  in  terms  of  coverage  for  migrant 
health  services  is  in  the  low-impact  areas.  We  have  migrant  health 
services  available  in  the  high-impact  areas  of  the  country ; that  is,  those 
areas  that  have  more  than  6,000  migrant  farmworkers. 

Mr.  Buzzell.  The  fact  is,  we  are  not  going  to  do  it  with  grant  money. 
However,  we  do  have  some  hope  that  the  State  medicaid  agencies  will 
entitle  many  of  these  migrants  to  medicaid  coverage.  The  reasons  they 
are  not  covered  now  are,  generally  speaking,  administrative-type 
reasons.  They  are  going  from  one  section  of  the  country  to  another. 

Mr.  Flood.  Are  you  improving  the  health  status  of  migrants  relative 
to  that  of  the  general  population  ? 

Mr.  Buzzell.  Yes,  we  are,  but  I would  say  in  the  migrant  area  we 
have  the  furthest  to  go.  As  a population  group,  the  health  status  is  the 
worst  of  any  of  our  population  groups. 

fiscal  management  problems 

Mr.  Flood.  Again,  in  your  justification  material  you  state  tnai  a 
team  of  experts  identified  fiscal  management  problems  in  the  13  largest 
migrant  projects  that  you  have.  Can  you  tell  us  what  problems  the  ex- 
perts have  found  and  what  you  are  going  to  do  about  these  problems? 

Dr.  Batalden.  Yes.  There  are  a number  of  specific  problems  in 
successful  third-party  reimbursement.  They  range  all  the  way  from 
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whether  in  fact  the  individual  project  is  recognized  as  a provider  of 
services  by  the  State  medicaid  program ; second,  whether  the  services 
that  the  individual  center  provides  are  in  fact  reimbursable;  third, 
whether  the  patient  who  is  being  served  is  eligible  to  receive  services ; 
fourth,  whether  the  rates  at  which  they  are  able  to  bill  are  equivalent  to 
the  costs  they  experience  in  providing  services ; and,  fifth,  whether  the 
billing  is  actually  made. 

The  problems  we  run  into  as  we  look  at  each  one  of  these  centers 
is  that  there  are  a host  of  little  things  that  make  the  difference — 
whether  in  fact  there  has  been  sufficient  follow-through  with  the 
State  medicaid  agency  as  to  the  provider  status  of  the  clinic ; whether 
an  efficient  billing  clerk  has  been  employed  and  has  repsonsibility  for 
determining  whether  in  fact  the  individual  has  entitlement  to  those 
funds;  and  whether  in  fact  the  bill  is  sent  and  whether  records  are 
kept. 

In  these  areas,  we  have  been  most  effective  in  both  identifying  the 
problem  and  working  with  the  individual  projects  to  address  the 
problem. 

Mr.  Flood.  I have  several  questions  that  my  colleague  Mr.  McFall, 
the  distinguished  gentleman  from  California,  has  asked  me  to  have 
you  answer  for  the  record.  Please  do  so  at  this  point. 

[The  information  follows :] 

MIGRANT  HEALTH  PROJECT 

Question.  Please  provide  a list  of  the  103  migrant  health  projects  which  are 
being  supported,  with  the  dollars  allocated  to  each  one  in  fiscal  year  1974. 

Answer.  See  table  below.  Ninety-eight  projects  are  listed  on  the  table.  Con- 
solidations and  mergers  have  taken  place  since  the  figure  of  103  projects  was 
used  in  the  budget  narrative. 

Question.  Please  provide  for  each  of  the  103  projects  the  number  of  physicians 
encounters  in  the  most  recent  grant  year  and  the  cost  per  encounter. 

Answer.  Data  on  the  number  of  physician  encounters  per  project  are  presented 
in  the  table  below.  These  data  were  collected  for  the  calendar  year  1972  and 
are  the  most  recent  data  available.  For  those  projects  v/hich  v/ere  not  opera- 
tional during  calendar  year  19(72,  there  are  no  data  available  on  physician 
encounters.  The  reporting  requirements  of  the  projects  did  not  lend  themselves 
to  analysis  of  the  data  to  refiect  cost  per  encounter.  The  migrant  health  program 
is  currently  implementing  cost  accounting  and  national  reporting  systems  which 
will  yield  data  on  the  cost  per  encounter. 

Question.  How  many  projects  provide  care  in  the  evening;  in  other  words, 
outside  regular  working  hours?  Do  you  encourage  this? 

Answer.  The  migrant  health  program  has  continued  to  stress  the  need  to 
provide  care  in  the  evening  in  order  to  make  services  accessible  to  migrants. 
Sixty- three  projects  provide  care  in  the  evening.  See  table  below. 

Question.  How  many  of  the  migrant  health  projects  provied  care  at  more 
than  one  site  or  provide  care  through  mobile  clinics  to  make  care  more  accessible  ? 

Answer.  Forty-seven  projects  provide  care  at  more  than  one  site.  Ten  projects 
provide  care  through  mobile  clinics.  See  table  below. 


New  England  Farm  Workers  Counell  Springfield,  Mass.  $145,050  X N/A 

Shade  Tob£',co  Growers  Assn.  Windsor,  Conn.  145,050  X 2,221 
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Community  Health  of  South  Dade,  Inc.  Miami,  Fla.  843,000  X X 13,906 

Avon-Park-Frostproof-Wauchula  Community  Frostproof,  Fla.  223,586  X . N/A 

Development  Corp. 

West  Orange  Farm  Workers  Health  Assn.  Apopka,  Fla.  161,508*  X N/A 


EsLiiiiaLcd 

CrontCG  Location  Obligations  Multi-  Mobile  Evening  Dental 

EY  1974 Si  te Clinics Hours  Services 


90 


.n  < iH  -i;  ^ <1:  <tj 

-T  ^ 

G^  o pi; 


O vO  lTj  *<0  vO  ON  c^l  C^I  C^l  o rn 

m-<rr-<mOfHvocOiHcn;i^r^rHr-< 


O oj  iH 
CO  <1^  oT  CO  10 

ro  ^ CO  vO 


x>;x>^x:xx:><;xxx><5  x x x x x x xxx  xx  xxxxx 


xxx><;xxxxxxxx  xxx  x x 


X XX 


X 


X 


X 


xx><;xxxxxxxx  x x x xxx 


r^LOOr-vOOOOOOOm 

uOr^OC-JWOOOOOOLO 

cTiOLOC'imooLnooocM 

oroou'^OOCNinmoOiri 
cN•cclJ^c•^ool^^^oOL^lo^u-)oo 
C-JiHnSOiHiHiH  «<r  cn 


0\r^^  'a-00O000\.H'a-';I-v0CM'5^Ou~i^<N00 

or;  0OiHcNcri-<j-rocNcriCNicr.iPr^CTiS*^‘^ 

<i-r^cc/  oo»i  cNtHr^ror^r^cN<-i— 


CO  m o fsi  m 


rOuOvOVDCXD'a-CvCuiO-'-’rH-sJ-'^l^'a- 
■ - oo^oooot^“'-d-o'^<^o 

tH  CO  <r  <r  <N 


■H  M • O ^ 

O G C -H  O 

. C O C ^ -H 

■X  -H  O *H  O S 


oj 

X 

o 

W H 


QJ  X 

H a ■ 

X • S H 

ij  X w o 

•H  O G X " 

O H X <U 
0)  ->  <H 

O ~ H W >-l 


>,  O 
■w  X 
•H  O 


X "rl 
0)  3 
£h  O 
X 


rt 


•H  -H  O 4-1  Vi  O 

■a  to  •(-(  3 o o 


fO  X CJ  o 


U H M CO  O 


•H  > 
ch  4-1 
U-i  Vi 
•H  n; 
H PC 


ViCiHViOOd-HO 

O'HrHU 


CiC-HCOVi4-)t043ViCi-l'- 

ciarHOi-4raocoaJn;rjcjo 

XC/0<OCCXCJhOXXCO«X 


o o 
G 0 

O hJ 


C G 
nj  Gi 
C/3  C 


O 3 

a 

c M 

•H  O 

v:  cj 


r-l  d 
rj  n 
rj  to 


0 3 3 0) 

d O U X X • 


O M C -iH 

•H  00 

to  “ -H  d 

0)  03  Cij  3 

oS  (U  0)  o 


d 0)  o 
3 G ca 
d ca 


o )-4  o CxO 


G S4  -rt  C 


a.  uj  c o tn 


G cQ  o K ca 


•M  G -H  ca 
now 
S G w -H 

O -MO 

O G 


O G X 
H *-> 
X d 


d 3 cj 
3 o 

O C3  M 


a,  -H 

0)  G 
G CJ 

G G 


M d d O O 3 n 
O to  O G -H  O O 


p,  „ e . G 
3 d 3 G t: 

G O d d 3 

•H  to  O O 

G 4->  O CJ  ^ 


G 


3 


d 3 o o,  3 o d 


•H  3 
G O - 
3 0 3 


•H  3 3 3 G 


d G O 
•H  - 0 
G X 'C 


G d 
O 3 
O O 
G 

•H  G 


COG  d G 3 


O d P.  G 


d o d o to ; 


G 3 G 
*H  X 3 
0 3 3 


00  3 O G 


G 3 g 
.J  » CJ 
d X . 

O d o 

d § =3 

3 O o 


a d > ij 


o 0 o to  X 3 I 
•d  G 3 to  I 3 0 


G O O 3 0)  G to  cO  3 


N r,  G 

d ■‘-1 
0 0 3 

000 


G d 3 
,X  3 <d  o 
O G ca  ca 


[i  G d 3 


i 


Vll  Delmo  Housing  Corp  Lilbourn,  Missouri  81,605*  X X K/A 

Nebraska  State  Health  Dept.  Lincoln,  Nebraska  115,903  X XX  3,050 
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Question.  How  many  of  the  103  projects  offer  dental  services?  How  many  more 
of  the  projects  are  capable  of  offering  dental  services  but  are  not  doing  so?  If 
the  capability  for  providing  dental  care  exists  in  other  projects,  why  is  this 
type  of  care  not  being  provided? 

Answer,  Sixty-two  projects  offer  dental  services.  In  most  cases,  the  dental 
services  offered  are  of  a limited  nature  (i.e.,  emergency  care  for  relief  of  pain). 
All  of  the  migrant  health  projects  have  the  capability  to  offer  dental  services. 
Within  the  grant  funds  made  available  to  a project,  the  project's  policy  board 
has  the  prerogative  to  determine  health  care  priorities.  In  the  case  of  those  proj- 
ects which  do  not  offer  dental  services,  their  policy  boards  have  not  determined 
dental  care  to  be  a priority  for  expenditure  of  grant  funds  available  to  their 
projects. 

Question.  Do  you  regard  accessibility  of  medical  care  to  be  a major  objective 
of  the  migrant  health  program  ? 

Answer.  Yes.  In  order  to  be  maximally  effective  in  reaching  migrant  workers 
and  families  with  health  services,  we  have  focused  special  attention  on  the  main- 
tenance of  projects  in  areas  where  a significant  number  of  migrants  reside  for  a 
significant  period  of  time.  In  addition  to  geographic  accessibility,  the  problem 
is  also  addressed  by  program  regulations  which  require  “that  all  project  ele- 
ments will  be  provided  in  a manner  calculated  to  preserve  human  dignity  and 
to  maximize  acceptability  and  utilization  of  services.” 

Question.  Do  you  have  a method  for  measuring  and  comparing  the  cost  effec- 
tiveness of  the  migrant  health  projects?  If  so,  please  describe  it. 

Answer.  Xo.  The  migrant  health  program  is  currently  implementing  cost  ac- 
counting and  national  reporting  systems  in  migrant  health  projects.  When  these 
systems  are  in  place,  analysis  of  project  utilization  and  cost  data  can  be  made  to 
determine  functional  project  costs  and  allow  for  comparison  of  these  costs  among 
migrant  health  projects. 

Question.  What  is  your  policy  on  supporting  with  grant  funds  the  cost  of  a 
medically  equipped  mobile  van  which  would  give  the  migrant  worker  greater 
accessibility  to  services? 

Answer.  Our  policy  is  to  view  mobile  vans  as  a sometimes  useful  for  adjunct  to 
the  service  delivery  capacity  of  fixed  location  facilities.  The  use  of  mobile  fa- 
cilities involves  certain  considerations. 

Their  effective  function  requires  good  working  relationships  between  the  staffs 
of  the  mobile  units  and  of  the  local  practitioners  and  governmental  oflBcials. 

Most  experience  indicates  that  it  is  faster  (time  saving)  and  more  efficient  to 
move  staff  in  modern,  rapid  automobiles  or  airplanes  to  a local  health  facility 
rather  than  hamper  travel  by  the  cumbersome,  slow  moving  trailer  unit.  Much 
valuable  professional  time  is  lost  in  transiting  the  mobile  unit.  Supplies  are  diffi- 
cult to  manage  logistically  and  inclement  weather  adversely  affects  the  mobility 
of  units,  particularly  during  winter  months  in  mountainous  terrain.  The  mobile 
unit  concept  presupposes  adequate  electric  power  for  necessary  dental  or  medi- 
cal equipment,  adequate  sewage  disposal  and  water  supply  and  appropriate  loca- 
tion within  the  community.  These  concerns  seem  more  easily  met  with  the  in 
locus  facility. 

Few  mobile  clinic  purchasers  envision  the  necessity  of  eventually  replacing 
the  unit  and  few  mobile  clinic  trailers  have  an  expected  life  of  more  than  5 
years.  This  adds  a considerable  amount  to  the  yearly  medical  care  cost.  A 
$20,000  (small)  mobile  unit  would  add  a cost  of  $4,000  per  year,  for  the  5-year 
period  of  its  usable  life,  to  the  basic  cost  of  services  and  supplies.  A further 
added  cost  in  sums  spent  for  in  locus  facilities  would  cover  much  more  than  rent 
only. 

The  nature  of  mobile  units  requires  compactness  and  close  spacing  of  services. 
In  very  few  clinic  arrangements  is  the  necessity  for  waiting  room  space  and 
dressing-undressing  space  recognized.  This  waiting  room  space  would  be  nearly 
essential  for  conducting  general  practice  activities. 

Mobile  units  which  proved  successful  have  some  characteristics  in  common  : 

(a)  Services  are  generally  limited  or  cat^orical  rather  than  broad  in  nature 
(e.g.,  TB,  VD,  library,  laboratory,  etc.) 

(b)  Technicians  and  other  less  skilled  personnel  (paraprofessionals)  are 
most  commonly  found  manning  mobile  units.  Highly  trained  health  professionals 
prefer  more  stable  surroundings  in  which  to  conduct  their  practices. 

(o)  Purchase  of  motor  vehicle  (truck)  capable  of  hauling  this  mobile  unit 
without  harm  to  its  vital  working  parts  is  an  essential  element  to  success.  Normal 
production  vehicles  do  not  have  this  capability. 
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(d)  Self-contained  power  units  for  air-conditioning  in  summer  and  heating 
during  the  winter  expand  the  clinic’s  usability. 

(e)  Waiting  room  space  adjacent  to  the  mobile  unit  location  also  must  be 
covered,  air-conditioned,  heated,  and  convenient  to  the  mobile  unit  site. 

Question.  Has  there  been  an  evaluation  by  an  outside  group  of  the  migrant 
health  program?  Please  provide  a copy  of  the  evaluation  report  to  the  committee 
and  provide  a summary  of  the  findings  for  the  record. 

Answer.  The  most  current  evaluation  of  migrant  health  activities  was  com- 
missioned through  contract  by  the  Oflace  of  Secretary,  HEW.  Enclosed  is 
a 30-i)age  summary  of  the  final  report.  The  contractor  was  Commimity  Change, 
Inc.,  Sausalito,  Calif. 


95 


SUMMARY  OF  THE  FINAL  REPORT: 

EVALUATION,  DESIGN  AND 
ANALYSIS  OF  MIGRANT  HEALTH 
DELIVERY  SYSTEMS 


I.  INTRODUCTION 

A.  Summary 

The  purpose  of  this  study  vas  to  ’’provide:  Ca)  a description  of_ 

the  effectiveness  of  the  allocation  of  resources;  (b)  an  analysis 
of  alternative  models  of  health  delivery  systems  for  migrants 
v/ith  indications  as  to  which  systems  are  most  effective  and  feasible.” 
The  department  phrased  the  problem  in  terms  of  a "basic  question”  of 
policy  and  resource  allocation,  "What  kind  of  delivery  system  can  be 
designed  to  provide  com.prehensive  health  care  services  to  the 
largest  number  of  migrant  farm  workers  and  their  families  within  the 
present  funding  level  and  with  specified  additional  funding?” 

To  answer  the  basic  question.  Community  Change  conducted  a twelve- 
month  study  of  the  Migrant  Health  Program.  The  study  included 
visits  to  23-  federally- funded  migrant  health  projects  in  ten  states, 
to  ten  state  and  regional  offices,  HSMKA  headquarters,  and  to  seven 
other  programs  offering  models  of  migrant  health  care  delivery 
(Final  Report,  pp . 175-178).  In  the  course  of  the  41  site  visits, 

■the  evaluation  staff  interviewed  781  project  staff,  program  adminis- 
trators, other  health  care  providers,  social  service  providers, 
migrant  consumers,  their  advocates  and  elected  public  officials. 

The  study  had  four  parts: 

evaluation  of  Migrant  Health  Projects; 

. evaluation  of  state,  regional  and 
headquarters  administration; 

. projection  of  migrant  health  needs; 

. analysis  of  alternative  models  for 
improving  health  care  delivery. 

B.  Major  Findings 

The  severely-limited  migrant  health  funds  are  being  used  in  an 
inefficient  manner.  They  are  spread  so  thin  (over  so  many  grantees) 
that  they  aie  ineffective  and  and  fail  to  act  as  catalysts  to 
generate  other  resources.  Grants  are  not  concentrated  in  locations 
of  greatest  need.  The  health  care  services  provided  are  fragmented, 
intermittent  and  often  of  minimal  quality.  Grantees  are  predomin- 
antly local  public  health  departments  which  are  inappropriate  in 
terms  of  program  legislative  objectives  (direct  primary  care,  con- 
tinuity of  care,  consumer  participation)  and  particularly  incapable 
of  creating  new  resources  (attracting  new  physician  manpower, 
creating  new  health  care  delivery  mechanisms,  innovating  in  the 
use  of  health  paraprof essionals , maximizing  third-party 
reimbursements) . 
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2 . Maj  or  F.  econimendations 

The  ef  1 ecti ‘/eness  of  the  migrant  health  program  can  be  increased 
jubs tar,  tial  ly  within  the  present  level  of  appropriation  simply  by 
ooncent  ra ti  .ig  program  resources  in  a small  number  of  large,  com- 
sreliensive  projects  located  in  the  areas  of  greatest  need.  This 
'/ill  entail  the  termination  of  most  of  the  existing  grants  (those 
In  low  prio.-ity  areas  or  providing  loA/-prior ity  services)  , and  the 
lystematic  planning  and  technical  support  of  new  grantees  in  high 
.mpact  area;. 

'.'his  retomm  jnded  program  strategy  would  be  easier  to  carry  out  in 
■;he  context  of  expanding  resources  but  can  be  implemented  simply 
v.hrough  the  exercise  of  leadership  and  planning  by  the  existing 
])rogram  administration.  It  will  require  a major  modification  of 
]^rogram  sty,-.e  (previously  highly  personal  and  generally  lacking  , 
a coherant  '".trategy  beyond  merely  distributing  resources  broadly) 
and  a variety  of  difficult  "political"  decisions  related  to 
terminating  grants,  entry  into  priority  areas,  enforcing  minimum 
program  stajadards  and  stimulating  Regional  Office  cooperation. 
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1 1 . THE  MIGRANT  HEALTH  PROBLEM  . . ' 

Migrant  and  seasonal  farm  workers  and  their  families  can  be  found 
throughout  the  country  but  are  concentrated  in  ten  states  harvest- 
ing fruits  and  vegetables.  The  migrants  travel  from  crop  to  crop 
to  obtain  work  while  seasonal  workers  remain  in  a single  area. 

During  periods  of  unemployment,  migrant  workers  live  in  ’'home-base” 
areas  in  Texas,  California,  Florida  and  Mexico. 

Migrant  and  seasonal  workers  both  suffer  from  low  wages,  intermittant 
employment,  lack  of  protective  social  legislation  and  ethnic  and 
racial  descr imination . Migrant  workers  additionally  are  excluded 
from  programs  such  as  welfare  and  medicaid  (Title  XIX)  because  they 
do  not  satisfy  local  residency  requirements. 

In  1970,  there  were  nearly  2-1/2  million  farm  workers  including 
196,000  migrants^.  Of  the  migrants,  65'6  are  under  25  years  of  age 
and  821  are  male.  Less  than  a third  of  the  migrant  workers  are 
heads  of  household.  The  average  migrant  obtained  a total  of  133 
days  work  in -1970  and  earned  an  annual  income  of  $1930.  This  in- 
cludes 88  days  of  farm  work  and  45  days  of  non-farm  employment. 

The  health  problems  of  migrants  and  seasonal  farm  workers  are 
similar  to  other  economically  disadvantaged  sectors  of  the  popula- 
tion but  aggravated  by  legislative  exclusion,  mobility,  and  location 
in  medically  underserved  rural  areas. 

A.  Numbers  and  location  of  migrants 

Department  of  Labor  statistics  show  that  migrant  employment  is 
concentrated  in  ten  states  which,  at  the  peak,  each  have  more 
than  10,000  working  migrants.  (See  Table  I,  page  4.) 

Within  these  states  the  demand  for  migrant  labor  is  highly 
variable  and  subject  to  seasonal  fluctuations.  In  some  states 
such  as  California,  there  is  a continual  demand  for  migrant 
-labor,  ranging  from  a low  of  11,000  in  February  to  a high  of 
55,400  in  September.  In  other  states  such  as  Michigan,  there 
is  no  employment  for  migrants  in  the  months  from  December  to 
March,  but  high  demand  for  migrants  from  June  to  September. 

Employment  statistics  do  not  include  non-working  dependents  of 
migrants  and  fail  to  reflect  the  numbers  of  unemployed  migrants 
in  home-base  settings.  According  to  state  agencies,  the  vast 
majority  of  home-based  migrants  are  concentrated  in  three 
states^.  (See  Table  II,  page  4.) 


Economic  Research  Service,  USDA,  The  Hired  Farm  Working 
Force  of  1970.  : 

Final  Report,  pp.  20-21. 
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TABLE  I 

PEAK  EMPLOYMENT  BY  MONTH  OF  MIGRANT  WORKERS 
AND  Mj\N/MONTHS  OF  SEASONAL  WORK,  1970 

PEAK  MONTHLY  PEAK  MONTH  OF  . MAN/MONTHS  OF  SEASONAL 


S TATE 

EMPLOYMENT 

EMPLOYMENT 

. WORK  (thous 

Califori.ia 

55,400 

. September 

1,356 

M ichigai. 

28,900 

July 

183 

Texas 

19,800 

■ July 

1,066 

Florida 

16,700 

January 

655 

Chio 

. 16,600 

September 

‘123 

New  Yorl. 

12,000 

September 

81 

New  Jersey 

11,500 

August 

83 

Oregon 

11,300 

June 

207 

W ashingt.on 

10,900 

September 

256 

North  Ci.rolina 

10,600 

August 

849 

Source:  U.S; 

Department  of 

Labor,  Manpower 

Administration, 

"Ir  Season  Farm  Labor  Reports,  1970." 


TABLE  II 

TOTAL  MIGRANTS  AND  DEPENDENTS. 
IN  THREE  HOME -BASE  STATES 


Florida 

Texas 

California 


87,170 

111,267 

114,950 


Total 


313,367 


Using  a combination  of  residence  and  employment  data,  it  is  possible 
to  identify  59  counties  in’  15  states  which  have  migrant  populations 
of  4,000  or  more^.  These,  migrant  impact  settings  include  resident 
migrants  who  migrate  to  other  areas  for  employment  (home-base  areas) , 
areas  with  re’latively  few  resident  migrants  (upstream  areas)  and 
areas  which  have  a mixed  character  composed  of  both  resident  and 
in-migrant  workers. 


The  population  to  be  served,  migrants,  seasonals,  and  dependents,  in 
these  59  impact  settings  range  from  4,000  to  56,000  people.  These 
locations  are  either  single  or  adjacent  counties. 


Final  Report,  pp.  203-207. 
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TABLE  III 


DISTRIBUTION  OF  MIGRANT  IMPACT  AREAS  BY 
NUMBER  OF  MIGRANTS  AND  TYPE  OF  SETTING 


TOTAL  MIGRANTS 

TYPE  OF 

SETTING 

AND  DEPENDENTS 

HOME -BASE 

MIXED 

UPSTREAM 

TOTAL 

4,000-7,999 

12 

• 5 

11 

28 

8,000-11,999 

6 

• 5 

4 

15 

12,000-23,999 

1 

9. 

0 

10 

24, 000-plus 

2 

2 

2 

6 

Totals. 

21  • 

21 

17 

59 

B.  Medical  Resources  in  Migrant  Areas 

Existing  medical  resources  in  the  59  migrant  impact  settings  are 
generally  inadequate  in  comparison  to  national  averages.  0£  the 
59  settings.  53  have  less  primary  care  physicians  than  the 
national  average  (1:1635)  and  22  have  less  than  the  national  rural 
average  (1 : 2 510)  _ 

I 


TABLE  IV 

EXISTING  MEDICAL  RESOURCES 
IN  MIGRANT  IMPACT  SETTINGS 


RECEIVING 

RESOURCES 

HOME -BASE. 

MIXED 

UPSTREAM 

TOTAL 

Adequate 

0 

. 5 

1 

6 

Substandard 

11 

13 

7 

31 

Critical 

10 

3 

9 

22 

Totals 

21 

21 

17 

59 

source:  Dis 

; tribution 

of  Physicians, 

: Hospitals 

and  Hospital  Bed! 

in 

the  U . S . , 

1969, 

Volumes 

I and  II, 

American  Medical 

Association,  1970. 


The  migrant  impact  settings  are  also  generally  poorer  and  more 
rural  than  the  national  average  although  seven  of  the  59  are  in 
urban  areas  with  populations  exceeding  500,000.  When  the  adequacy 
of  the  receiving  health  system  is  contrasted  to  the  type  of 
migrant  setting,  it  is  obvious  that  the  most  severe  problems 
exist  in  the  21  home-base  settings  of  which  eleven  are  sub- 
standard and  ten  are  critical. 


^ American  Medical  Association,  o£.  cit . 
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TABLE  V 

MIGRANT  IMPACT  SETTINGS  BY 
TYPE,  RURALITY  AND  ADEQUACY 
OF  THE  HEALTH  SYSTEM 


HOME 

UPSTREAM 

DURATION 

R iral: 

BASE 

MIXED 

MEDIUM 

BRIEF 

TOTAL 

A iequatc 

0 

1 

0 

• 0 

1 

Sibstandard 

4 

5 

.2 

2 

13 

Critical 

Njn-Rural: 

7 

\ 

2 

• 7 

1 

17 

Adequate 

0 

4 

1 

0 

5 

Sabstandard 

7 

8 

. 2 

. 1 

18 

Critical 

3 

1 

1 

0 

5 

Totals 

21 

21 

13  . 

■ -4 

59 

souice:  American  Medical  Association,  op_.  cit . 

In  summary,  o£  fifty-nine  migrant  impact  settings,  88%  are  either 
rural  or  small  metropolitan,  90%  have  iess-than-adequate  existing 
health  resources and  71%  require  programming  for  eight  months 
or  more . • 


C . . Trends  in  migrant  labor 

The  number  of  migrant  farm  workers  is  constantly  decreasing  but  at 
a rate  which  is  less  rapid  than  the  decline  in  all  farm  workers. 

As  a result,  the  migrant  portion  of  the  labor  force  has  increased 
in  three  of  the  past  four  years.  This  trend  results  from  the 
increasing  industrialization  of  agriculture  and  the  decline  in 
family  farms.  Thus,  within  the  farm  work  force,  the  major  declines 
have  come  in  the  area  of  family  workers,  and  these  declines  have 
been  much  faster  than  among  hired  farm  workers. 

In  addition  to  economies  of  scale,  the  industrialization  of  agri- 
culture requires  increased  mechanization  and  specialization. 

These  have  opposite  effects  on  the  need  for  migrant  labor.  Mechani 
zation  attempts  to  reduce  all  labor  needs  by  replacing  men  with 
machines.  At  the  same  time,  specialization  is  creating  high  but 
brief  labor  demand.  As  a result,  the  trend  reflects  competing 
tendencies  in  the  agricultural  labor  market  which  partially  cancel 
each  other. 

Demand  for  migrant  workers  is  concentrated  in  a relatively  small 
number  of  crops  and  crop  activities.  Mechanization,  to  reduce 
migrant  demand,  must  focus  on  these  activities..  While  agricultural 
mechanization  has  proceeded  rapidly  in  some  activities,  it  has 


Velmar  W.  Davis,  "The  Demand  for  Fruit  and  Vegetable  Labor 
in  1975,"  Farm  Labor  Developments , April/May,  1970. 
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also  neglected  others.  There  are  many  areas  of  high  labor  demand 
where  mechanization  has  had  little  impact  and  there  is  little 
prospect  that  it  will  do  so  in  the  immediate  future.  For  example, 
one  expert  forecasts  a 41%  increase  in  orange  production  between 
1968  and  1975  with  only  limited  improvement  in  labor  efficiency 
whicn  will  result  in  a 24%  increase  in -labor  demand. 

The  same  expert  has  estimated  the  progress  of  mechanization  in  fruit 
and  vegetable-  crops  in  1975.  * He  expects  limited  mechanization  of 
fruit  harvests  (from  2%  in  1968  to  17%  in  1975)  and  continued  mechan- 
ization ofvegetables  (from  56%  in  1968  to  75%  in  1975).^  The  result 
of  this  mechanization  will  be  a 12%  decline  in  agricultural  labor 
requirements.. 

Just  as  the  reports  on  mechanization  are  often  overly  optimistic, 
there  is  a similar  tendency  to  assume  that,  when  faced  .with  low 
wages  and  declining  employment,  .migrants  will  move  out  of  farm  W’-ork 
and  into  other  occupations.  But  it  is  obvious  that  there  is  a 
strong  tendency  for  migrants  to  remain  in  farm  work,  or  at  least 
consider  farm  work,  in  spite  of  very  unattractive  working  conditions 
and  low  wages . 

This  tendency  results  from  the  limited  occupational  mobility  of 
migrants  and  the  inefficient  nature  of.  the  agricultural  labor 
m^trketi  Migrants  are  frequently  uneducated,  immigrants  and  young. 
They  generally  lack  skills  necessary  for  regular  employment  outside 
agriculture.  Inefficiencies  in  the  labor  market  and  the  seasonality 
of  labor  demand  suggest  that  a reduction  in  aggregate  labor  require- 
ments v/ill  not  immediately  result  in  a parallel  adjustment  in  labor 
supply. 

The  number  o£  migrants  is  declining,  but  more  slowly  than  in  other 
areas  of  farm  labor.  This  is  because  specialization  and  mechaniza- 
tion to  some  extent  work  against  each  other.  The  first  creates  areas 
of  high  labor  demand  while  the  second  reduces  this  demand  through 
the  introduction  of  machines.  Additionally,  mechanization  has  not 
yet  really  affected  some  crops,  for  example  citrus  and  strawberries, 
in  which  the  labor  demand  is  very  high. 

Finally,  it  5.s  probably  incorrect  to  assume  that  further  mechaniza.- 
tion  will  immediately  result  in  fewer  migrant  farm  workers.  Because 
of  their  limited  occupational  mobility,  many  of  these  workers  will 
probably  remain  inagriculture  and  face  lower  annual  incomes. 


Velmar  W.  Davis,  0£.  cit . 
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III.  PROGRAM  BACKGROUND 

A.  Legislation 

The  Migrant  Health  Act  (PL  87-692),  enacted  in  1962,  added  Section 
310  to  the  Public  Health  Service  Act  authorizing  HEW  to  make  grants  , 
to  public  and  other  non-profit  agencies , ‘ ins titutions  and  organiza- 
tions to  pay  part  of  the  cost  of,  "establishing  and  operating  family 
health  service  clinics  for  domestic  agricultural  migratory  workers 
and  their  families."  The  act  has  since  been  amended  to  authorize 
hospital  care  (1965)  and  to  require  consumer  participation  (1970)  . 
The  1970  amendments  also  broadened  the  definition  of  migrants  to 
include  seasonal  farm  workers  and  their  families. 

The  act  currently  has  budget  and  program  authority  through  June  30, 
1973.  ! 

B . Appropriation  History  ' ! 

The  first  appropriation  under  the  act  was  made  in  1963.  The  current 
(F.Y.  1970)  appropriation  is  $15  million.  • 

TABLE  VI  ’ j 

AUTHORIZATION  AND  APPROPRIATION  HISTORY 
• . MIGRANT  HEALTH  PROGRAM 


Fiscal  Years: 

1962  - 1970 

AMOUNT 

. AUTHORIZATION 

APPROPRIATION 

TOTAL‘S 

AVAILABLE 

YEAR 

(000 ’s) 

(000 *s) 

MIGRANTS  (000 ’s) 

PER  MIGRANT' 

1962 

None 

None 

386 

None 

1963 

$ 3,000 

$ 750 

386 

.97 

1964 

3,000 

1,500 

386 

1.93 

1965 

3,000 

2,500 

466 

2.68 

1966 

7,000 

3,000 

351 

4.27 

1967 

3,000 

7,200 

276 

13.04 

1968 

9,000 

7,200 

279 

12.90 

1969 

9,000 

7,200 

257 

14.00 

1970 

15,000 

15,000 

2,488 

3.01 

^ Source:  Annual  Reports,  Economic  Research  Service,  USDA, 
The  Hired  Farm  Working  Force  of  1962-1970. 

2 

Legislative  Amendment  broadened  eligibility  to  include 

seasonal  farm  workers  effective  1970.  . ' 

^ The  per  capita  total  is  based  on  the  assumption  that 
there  is  one  non-working  dependent  for  each  working  migrant 
and  seasonal  farm  worker. 
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The  appropriation  increased  by  $7.9  million  in  1970  (an  increase 
of  108®o  over  the  1967-1969  program  level),  but  the  amendment  which 
expande<.  the  eligible  population  to  include  seasonal  farm  workers 
lesultec  in  a dilution  of  per  capita  appropriations  from  $14  to  $3.01. 

C . Cur: ent  Program 

The  oripinai  program  strategy  was  to  spread  the  limited  resources 
across  a relatively  large  number  of  small  projects  hoping  to  divert 
existing:  programs  into  serving  migrants. 

Small  giants  were  made  to  public  health  departments  to  expand  services 
to  migr? nts  arid  to  local  "migrant  committees."  The  1970  amendments, 
and  appropriation  increase  allowed  for  a modification  of  this  approach. 
New  graj'.t  finds  were  concentrated  in  fewer  projects  offering  relatively 
more  cor.iprel  ensive  care.  Seven  large  new  grants  ivere  made  to  projects 
vith  consumer  participation  and  offering  comprehensive  ambulatory 
care.  S-eveial  existing  grantees  were  awarded  expanded  grants  to  carry 
cut  the  broadened  mandate  and  a few  smaller  projects  were  phased  out. 

TABLE  VII 

! DISTRIBUTION  OF  MIGR.U"f  HEALTH  PROJECT 


■ 1 

GRANT  RANGE 

GRANTS  BY  DOLLAR  AMOUNT 
NUMBER  OF  GRANTS  ' % OF 

TOTAL  GRANTS 

$0-$3O,OOO 

45 

29 

$30,000-$60,000 

48  . . 

30 

$60,000-$12C,000 

26 

17 

$120,000+ 

38 

24 

As  Table  VII  demonstrates,  even  after  the  appropriations  increase 
and  broadened  mandate,  59%  of  the  project  grants  are  for  $60,000  or 
less.  As  Table  VIII  shows,  grants  to  state  and  local  government 
account  for  711  of  the  projects  and  67%  of  the  funds.  Although  the 
1970  grant  awards  were  larger  than  in  previous  years,  the  program 
continues  to  consist  of  a relatively  large  number  of  small  projects. 

D.  Administration 

The  Migrant  Health  Program  is  administered  by  a Migrant  Health  Branch 
within  the  Community  Health  Service  (CHS)  of  the  Health  Services  and 
Mental  Health  Administration  (HSMHA)  of  HEW.  Projects  are  operated 
by  a variety  of  public  and  non-profit  agencies  on  annual  project 
grants  administered  by  CHS  staff  in'  the  ten  HEW  Regional  Offices. 

In  most  of  the  states  with  high  migrant  impact,  the  state  health 
agency  has  a grant  to  provide  administrative  support  and  technical 
consultation  to,  local  project  grantees.  In  several  states  (e.g., 
California  and  Florida),  the  state  also  acts  as  an  intermediary 
grantee  which  contracts  with  local  health  departments  for  the 
delivery  of  direct  services  to  migrants. 
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IV.  STUDY  METHODOLOGY 

The  study  was  designed  to  identify  that  model  or  group  of  models  of 
health  care  delivery  which  would  be  most  appropriate  in  terms  of  the 
health  needs  of  migrants,  most  efficient  in  the  context  of  the  severe- 
ly limited  resources  and  most  likely  to  provide  basic  health  care  to 
the  largest  number  of  migrant  and  seasonal  farm  workers  and  their 
families.  The  study  used  four  separate  approaches: 

1.  evaluation  visits  to  23  migrant  health  projects; 

2.  administration  visits  to  five  state  agencies,  five 

HEW  Regions  and  the  Migrant  Health  Branch  in  Washington; 

3.  analysis  of  existing  data  on  migrants,  agricultural 
employment,  mechanization  and  physician  supply; 

4.  analysis  of  a variety  of  - alternative  health  delivery 
models  and  visits  to  seven  programs  offering  poten- 
tially applicable  models  or  components. 

A . Site  Selection  .=  • - 

Projects  to  be  visited  were  selected  to  serve  two  purposes.  They 
were  to  provide  a representative  sample  of  the  nature  and  effective- 
ness of  the  existing  program  and  to  offer  a variety  of  empirically- 
based  models  of  alternative  health  delivery  systems  for  migrants. 


!i  • 

TABLE  IX 

;i  ■ MIGRANT  HEALTH  PROGRAM 

PROFILE 

AND  GRANTEES  VISITED^ 

TOTAL 

PROJECTS. 

SPONSORSHIP 

PROJECTS 

VISITED' 

State  Health  Department 

' . \ . . 21 

6 

Local  Health  Department 

. 80 

11 

Other  Local  Government 

11 

1 

Medical  School 

J ■••  • 3 

2 

Hospital 

. • 3 . 

1 

Medical  Society 

• • 7 

3 

Voluntary  Agency 

. 26 

0 

Consumer-Based  Organization 

6 

4 

TOTAL  157 

28 

Source:  List  of  Grantees,  Migrant  Health  Branch,  August,  1970 

2 

Includes  five  state  programs  and  23  project  grantees  . 
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The  pro.ject  sites  selected  are  representative  of  the  program  universe 
in  terms  of: 

, types  of  migrant  settings  , 

. relative  impact  of  migrants  i 

. alternative  project  models  ! 

types  of  project  sponsorship 

The  evaluation  visits  included  10  of  the  33  states  in  which  there  are 
nigrant  health  grants  and  projects  totalling  29%  of  the  current  pro- 
gram funds . 

^ • Sit(!  eva  luation  approach  * 

The  23  project  evaluations  were  conducted  by  interdisciplinary  teams 
composed  of  three  of  more  people.  The  evaluation  staff  included 
health  professionals,  community  organization  specialists  including 
former  migrants  and  public  administration  experts.  A physician  par- 
ticipatftd  or  .eighteen  of  the  twenty- three  project  site  evaluation  teams. 

Each  site  evaluation  included  interviews  with  ’project  staff,  migrant 
consumers  oJ  project  services,  public  officials,  other  health  providers 
and  star'f  ol  other  social  service  programs  potentially  serving  migrants. 
Each  project:  was  evaluated  in  terms  of  its  internal  performance,  the 
appropriateness  of  the  program  model  to  the  program  setting  and  the 
extent  of  linkage  with  the  existing  health  and  social  service  delivery 
systems. 

C . Projection  of  migrant  needs 

The  projection  of  trends  in  migrant  health  needs  are  based  on  a 
thorough  search  of  published  data  including  particularly  the 
annual  migrant  census  of  the  Department  of  Agriculture,  employment 
data  from  the  Department  of  Labor,  health  resource  data  from  the 
American  Medical  Association  and  projections  of  trends  in  agricul- 
tural economics  and  technology  from  a variety  of  sources.  Current 
estimates  of  migrant  and  seasonal  farm  worker  population  were  ob- 
tained from  state  agencies  in  the  five  states  of  highest  migrant 
impact. 

D.  Modeling  alternative  health  delivery  systems 

The  analysis  of  alternative  models  of  health  delivery  was  based  on 
models  and  program  elements  drawn  from  a variety  of  sources. 

Existing  Migrant  Health  projects  provided  a set  of  empirically- 
derived  models.  Visits  to  seven  other  programs  provided  additional 
alternatives  including  pre-paid  health  insurance,  direct  federal  . 
administration  and  closed  panel,  pre-paid  group  practice.  Other 
models  and  variations  were  suggested  by  the  781  people  interviewed 
in  the  course  of  the  study. 

The  models  were  analyzed  and  compared  in  terms  of  appropriateness 
to  migrant  settings  and  relative  capacity  to  provide  minimum 
adequate  ambulatory  care  in  the  most  efficient  fashion. 
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V.  FINDINGS 

A.  Existing  project  models 

All  twenty-three  projects  visited  can  be  classified  into  one  of 
thiee  models.  These  models  class  the  projects  by  the  scope  and 
nature  of  the  services  available.  These  three  empirical  models 
describe  the  full  range  of  existing  migrant  health  services. 

1 . Preventive  Emphasis  Model 

Preventive  emphasis  projects  limit  direct  service  to  preven- 
tive and  screening  activities.  Such  projects  are  generally  small, 
sponsored  by  local  health  departments  and' a product  of  the  early 
program  strategy  of  using  small  investments  to  expand  existing 
services  to  migrants. 

Frequently,  the  Migrant  Health  grant  does  not  pay  the  salary  of 
an  identified  employee,  but  rather  increases  the  staffing  level 
of  the  agency  with  the  understanding  that  all  staff  members  will 
have  some  migrant  responsibilities. 

2 . Intermittent  Care  Model  ' 

The  mo.st  common  model  offers  diagnosis  and  treatment  of  gen- 
eral disease  proces.ses  through  the  use  of  employed  part-time 
physicians  in  field  and  night  clinics.  The  typical  project  is 
located  in  temporary  facilities  in  a farm  labor  camp,  school  or 
church  and  is  open  one  or  two  nights  each  week  during  the  migrant 
season.  This  model  provides  increased  accessibility  and  expanded 
services  over  the  preventive  emphasis  model. 

Clinic  qual5.ty  is  frequently  limited  by  the  inadequacy  of  equip- 
ment and  ancillary  support  particularly  in  terms  of.  x-ray,  labora- ‘ 
tory  and  drugs.  The  intermittent  care  project  usually  has  limited 
access  to  specialty  diagnostic  and  treatment  services  in  and  out 
of  the  hospital. 

3.  Comprehensive  ambulatory  care,  model 

A small  number  of  recently-funded  projects  offer  general 
family  medical  services  through  the  use  of  full-time  salaried 
physicians  practicing  in  small  groups.  Such  projects  offer  a wide 
range  of  ambulatory  diagnosis  and  treatment  of  disease  and  usually 
have  some  fu^nds  to  purchase  specialty  diagnostic  and  treatment 
services.  The  comprehensive  ambulatory  care  projects  frequently 
have  no  grant  funds  for  hospitalization. 

Comprehensive  projects  visited  were  generally  newer  and  larger 
than  the  other  two  models  of  limited  scope.  The  comprehensive 
projects  also  frequently  were  sponsored  by  non-profit  agencies 
with  significant  consumer  participation  and  tended  to  be  located 
in  areas  of  high  and  long-duration  migrant  impact.  Such  projects 
frequently  served  consumers  who  were  predominantly  seasonal  rather 
than  migrant  farm  workers . 
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TABLE  X 

DISTRIBUTION  OF  MIGR/\NT  HEALTH  PROJECTS 


VISITED 

BY 

SPONSORSHIP 

PREVENTIVE 

AND  TYPE' OF  MODEL 
INTERMITTENT  COMPREHENSIVE 

SPONSOR  •TOTAL 

EMPHASIS 

CARE 

AMBULATORY 

^ tate  H'jalt]:  Dept. 

1 

1 

- 

local  H jaltl  Dept. 

11 

4 

• 6 

1 

( ther  L')cal  Govt. 

1 

- 

1 

■ - 

I-edical  Society 

3 

. 1 . 

2 

• - 

Ivedical  Scho  ol 

2 

- 

2 

1 ospita L 

1 

- 

1 

- ■ 

( onsume:.*-ba:  ed 

4 

- 

- 

4 

TOTAL 

23 

5 

13 

5 

As  the  abov<:-  table  shows,  projects  sponsored  by  public  agencies 
lend  toward  a less  comprehensive  scope  o£  service  while  all  consumer 
sponsored  projects  visited  used  a comprehensive  service  model. 

B . Eval-luation  of  services  and  operational  characteristics  ■ 

1 . Preventive  health 

All  twenty-three  projects  offer  preventive  health  services. 

In  eighteen,  these  services  are  in  a general  clinic  setting.  Ten 
projects  support  staff  sanitarians  and  eleven  have  preventive 
health  staff  (public  health  nurses,  health  educators,  nutritionists', 
social  workers  and  aides)  who  are  not  based  in  a clinical  setting. 

The  extent  and  nature  of  preventive  health  services  correlates  highly 
with  project  sponsorship.  Projects  administered  by  health  depart- 
ments place  a higher  emphasis  on  indirect  services  (those  not 
related  to  personal  health  care)  and  categorical  services.  The  ten 
projects  paying  salaries  of  environmental  sanitarians  are  all 
public  health  departments.  None  of  the  four  consumer-based  projects 
includes  sanitation  services.  Limited  service  clinics  (those  without 
a physician  present  or  with  categorical  services)  are  also  character- 
istic of  health  department  sponsorship.  All  ten  projects  offering 
categorical  clinics  and  seven  of  the  eight  clinics  without  physicians 
are  under  health  department  sponsorship. 

It  has  been  the  Migrant  Health  Program  strategy  that  investment 
of  grant  funds  in  local  public  health  departments  would  extend 
traditional  services  to  migrants.  The  visits  to  projects  sponsored 
by  state  and  local  public  health  departments  suggest  that  frequently 
the  grant  funds  support  the  on-going  activities  of  the  department 
without  significantly  increasing  services  to  migrants.  Of  the  ten 
projects  paying  for  sanitarians  (all  with  health  department  sponsor- 
ship), nine  appear  to  be  using  them  for  substantial  non-migrant  work. 
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Other  projects  use  migrant  funds  to  support  basic  health  depart- 
ment services.  One  six-week  migrant  project  was  staffed  with  a 
year-round  health  educator.  In  one  project  with  no  migrant- funded 
sanitarians,  the  project  paid  for  $12,000  worth  of  radio  equipment 
for  sanitarians.  Another  project  simply  paid  the  salaries  of  in- 
digenous aides  to  staff  the  on-going  health  department  cl inics . ^ 

Of  thirteen  projects  of  varying  sponsorship  which  provided  services 
only  during  six-weeks  to  six-month  migrant  seasons,  six  had  one  or 
more  staff  people  paid  year-round.  -The  six  projects  accounted  for 
fifteen  year-round  staff  positions. 

2 . Ambulatory  diagnosis  and  treatment 

Primary  medical  care  varies  in  the  three  empirical  models 
from  none  Cl-he  preventive-emphasis  projects)  through  intermittent 
to  continuous  ambulatory  care  in  a single  setting.  Only  five  of 
the  twenty- three  projects  offer  continuous  services.  The  five 
all  have  salaried  staff  physicians  who  are,  with  one  exception, 
working  in  a group  practice  setting.  Four  of  the  five  projects 
are  sponsored  by  consumer-based  organizations  and  the  fifth  by  a 
local  health  department. 

r 

The  five  projects  which  offer  continuous  care  are  the  only  ones  of 
the  tv/enty- three  visited  which  have  actually  increased  the  supply 
of  physicians  available  to  serve  migrants.  All  five  projects  have 
attracted  physicians  from  outside  the  area.  The  intermittent  care 
projects  usually  rely  on  local  private  physicians  who  volunteer 
(for  pay)  to  work  in  the  m.igrant  clinics.  Such  arrangements  do  not 
increase  the  aggregate  number  of  physicians,  but  only  the  hours 
they  work. 

3 . Specialty  referral 

Fifteen  of  the  twenty-three  projects  visited  had  a fund  to  pay 
f ee-f or-service  costs  of  specialty  referral.  This  included  projects 
which  had  no  other  medical  resource  and  used  the  fee-for-service 
referral  to  buy  routine  care.  Such  referral  funds  were  frequently 
inacessible  and  quickly  exhausted.  Other  projects  limited  the 
referral  funds  to  acute  illness  or  to  certain  ages  and  sexes.  One 
project  even  limited  the,  referral  to  residents  of  certain  labor 
camps  while  excluding  migrants  living  in  other  camps  nearby. 

The  fee-for-service  funds  in  the  primary-emphasis  projects  v;ere  often 
misused.  Either  they  were  quickly  exhausted  or  they  were  misered  for 
the  most  acute  and  desperate  patients.  In  neither  case  could  they  be 
used  effectively  to  purchase  specialty  care  since  there  was  no 
primary  care. 

In  the ' intermit tent  care  model,  the  referral  fund  was  used  for 
specialty  care  but  also  for  routine  diagnosis  and  treatment  which 
was  not  possible  in  the  clinic.  If  the  clinic  was  not  to  be 
opened  again  for  a week,  the  physician  would  refer  out  acute  ill- 
ness so  that  the  diagnosis  could  be  completed  and  treatment  begun 
before  the  following  week- 
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The  foul*  consumer-based, " ambulatory  care  projects  had  small 
specialty  referral  funds  which  were  used  efficiently  for 
specialty  care  after  primary  encounters  with  the  staff  physicians. 

4 . pitalization 

Ho;  pite lization  of  migrants,  because  of  its  costs,  was  a problem 
in  all  ])rojrcts  visited.  To  control  costs.  Migrant  Health  policy 
las  been  to  force  grantees  to  use  other  resources  for  hospitalization 
Cf  the  :’3  piojects  visited,  five  had  token  grant  funds  for  hospitali- 
:ation.  Of  these,  two  used  small  amounts  of  money  to  match  or  • 
£8nerat«*  fui  ds  from  other  sources. 

Seven  projects  used  a variety  of  ingenious  but  awkward  schemes  to 
£et  thei.r  patients  into  hospitals.  These  included  three  projects 
vhich  r(‘fer:i  ed  patients  to  medical  school  teaching  hospitals  fifty 
jiiles  fi'om  the  clinic  site.  New  Jersey  and  Michigan  projects  used 
state  programs  to  pay  migrant  hospitalization.  Two  projects,  one 
sponsored  b>  a hospital,  used  local  indigent  funds  to  pay  hospital 
costs.  Fifteen  projects  had  no  particular  hospitalization  scheme 
althougli  Bone  attempted  to  use  local  indigent  hospitals  on  Title  XIX. 

Except  for  South  Texas,  where  the  supply  of  hospital  beds  is  in- 
adequate, the  migrant  hospital  problem  is  largely  one  of  financing. 
One  Michigan,  pro j ect,  using  a combination  of  project  advocacy  and 
state  financing,  has  resolved  the  problem.  The  other  projects  have 
used  a variety  of  ineffective  or  inconvenient  make-shift  approaches 
with  spotty  success. 

National  hospital  programs  for  indigents  fail  to  serve  migrants. 
Hill-Burton  facilities  at  two  pro j ect’  sites  refused  migrant  patients 
and  forced  them  to  travel  forty-five  miles  to  urban  teaching  hospi- 
tals. Medicaid  was  an  available  hospitalization  resource  for  a 
limited  number  of  migrants  due  to  strict  interpretation  of  require- 
ments of  "intent  to  reside."  In  California,  unemployed  home-based 
migrants  and  seasonals  can  sometimes  qualify  for  welfare  if  they 
have  dependent  children.  In  the  other  states,  Medicaid  is  simply 
not  available  to  migrants.  In  no  state  is  it  available  to  a working 
migrant.  . . 

5.  ■ Operational  Characteristics 

The  three  empirically-derived  models  all  exhibit  some  . 
deficiencies  in  performance. 

a . Adequacy  of  Scale 

Of  the  23  projects  visited,  only  one  was  clearly  excessive 
in  scale.  The  others  were  all  inadequate  to  some  extent..  There 
was  no  correlation  of  scale  and  sponsorship  or  setting  except  that 
the  downstream  projects  appeared  to  be  more  grossly  deficient  in 
scale  than  other  sites.  The  limited  scale  of  most  projects  not  only 
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resulted  in  unmet  needs,  but  also  an  inability  to  deliver  the  scope 
of  services  necessary  to  achieve  minimum  standards  of  comprehensive- 
ness. Only  the  largest  grants,  over  $200,000,  were  able  to  provide 
basic  lab  and  x-ray  services.  The  small-scale  projects,  without 
exception,  failed  to  realize  economies  (use  of  third-party  payments, 
use  of  paraprof essionals , quality  and  utilization  control)  because 
they  could  not  release  the  staff  necessary  to  plan  and  implement 
such  systems. 

b . Accessibility  and  Acceptability 

Project  accessibility  directly  correlated  with  the  scope  of 
service  and  .the  size  of  grant.  The  preventive-emphasis  projects 
tend  to  be  inaccessible  because’  they  are  fragmented  by  location,  by 
category  of  service  and  by  time.  Projects  seldom  had  adequate 
patient  support  (transportation,  translation,  etc.)  and  had  no  for- 
mal consumer  participation.  • 

Intermittent  care  projects  have  increased  accessibility  because  they 
are  usually  located  in  labor  camps  or  public  buildings  in  migrant 
areas.  The  accessibility  they  gain  by  location,  they  lose  by  the 
intermittent  nature  of  their  services.  One  such  project,  excellent 
in  terms  of  service  and  organization,  disappeared  so  completely 
that  even  project  aides  could  not  explain  how  to  contact  the  project 
between  weekly  clinic  sessions.  Such  intermittent  clinics  are  of 
limited  value  as  points  of  access  into  the  larger  health  system. 

Acute  conditions  are  particularly  unserved  by  the  intermittent  care 
model. 

The  five  comprehensive  ambulatory  models  offered  much  greater 
access  than  the  other  projects.  Although  services  w^ere  less 
decentralized  than  in  the  intermittent  care  model,  the  comprehen- 
sive projects  compensate  by  having  improved  patient  support, 
convenient  hours  and  continuous  service. 

Consumer  participation  in  intermittent  care  projects  ranges  from 
none  to  advisory  groups  which  meet  occasionally  with  vague  responsi- 
bilities. Of  the  13  intermittent  care  projects,  fiv-e  claimed 
organized  consumer  participation.  Of  the  five  comprehensive  ambula- 
tory projects,  four  have  active  consumer  participation  at  a policy 
level.  The  fifth,  sponsored  by  a local  health  department,  had  no  • 
organized  consumer  participation  at  the  time  of  the  site  visit. 

c.  Efficiency 

Continuity  of  care  only  exists  in  the - comprehens ive  ambula- 
tory model.  The  smaller  projects  are  fragmented  and  usually  too 
small  to  have  adequate  records.  Continuity  of  service  among  projects, 
along  the  migrant  "stream,"  is  not  effectively  present  in  any  model. 
Quality  monitoring  and  utilization ■ control  are  limited  in  all  but  the 
comprehensive  ambulatory  care  models. 

The  single  factor  which  correlates  highest  with  project  efficiency 
is. size.  The  smaller  projects  are  unable  and  often  unwilling  to. 
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add  frills  ,‘uch  as  systems  for  billing  third-party  payment  sources. 
Ilealtli  iepa  .’tment  policy  often  precludes  billing  third  parties  al- 
■ ’.hough  they  may  have  provided  services  reimbursable  by  workmen’s 
»:ompens atio; I insurance,  Puerto  Rican  Contract  Workers  insurance, 
;!ennedy  (Un ’.on)  Medical  Plan  or  private  health  insurance.  Health 
vlepartmsnts  are  often  ineligible  to  be  vendors  for  Medicaid  and 
Iledicara. 

Health  nanp:-wer  utilization  is  a potential  source  of  economies,  yet 
■;  tone  of  the  23  projects  visited  are  successfully  using  non-physicians 
:.n  expaided  roles.  Models  of  manpower  innovation  were  observed  in 
'ither  progr  .-.ms  (Salud  clinic,  Colorado  Nurse  Practitioner,  Rural 
Health  Proj.^ct)  which  could  be  used  in  migrant  projects.  ‘ 

One  project  was  using  aides  as  clinic  supervisors  and  another  was 
'.ising  narse-  in  slightly  expanded  roles.  Many  of  the  health 
department  projects  did  not  even  use  paraprofessionals  for  patient 
support  (in  -.erpretation,  baby-sitting,  transportation)  . In  general, 
health  iepa’tment  sponsors  were  least  open  to  developing  para- 
])rof ess  ibna;.s  while  the  consumer  projects  were  dedicated  to  innova- 
tion in  manpower  utilization. 

Analysis  of  budgets  of  sixteen  of  the  projects  visited  showed  that 
ten  health  departments  devoted  35%  of  their  migrant  grants  to 
direct  patient  service  while  six  other  sponsors  allocated  51%  of 
their  budgets  .to  such  services.  This  largely  reflects  the  commit- 
ment of  health  departments  to  indirect  (i.e.,  non-clinical)  services 
but  also  suggests  that  health  departments  are  inappropriate  sponsors 
for  a program  offering  direct  primary-  care. 

Summary 

Field  observation  suggests  that  size  and  sponsorship  are  critical 
variables  in  determining  project  effectiveness.  Only  the  largest 
projects  (exceeding  $200,000  annually)  demonstrate  a capacity  to 
attract  new  physician  manpower,  generate  third-party  reimbursements, 
make  innovative  use  of  paraprofessional  personnel  , involve  consumers 
and  offer  comprehensive  health  care.  In  general,  the  projects  with 
these  desirable  characteristics  were  sponsored  by  organizations 
which  included  migrant  consumers  in  a policy  role.  Direct  service 
projects  sponsored  by  state  and  local  health  departments  seldom 
are  as  large  as  the  consumer-based  grants  and  rarely  have  any  of 
these  characteristics  of  pro j ect ■ effectiveness . The  one  large 
health  department  project  visited  ($423,000)  had  most  of  the 
characteristics  of  the  large  consumer  grants  except  for  consumer 
involvement.  The  other  health  department  projects  showed  occasional 
use  of  staff  in  non-migrant  activities. 
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C.  Administration 


Any  modification  of  migrant  health  policy  or  program 
strategy  will  require  administrative  action  at  the  headquarters,  i 

regional  or  state  level.  The  site  visits  to  the  three  adminis-' 
trative  levels  point  out  a limited  capacity  for  program  change. 

. At  the  headquarters  level,  the  program  is  severely  understaffed, 
bureaucratically  submerged  and  unable  to  exert  program  leadership. 

Until  the  general  HEh'  decentralization  of  1970,  the  program  had 
been  administered  from  headquarters  with  Regional  Migrant  Represen- 
tatives merely  providing  liaison.  With  the  decentralization,  the 
Regions  were  given  all  program  development,  project  review  and 
administration.  Headquarters  retained  .responsibility  for  policy 
development,  fund  allocation  among  Regions,  data  collection, 
evaluation,  training  and  monitoring  Regional  program  effectiveness.. 

The  reorganization  assumed  both  central  policy  and  adequate  Regional 
staffing,  neither  of  which  exists.  For  eight  years  the  program 
could  function  without  policy  regulations  because  it  was  small  and 
centrally  administered.  The  program  had  been  attempting  to  prepare 
guidelines  since  1967,  but  had  been  unable  to  exert  the  sustained 
leadership  necessary  to  establish  policy.  The  branch  also  suffered 
from  recurring  reorganization  and  threat  of  reorganization  which 
. stifled  progress. 

Decentralization  of  authority  to  the  Regions  forced  the  headquarters 
staff  into  the  unfamiliar  policy  role,  if  only  to  control  project 
decisions  by  establishing  program  parameters.  When  guidelines  are 
issued,  the  implementation  and  compliance  responsibility  will  rest 
with  the  HEW  Regional  Offices.  Visits  to  five  Regional  Offices 
found  them  inadequately  staffed  in  terms  of  numbers  and  skills. 

Regional  staff  also,  because  they  are  closer  to  the  projects  than 
headquarters,  tend  to  reflect  the  attitudes  and  problems  of  the 
local  projects.  For  lack  of  clear  guidance,  staff  in  the  five 
Regional  Offices  visited  had  very  different  policies  and  priorities. 

No  two  were  alike  except  that  two  were  generally  not  sympathetic 
to  the  draft  regulations  which  had  been  circulated. 

The  state  health  agencies  visited  proved  to  be  even  more  inflexible 
and  resistant  to  change.  They  are  institutionally  married  to  local 
health  departments  so  that  only  such  agencies  receive  their  project 
development  and  consultation  services.  The  consultation  capacity 
of  the  states  is  limited  to  traditional  public  health  disciplines 
-(environmental  sanitation,  health  education,  nutrition,  etc.)  and 
neglect  the  current  program  priorities  (health  care  delivery  and 
consumer  participation) . 

The  states  are  not  currently  capable  of  providing  consultation  in 
priority  project  activites.  They  are  committed  to  one  type  of 
project  sponsor  and  to  low  priority  program  activities.  The  states 
are  antagonistic  to  the  new  guidelines. 

]n  summary,  the  leadership  for  program  improvement  must  come  from 
1 eadqua::ter:  in  the  form  of  new  guidelines  and  a coherent  program 
policy.  In  addition,  headquarters  must  develop  a system  to  moni- 
tor and  enfi  rce  its  policy  on  the  Regions  and  to  provide  the 
I egions  wit]  the  technical  support  and  field  staff  they  currently 
I eed. ^ State  programs  should  be  terminated  except  as  they  develop 
< apabil;.tie.‘  consistent  with  program  policy  and  priorities. 
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VI.  RECOMMENDATIONS 


The  following  recommendations  summarize  the  findings  from  the 
field  visits,  data  analysis  and  modeling  of  alternative  migrant 
health  delivery  systems.  Only  two  of  the  26  recommendations  re- 
quire additional  appropriations.  Within  the  existing  level  of 
appropriation  ($15  million  annually),  it  is  possible  to  improve 
the  effectiveness  of  the  program  by  increasing  primary  care,  con- 
centrating resources  and  generating  third-party  payments,  particu-  . 
larly  from  iritle  XIX. 

A.  Program  Recommendations  . 

The  progress  of  agricultural  mechanization  will’-.continue  to  reduce 
the  need  for  farm  labor  over  the  next  five  years  but  will  not  elim- 
inate it  entirely.  The  2-1/2  million  farm  workers,  including 
196,000  migrants,  are  likely  to  continue  to  work  in  agriculture  and 
to  live 'in  lAedically  underserved  areas.  Because  of  their  occupation 
mobility  and  seasonal  employment,  these  farm  workers  have  tradition- 
ally been  tlie  last  group  to  benefit  from  broad  programs  of  social 
service  and  assistance.  For  example,  farm  workers  continue  to  have 
limited  Social  Security  coverage  and,  with  few  exceptions,  do  not 
benefit  from  Medicaid.  . 

Appropriations 

■ As  the  appropriations  history  shov/s , the  program  has  never  had 
more  than  $14  to  soend  on  each  migrant  and  currently  has  $3.01  to 
spend  on  each  migrant,  seasonal  worker  and’ dependent . This  expendi- 
ture compares  with  the  $294  which  the  Indian  Health  Service  spends 
annually  to  deliver  comprehensive  health  service  to  each  Indian. 

An  annual  increase  of  $10  million  will  enable  the  program  to  add 
15  .new  comprehensive  projects  annually  and  to  provide  comprehensive 
services,  to  all  migrants  in  concentrations  of  4,000  or  more  by 
fiscal  1975. 

To  continue  to  provide  minimum  health  services  to  migrants,  it  is 
recommended  that: 

. THE  MIGRANT  HEALTH  PROGRAM  APPROPRIATION  BE  INCREASED 
AT  THE  RATE  OF  $10  MILLION  ANNUALLY  FOR  EACH  OF  THE 
NEXT  FIVE  YEARS. 

. . THE  MIGRANT  HEALTH  PROGRAM  BE  ADMINISTRATIVELY 
CONTINUED  AS  A NATIONAL  CATEGORICAL  PROGRAM. 

B . Recommended  Program  Strategy 

The  cost  of  adequate  comprehensive  health  care  for  the  estimated 
5 million  seasonal  and  migrant  farm  workers  and  their  dependents 
would  total  $1.5  million  which  is  100  times  the  current  appropria- 
tion. The  recommended  strategy  assumes  that  there  is  no  p.ossibility 
of . adequate  appropriat io^ns  and,  consequently,  program  resources 
must  be  invested  in  a limited  number  of  settings  of  greatest  need. 
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'.;he  str=iteg‘''‘  which  emerges  from  the  analysis  of  alternative  models 
of  migrant  .health  care  delivery  is  one  which  places  the  greatest 
(^mphasi5  on  the  creation  of  a health  delivery  system  in  those  loca- 
• lions  wiich  have  the  most  migrants  for  the  longest  period  of  time: 
h.ome-hase  s ttings.  In  addition,  smaller  amounts  of  money  should 
he  used  to  -reate  access  to  existing  health  care  for  migrants  in 
iipstrean  se  itings. 

'.'he  purpose  of  the  concentration  of  resources  is  to  create  health 
rystems  of  .uch  scale  that  they  can  provide  comprehensive  ambula- 
tory care  a,  .d  can  act  as  catalysts  to  generate  other  resources. 

'.he  field  o'" scrvations  pointed  out  that  only  the  larger  projects 
(^emonst  rate('v.  efficient  manpower  utilization,  success  in  attracting 
]'hysdciins,  consumer  participation  and  third-party  reimbursements, 
'lie  smaller  projects  were  frequently  inefficient,  ineffective,  and 
provided  fragmented  or  inadequate  services.  By  concentrating 
lesourcijs  ii  to  fewer,  more  comprehensive  projects,  the  strategy 
« implifiles  ■-.he  federal  administrative  burden  by  reducing  the  total 
lumber  of  gi/antee  units  and  increasing  the  project  management 
capability.  The  concentration  of  resources  is ’also  an  attempt  to 
achieve- cri'i  ical  mass  scale  in  selected  impact  areas  both  to 
generate  outside  resources  and  to  create  systems  which  can  benefit 
from  any  nevf  legislation  which  finances,  organizes  or  staffs 
indigent  health  care.  All  the  health  legislation  currently  proposed 
requires  some  existing  health  infrastructure  at  the  local  level. 

The  program  strategy  is  designed  to  create  that  structure  in  the 
settings  of  highest  migrant  impact  so  that  migrants  can  be  assured 
the  benefits  of  new  legislation. 

The  consequences  of  this  recommended  strategy  are  that  existing 
projects  which  do  not  conform,  in  terms  of  setting  or  model,  will 
have  to  be  terminated  and  the  grant  funds  transferred  to  conforming 
settings  and  projects.  As  new  appropriations  become  available, 
they  will  also  be  invested  in  the  impact  settings. 

Migrant  Settings 

Migrant  and  seasonal  farm  workers  can  be  found  in  900  counties 
in  46  states.  In  59  of  these  counties,  migrants  and  dependents 
total  4,000  or  more  at  some  time  during  the  year.  Another  200 
counties  have  1,000  or  more  migrants.  V\Tithin  the  current  appropria- 
tion and  administrative  capacity  of  the  program,  it  i^  necessary 
to  concentrate  resources  in  those  59  settings  of  greatest  migrant 
impact.  Of  the  59  migrant  impact  settings,  42  have  long  duration 
migrant  presence.  Of  these  42  long-duration  settings: 

. 21  are  home-base 

. 21  are  mixed 

37  have  inadequate  existing  health  systems 

19  are  rural 

Short  duration  settings  include  the  17  upstream  sites  and  the  21 
mixed  sites  which  share  the  characteristics  of  both  home-base  and 
upstream  settings.  Project  scale  will  vary  since  the  number  of 
migrants  at  the  impact  settings  ranges  from  4,000  to  56,000.  The' 
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59  migrant  impact  settings  will  require  95  permanent  projects  and 
32  seasonal  projects  in  upstream  settings.  The  total  estimated 
cost  o£  this  strategy  is  $45.6  million-^.  Of  this  total,  $31.6 
million  will  be  invested  in  home-base  settings  and  $14.0  in  up- 
stream settings.  The  total  cost  is  three  times  the  current  level 
of  appropriation.  If  the  appropriation  increases,  as  recommended, 
at  an  annual  rate  of  $10  million,  the  recommended  strategy  can  be 
carried  out  by  the  end  of  1975. 

Program  Models 

The  recommended  program  strategy  requires  two  basic  models 
for  migrant  impact  settings.  For  home-base  and  the  long-duration 
portion  of  mixed  settings,  the  recommended  project  form  is  the 
comprehensive  ambulatory  model  which  is  a system  creation  model. 

For  short-duration  settings,  upstream  and  the  short-duration 
portion  of  mixed  settings,  the  appropriate  model  is  one  which 
concentrates . on  creating  access  into  the  existing  health  system. 

The  purpose  of  both  models  is  to  deliver  minimum  adequate  compre- 
hensive primary  care  in  a manner  appropriate  to  the  setting. 

This  requires  that  each  project  have  a capacity  to:  ' 

a)  deliver  primary  ambulatory  health  care 

b)  provide  patient  support  including  transportation, 
translation  and  other  support  as  necessary 

c)  guarantee  hospital  access,  for  emergencies, 
obstetrics,  and  other  in-patient  services 

d)  provide  specialty  referral  and  necessary  follow- 
up services  to  guarantee  continuity  of  care 

e)  generate  third-party  payment  and  reimbursements 
from  Medicaid,  Medicare,  Workmen's  Compensation 
and  other  insurance  sources 

f)  provide  for  consumer  participation 

g)  link  clients  into  other  so'cial  services  (e.g.. 

Food  Stamps,  legal  services,  migrant  education,  etc.) 

h)  utilize  health  paraprof essionals  in  training  and 
career  development  roles. 

Components  guaranteeing  access  to  dental  services,  mental  health 
and  rehabilitation  should  not  be  required  as  a condition  of  funding, 
but  are  strongly  recommended.  . . ' 


Final  Report,  p.  157. 
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Imiilicrtions  of  the  Strategy 

Tho  coi  centration  of  resources  in  migrant  impact  settings  and 
Ihe  develop!  ent  of  minimum  standards  of  comprehensiveness  will  re- 
cuire  t'le  termination  of  non- conforming  grants.  Currently,  43^  of 
the  totel  ai  propriation  C$6.4  million)  is  invested  in  areas  that 
£re  not  amo:  g the  59  impact  settings.  These  105  projects  will 
lave  to  be  reviewed.  Except  for  those  in  medium- impact  upstream 
iettinge  Cl. 000  ~ 4,000  migrants  for  4 to  8 months),  the  projects 
ihould  je  pi  ased  out  and  the  funds  transferred  to  high- impact 
jetting.;.  -Small  grants,  those  under  $60,000  per  year,  will  have 
io  be  t-irmii  ated  or  expanded  to  meet  minimum  standards  of  scale 
j nd  comprehensiveness.  Currently,  59%  of- the  projects  are  smaller 
t han  $ 6'J , OOC  . 

Inappropriate  project  models  exist  in  both  impact  settings  and 
I on-impact  l ettings.  Of  the  existing  models,  all  preventive- 
cmphasi.s  projects  should  be  phased  out  immediately.  Preventive- 
tmphasi".  pro  jects  located  in  impact  settings  should  convert  to 
t.ore  appropriate  models  or  be  phased  out.  Intermittent  care 
project;;  -she  uld  be  examined  and  indirect  service  components  Cl^ealth 
education,  environmental  sanitation,  nutrition  and  detached  public 
health  nursing)  should  be  terminated.  If  the  project  is  located  in 
an  impact  setting,  it  should  be  expanded  and  modified  as  necessary. 
Comprehensive  ambulatory  projects  should  be  reviewed  to  determine 
if  they  require  additional  funds  or  components  to  meet  the  scale 
demands  of  their  setting. 

In  summary,  all  projects  will  have  to  be  reviewed  to  ensure  that 
they  are  located  in  an  impact  settings  are  using  a program  model 
which  is  appropriate  to  the  setting  and  are  meeting  minimum 
standards  of  comprehensiveness.  Projects  which  do  not  meet  these 
criteria  will  have  to  be  terminated. 

Adniinis tration  of  the  Recommended  Strategy 

The  recommended  strategy  will  require  several  major  modifica- 
tions in  the  administration  of  the  migrant  health  program.  These 
modifications  include  publication  of  policy  regulations,  planning 
to  implement  the  regulations,  headquarters  leadership  and  a vastly, 
reduced  role  for  state  agencies. 

It  is  imperative  that  policy  guidelines  be  published  promptly. 
Decentralization  of  project  authority  to  the  Regions  forced 
headquarters  to  issue  policy  as  guidance  and  to  enforce  compliance 
with  legislative  intent,  law  and  agency  policy.  As  demonstrated 
by  the  past  year,  the  program  is  going  to  remain  inert  until 
guidelines  are  published.  The  immediate  publication  of  program 
guidelines  is  a necessary  precondition  of  any  program  improvement. 

The  branch  will  have  to  set  priorities  among  unserved  and  under- 
served  migrant  impact  settings  and  concentrate  project  development 
activities  in  those  areas.  Planning  grants , supported  by  consulta- 
tion and  technical  assistance,  will  be  necessary  to  enable  potential 
migrant  grantees  to  organize  consumer  participation  and  develop 
a grant  application.  • . 
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i 

The  need  for  program  leadership  will  be  most  evident  in  the  rela-  J 

tions  between  headquarters  and  the  regions.'  The  regions,  because 
they  have  been  administering  projects  for  a year  without  formal 
policy  guidance,  can  be  expeted  to  resist  any  Change  which  is  cen- 
trally initiated.  The  guidelines  are  likely  to  be  a source  of 
conflict  even  before  any  implementation  plan  is  developed.  Imple- 
mentation plans,  unless  they  contain  incentives  for  regional 
effort  and  compliance,  are  likely  to  be  ignored. 

Twenty-one  state  health  agencies  are  currently  receiving  project 
grants  to  act  as  intermediaries  with  local  rpojects  or  to  provide 
supporting  services  to  local  projects.  The  state  grantees  are 
predominantly  committed  to  supporting  low  priority  components, 
local  health,  department  sponsors  and  obsolete  project  models. 

State  consultation  skills  are  concentrated  in  environmental  sanita- 
tion, public  health  nursing  and  health  education  with  virtually  no 
consultation  capability  in  health  care  organization  and  delivery. 

All  state  grants  should  be  reviewed.  Those  which  play  intermediary 
administrative  roles  should  be  terminated.  State  consultation 
should  only  be  supported  insofar  as  it  is  supporting  projects  in 
priority  activities  such  as  organization  of  care,  consumer  participa- 
tion, New  Careers  development  and  project  grant  administration.  The 
states  can  be  valuable  sources  of  technical  assistance  and  potentially 
of  resources,  if  they  are  willing  to  support  the  new  program  strategy. 

If  not,  the  state  grants  should  be  terminated. 

To  carry  out  the  program  strategy,  it  is  recommended  that: 

. '■  THE  MIGRANT  HEALTH  PROGRAM  BE  USED  TO  INVEST  IN  THE 
ORGANIZATION  OF  COMPREHENSIVE  RURAL  HEALTH  DELIVERY 
SYSTEMS  TO  SERVE  MIGRANTS  AND  TO  ATTRACT  RESOURCES 
TO  SERVE  THE  RURAL  POOR. 

. THE  LEVEL  OF  FUNDING  OF  MIGRANT  HEALTH  PROJECTS  BE 
ADEQUATE  TO  SERVE  THE . NEEDS  AND  ACHIEVE  COMPREHEN- 
SIVENESS. SMALL  PROJECT  GR.ANTS  SHOULD  BE  DISCONTINUED. 

. DECISIONS  TO  FUND  PROJECTS  SHOULD  BE  BASED  ON  A 
DEMONSTRATION  OF  NEED. 

. PROGRAM  EMPHASIS  SHOULD  BE  EXCLUSIVELY  ON  THOSE  PRO- 
JECTS WHICH  OFFER  MINIMUM  ADEQUATE  COMPREHENSIVE 
PRIMARY  CARE  APPROPRIATE  TO  THE  SETTING. 

. PROJECT  SPONSORS  SHOULD  BE  SELECTED  ON  THEIR  CAPACITY 
TO  PROVIDE  COMPREHENSIVE  PRIMARY  CARE,  NECESSARY 
HOSPITAL  AND  SPECIALIST  ACCESS  AND  CONSUMER  PARTICIPATION. 

. PROGRAM  GUIDELINES  FOR  MIGRA.NT  HEALTH  PROJECTS  MUST  BE 
ISSUED  IMMEDIATELY. 
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. ONLY  PROJECTS  WHICH  INCLUDE  CONSUMER  INVOLVEMENT  SHOULD 
BE  SUPPORTED.  MINIMUM  STANDARDS  FOR  CONSUMER  PARTICIPA- 
TION MUST  BE  INCLUDED  IN  THE  NEW  MIGRANT  HEALTH  GUIDELINES. 

. MIGIANT  HEALTH  PROJECTS  MUST  BE  ORGANIZED  TO  MAXIMIZE 
INCJME  FROM  OTHER  SOURCES.  * 

. FLAWING  AND  PROJECT  DEVELOPMENT  GRANTS  OUGHT  TO  BE  MADE 
TO  .POTENTIAL  PROJECT  SPONSORS  IN  PRIORITY  MIGRANT  SETTINGS. 

. ADEQUATE  TECHNICAL  ASSISTANCE  MUST  BE  PROVIDED  TO  MIGRANT 

• HEA  .TH  GRANTEES . • 

. THE  ROLE  OF  THE  STATE  HEALTH  AGENCIES  SHOULD  BE  DRASTICALLY 
MODCFIED  TO  CONFORM  TO  THE  NEW  POLICIES  OF  COMPREHENSIVENESS 
AND  CONSUMER  INVOLVEMENT. 


C.  Adminis  crative  Recommendations  ' 

In  addition  to  the  administrative  consequences  of  the  ;recommended 
program  strategy,  several  other  administrative  modifications  should 
be  made  which  will  improve  program  operation: 

. THE  DEFINITION  OF  MIGPvANT,  FOR  THE  PURPOSES  OF  DETERMINING 
SERVICE  ELIGIBILITY,  SHOULD  BE  INCLUSIVE  OF  MIGRANTS  (BOTH 
IN-MIGRANTS  AND  OUT -MI GRANTS) , RECENT  FORMER  MIGRANTS, 
SEASONAL  AGRICULTURAL  WORKERS  AND  THEIR  FAMILIES. 

The  program  has  never  been  clear  about  eligibility  for  services. 

The  1970  amendments  clarify  service  eligibility,  by  broadening  the 
definition  to  include  seasonal  farm  workers.  The  new  eligibility 
criteria  must  be  clearly  defined  in  the  new  guidelines. 

Currently,  projects  use  a variety  of  eligibility  definitions  which  • 
sometimes  even  change  during  the  program  year  or  vary -by  different 
-program  components.  Other  pro j ects_  invest  grant  funds  in  expen- 
sive procedures  to  establish  program  eligibility.  Control  of 
utilization  should,  be  in  the  selection  of  appropriate  settings 
rather  than  in  strict  enforcement  of  invidious  distinctions  among 
types  of  indigents. 

. PROJECT  FUNDINGS  SHOULD  BE  FOR  THREE  .YEAR  PERIODS,  WITH 
ANNUAL  REVIEWS,  REPORTS,  PLANS  AND  BUDGETS , BUT  WITHOUT 
THE  ANNUAL  PROCESS  OF  APPLICATION  REVIEW. 

The  strategy  of  concentrating  program  resources  in  the  creation  and 
organization  of  health  delivery  systems  requires  more  security  than 
that  offered  by  the  annual  project  grant  process.  A comprehensive 
project  grant  must  be  a commitment  to  at  least  three  years  project 
operation. 
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. l.OCAL  SHARE  REQUIREMENTS  SHOULD  BE  MODIFIED. 

Tie  Migr.int  1 ealth  Act  allows  for  paying  "part  of  the  cost"  of 
projects,  Ti  is  has  been  implemented  as  a requirement  for  local 
mi  telling  func'.s  which  has  never  been  defined,  audited  or  enforced. 
Tie  curr  int  ! ocal  share  requiiements  fail  to  genera.te  resources 
ai d only  ser'  e to  make  participation  difficult  for  organizations 
C(mposed  of  iow-income  consumers.  The  requirements  must  be  modi- 
fied to  illor  credit  for  volunteer  services  from  non-professionals, 
sj'ace  an  I eq-,  .ipment.  There  should  be  no  minimum  matching  formula 
which  wo  lid  ('liminate  participation  of  consumer  groups. 

. HOSP'TAL  ACCESS  SHOULD  BE  REQUIRED  OF  ALL  PROJECTS 
AND  h.OSPITALIZATION  SHOULD  BE  AN  ALLOWABLE  PROJECT 
;:XPE':SE. 

Hospital Lzat  . on  is  a necessary  component  of  comprehensive  health 
care  and  a b.asic  stated  need  of  migrant  consumers.  Access  to 
hospitalizat -.on  for  acute  conditions  and  maternity  must  be 
required  of  >very  project  as  a condition  of  funding.  Migrant 
access  tD  hoi.pitalization  should  be  incorporated  into  a written 
agreement  which  assures  patient  access , patient  support,  staff 
priviledges  ior  project  physicians,  participation  in  utilization 
review  and  assurance  that  migrant  patients  will  receive  the  same 
services  as  other  patients. 

Migrant  funds  should  be  used  for  hospitalization,  but  only  as  a 
last  dollar  resource.  - 

D . Recommended  Program  Coordination 

Project  site  visits  demonstrated  that  the  current  Migrant  Health 
Program  is  ineffective  in  diverting  other  health  programs  into 
serving  migrants.  Health  department  sponsors  seldom  redirected 
their,  existing  categorical  programs  but  often  used  part  of  their 
• migrant  grants  for  non-migrant  purposes.  The  recommended  program 
strategy  (investment  in  a few  large  grants)  is  designed  to  maximize 
the  capacity  to  generate  outside  resources  and  to  create  health 
delivery  systems  that  will  enable  migrants  to  benefit  from  any 
of  the  alternative  national  health  proposals. 

Most  of  the  potential  "other  resources"  which  exist  are  programs 
of  DHEVA  These  can,  through  departmental  and  HSMHA  leadership, 
be  coordinated  in  support  of  the  migrant  health  program.  For 
example,  Family  Planning,  Community  Mental  Health  and  Maternal  and 
. Child  Health  grants  could  be  made  to  migrant  grantees.  This 
would  both  expand  the  scale  of  the  migrant  project  and  integrate 
preventive  care  into  a comprehensive  ambulatory  care  system. 
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The  project  visits  also  shov/ed  that  migrants  are  -generally  neglected 
by  USmk  planning  programs  (RMP,  CHP  and  HMO)  either  as  participants 
in  planning  or  as  beneficiaries.  DREW  hospital  facilities  and  Medi- 
caid programs  fail  to  serve  migrants.  Migrants,  although  they  are 
medically  indigent,  must  go  forty  miles  or  more  to  hospitals  that 
will  accept  them  --  although  facilities  constructed  with  Hill-Burton 
assistance  are  often  closer.  Migrants,  because  they  fail  to  show 
"intent  to  reside"  and  are  not  categorically  eligible  for  welfare 
(as  aged,  blind,,  disabled  or  dependent  child)  seldom  receive  Medi- 
caid benefits.  Except  for  unemployed  seasonal  workers  in  California 
and  hospitalized  migrants  in  Nev/  York,  Medicaid  (Title  XIX)  is  not 
an  available  health  resource.  Formula  grant  health  programs  (for 
example.  Maternal  and  Child  Health)  seldom  serve  migrants  even  if 
the  MCH  funds  go  to  the  same  local  health  department  which  sponsors 
the  migrant  health  project.  Even  proposed  national  programs  are 
unlikely  to  benefit  seasonal  and  migrant  workers  because  the  casual 
nature  of  agricultural  employm.ent  makes  income  documentation  diffi- 
cult and  because  seasonal  workers  are  ineligible  for  FHIP. 

DREW  can  assist  migrant  projects  by  expanding  the  Emergency  Health 
Personnel  Act  and  allowing  migrant  projects  to  contract  with  PHS 
for  physician  services  when  adequate  medical  manpower  is  not 
otherwise  available.  DREW  can  also  integrate  health  services  for 
the  Migrant  Education  Program  of  the  Office  of  Education  by 
requiring  the  OE  projects  to  spend  15%  of  their  budgets  for  health 
services  and  to  purchase  such  services  from  migrant  health  projects 
whenever  there  is  one  in  the  area.  This  recommendation  could 
produce  as  much  as  $7.5  million  in' health  services  to  migrant 
children. 

The  project  evaluations  demonst-rate  that  major  improvements  can  be 
made  in  the  program  simply  through  focusing  existing  federal  health 
resources  on  the  problems  of  migrants  by  investing  other  resources 
through  the  new  delivery  system  recommended  for  migrants.  Such  an 
approach  requires  coordination  of  several  divisions  of  HSMHA  and 
leadership  to  ensure  cooperation.  It  is  important  becuase  it 
expands  resources  available  to  migrants,  allows,  several  programs  - 
to  share  administrative  costs  and  provides  program  access  to  pre- 
viously unserved  areas.  To  implement  this  approach,  it  is 
recommended  that: 

. DREW  MUST  TAKE  LEADERSHIP  AND  REQUIRE  ITS  CATEGORICAL 
HEALTH  PROJECTS  TO  PROVIDE  SERVICES  TO  MIGRANTS  THROUGH 
THE  COMPPvEHENSIVE  DELIVERY  SYSTEMS  ORGANIZED  WITH  MHP 
GRANTS. 

. DREW  MUST  REQUIRE  ITS  HEALTH  PLANNING  AND  DEMONSTRATION 
PROGRAMS  TO  INVOLVE  MIGRANTS  .^ND  SERVICE  MIGRANTS  WHERE 
APPROPRIATE. 

. DREW  MUST  REQUIRE  THAT  SERVICE  TO  MIGR.-XNTS  BE  A CONDITION 
OF  .A.PPROVAL  OF  STATE  PLANS  FOR.  HILL -BURTON  FACILITIES, 

' ' ..-TITLE  XIX  AND  STATE  PLAN  FORMULA  GR.^NT  PROGRAMS.' 
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. • DHEW  MUST  ASSURE  COVERAGE  ov  SEASONALLY  EMPLOYED 
MIGF.ANTS  AMONG  THE  INDI GENTS  LhiGIBLE  FOR  THE  . . 

PROIOSED  FAMILY  HEALTH  INSURANCE  PL/\5K 

. DHEV  SHOULD  IMMEDIATELY  SEEK  ADEQUATE  APPROPKIATTON 
FOR  THE  EMEkCENCY  HEALTH  PERSONNEL  ACT  OF  1970. 

. DHEV  SHOULD  COORDINATE  HEALTH  SERVICES  AVAILABLE 
THRCUGH  THE  MIGRANT  EDUCATION  PROGRAF'I  AND  THE 
MIGI ANT  HEALTH  PROGRAM. 

. ADDITIONAL  RESEARCH  MUST  BE  CARRIED  OUT  ON  THE 
EFFICTS  OF  AGRICULTURAL  PESTICIDES,  HERBICIDES 
AND  OCCUPATIONAL  INJURIES. 

. MIGI ANT  HEALTH  PROJECTS  SHOULD  BE  LINKED  TO  AND 
SUPIORTIVE  OF  OTHER  PROGILAMS  SERVING  MIGRANTS. 
INCIUDING  PARTICULARLY  FOOD  STAMPS  AND  LEGAL 
SERYICES. 


E.,  Sumn.ary.  of  Recommendations  • ’j 

The  recommendations  arising  from  the  study  of  the  Migrant  Health 
Program  are  listed  below.  Recommendations  which  entail  new  or 
increased  appropriation  are  shown  under  "costs.”  The  action 
required  shows-  the  primary  "actor”  and  the  basic  action  necessary 
to  carry  out  the  recomm.endation.  "Strategy  recommendations"  are 
those  w^hich  are  necessary  to  carry  out  the  recommended  strategy 
of  concentrating  program  resources  in  fewer  but  larger  grants 
in  areas  of  greatest  need  using  comprehensive  program  models 
and  appropriate  sponsors. 
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■■  SUMMARY  OF  RECOMMENDATIONS 


RECOi\LMENDATION 

. COST 

ACTION. 

ACTOR 

REQUIRED 

ACTION 

STRATEGY 

1) 

increase  appropriation 

$10  million 

Cong. 

appro- 

priation 

no 

2) 

maintain  program  as 
categorical 

none 

none 

none 

yes 

3) 

continue  MH  Program 

.none 

none 

none 

yes 

4) 

invest  in  system 
organization 

none 

MHP 

grant  + 

TA  policy 

yes 

5) 

larger  grants 

none 

MHP 

U 

yes 

6) 

fund  greatest  need 

none 

MHP 

ft 

yes 

7) 

fund  comprehensive 
projects 

none 

MHP 

ft 

yes 

8) 

issue  .guidelines 

none 

moot 

-- 

yes 

9) 

definition  of  migrant 

none 

MHP 

grant 

policy 

yes 

10) 

consumer  participation 

none 

MHP 

tl 

yes 

11) 

sponsor  criteria 

none 

' MHP 

It 

yes 

12) 

modify  state  role 

none 

MHP. 

ft 

yes 

13) 

provide  technical 
assistance 

none 

MHP 

n 

yes 

14) 

maximize  3rd  party 
reimbursement 

would  gen- 
erate $ 

MHP 

grant  + 

TA  policy 

yes 

15) 

3-year  funding 

none 

m? 

II 

no 

16) 

planning  grants 

none 

MHP 

II 

yes 

17) 

modify  local  match 

none 

cong. 

amend  act 

no 

18) 

hospitalization 

. none 

MHP 

grant 

policy 

yes- 

19) 

DREW  categorical 
programs 

none 

•HSMHA 

coordin- 

ation 

no 

20) 

CHP,  RiMP,  HMO  etc. 

none 

II 

II 

no 

•21) 

Hill-Burton,  Medi- 
caid 

none 

II 

II 

no 

22) 

migrants  in  FHIP 

none 

II  ■ 

II 

no 

23) 

emergency  health 
personnel 

yes 

cong. 

appro- 

priation 

yes/no 

24) 

migrant  education 

would  gen- 
erate $ 

DHEW 

coordin- 

ation 

no 

25) 

research 

none 

HSMHA 

11 

no 

26) 

v^ther  program  linkage 

none 

MHP 

grant 

policy 

no 
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QueGtion 

Please  irientify  the  overhead  cost  for  each  of  the  103  projects  in 
tenas  of  dollars  and  the  ratio  of  administrative  personnel  to  clinical 
perjonne.l. 

Ans'  ;er 

Graitees  are  not  required  to  submit  line  item  budgets,  therefore  it  is. 
not  poss  Lble  to  identify  from  our  files  administrative  personnel  and 
othir  overhead  costs  in  contrast  to  service  costs.  However,  in  fiscal 
year  197 J,  24  projects  requested  reimbursement  for  indirect  costs  under 
the  DHEl^  policy  which  permits  grantees  to  be  fully  reimbursed  for  in- 
dirsct  C')sts  at  a negotiated  rate.  The  amount  allowed  for  indirect 
costs  in  these  projects  was  $366,941  out  of  a total  of  $4,452,270 
awarded  to  these  projects  from  1973  funds. 

The  administrative  costs  in  any  project  are  considered  part  of  the  cost 
of  providing  services.  If  they  are  not  provided  through  the  grant, 
then  they  are  indirectly  provided  from  other  funds  available  to  the 


grantee  agency. 
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Mr.  Flood.  Mr.  Robinson. 

XATIOXAL  HEALTH  IXSHEIAXCE 

Mr.  Robixsox.  With  regard  to  the  neighborhood  health  centers 
and  your  remarks  with  reference  to  the  extent  of  collections  at  the 
present  time  being  13  percent  estimated  to  go  to  20  percent,  and  you 
hope  to  be  able  to  improve  it  beyond  that  point,  what  would  be  the 
effect  of  national  health  insurance  with  regard  to  that  collection  rate, 
based  on  your  appraisal,  or  have  you  made  such  appraisal  ? 

Mr.  Buzzell.  It  would  go  up  substantially.  It  would  probably 
permit  the  neighborhood  health  centers  to  become  self-sufficient,  but 
it  would  take  some  time  from  the  passage  of  the  act  until  such  time 
as  that  occurred. 

I think  we  are  a number  of  years  away  from  being  able  to  say  the 
centers  are  self-sufficient. 

The  answer  to  your  question  is  that  it  would  put  it  in  the  70  to  80 
to  90  percent  range  almost  immediately. 

IXCREASED  EFFECTIVEXESS  OF  OPERATIOXS 

Mr.  Robixsox.  Based  on  your  justification,  page  25,  you  estimate 
that  because  of  increased  effectiveness  of  operations  in  the  center 
and  collections  of  third-party  funds,  a 10-percent  increase  in  the 
number  of  patients  is  projected  for  1975. 

How  does  the  effectiveness  of  operation  and  collection  affect  the 
number  of  patients  that  you  will  be  able  to  serve  ? Does  this  mean  an 
increase  in  the  staffing  of  the  centers  ? 

Mr.  Buzzell.  Yes. 

I want  to  make  sure  I am  clear  on  this  point  for  the  record.  The 
centers  will  utilize  the  additional  funds  collected.  We  may  not  in 
every  instance  put  the  money  back  into  the  same  center,  but  it  will 
stay  in  this  category  of  health  centers. 

To  the  extent  that  the  health  centers  collect  more  money,  they  will 
have  more  staff  to  provide  more  services. 

Furthermore,  as  an  incentive,  we  are  going  to  encourage  and  will 
direct  our  efforts  to  providing  that  money  back  into  the  same  center, 
assuming  there  is  a need  for  increased  services  there.  It  is  a very 
positive  initiative. 

FAMILY  HEALTH  CEXTERS 

Mr.  Robixsox.  You  mentioned  in  your  discussion  with  the  chair- 
man that  there  are  a number  of  family  health  centers  that  will  in  all 
probability  convert  to  HMOs.  Do  you  have  any  sort  of  listing,  or  is 
this  just  a ball  park  estimate  ? 

Mr.  Buzzell.  We  estimate  that  two  to  three,  a limited  number,  this 
next  fiscal  year  will  be  involved  in  the  HMO  business. 

Let  me  see  if  I can  clarify  the  point,  if  I may. 

The  family  health  center,  just  like  a group  medical  practice  in  the 
private  sector,  may  well  be  in  an  HMO -type  business  for  only  a 
percentage  of  its  activities.  In  other  words,  a percentage  of  the 
patients  seen  may  be  on  a capitation  or  prepaid  health  coverage  basis, 
and  many  of  our  group  medical  practices  at  the  present  time  are 
involved  in  an  HMO-liko  activity  on  that  basis. 
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That  is  exactly  what  is  happening  in  terms  of  some  of  our  health 
networks  and  family  health  center  projects.  They  continue  to  see 
patients  who  do  not  have  a capitation  type  of  coverage. 

A good  example  would  be  a medicaid  population.  Ten  percent  of  the 
patients  seen  by  the  family  health  center  could  well  be  entitled  to  medi- 
caid. That  center,  we  think,  should  be  entitled  to  contract  with  the 
State  medicaid  agency  for  the  coverage  of  those  individuals. 

That  would  be  one  good  example  of  how  you  could  get  into  this 
phenomenon  of  a family  health  center  being  in  the  HMO-type  business. 

I think  I may  have  created  some  confusion  by  leaving,  the  impres- 
sion that  the  HMO  program  we  are  running  will  fund  family  health 
centers.  What  will  fund  family  health  centers  are  the  314(e)  grants 
we  make  plus  third-party  insurance  mechanisms  like  medicare  and 
medicaid.  They  will  be  getting  funds  from  a number  of  sources. 

Mr.  Eobinson.  Do  you  have  any  way  to  identify  those  that  might 
be  so  handled  at  the  moment  and,  as  I indicated  earlier,  any  estimate  of 
the  number  involved  ? 

Mr.  Buzzell.  To  the  first  part  of  your  question  in  terms  of  identify- 
ing those,  they  will  be,  under  the  auspices  of  the  HMO  program,  con- 
ducting a number  of  studies.  I would  want  to  do  that  with  our  other 
providers — our  neighborhood  health  centers,  family  planning  centers, 
family  health  centers,  our  health  networks — in  order  to  ascertain 
the  degree  to  which  they  ought  to  be  getting  into  that  kind  of  business. 

I think  I ought  to  point  out,  also,  that  it  is  quite  conceivable  that  one 
of  these  projects — in  fact,  we  have  in  Eochester,  N. Y.,  a network  called 
the  Eochester  Health  Network,  which  has  already  gone  into  the  HMO 
business.  They  are  doing  it  in  terms  of  marketing  their  services  not 
only  to  the  medicaid  population,  but  also  to  the  private  sector. 

It  is  quite  conceivable  that  somebody  in  the  private  sector  covered 
by  insurance  through  an  employer  would  join  one  of  these  networks. 
We  foster  that  development. 

Mr.  Eobinson.  But  you  do  not  have  an  estimate  as  to  the  number 
of  these  centers  that  might  be  involved  in  the  next  fiscal  year  ? 

Mr.  Buzzell.  The  best  estimate  we  have,  which  is  not  that  firm, 
is  somewhere  on  the  order  of  10  to  15. 

We  are  very  much  interested  in  working  closely  with  the  centers  in 
order  to  identify  all  mechanisms  available  for  reimbursement,  (1) 
in  anticipation  of  comprehensive  health  insurance,  and  (2)  because 
the  universal  need  is  far  greater  than  the  amount  of  grant  money 
we  have. 

An  excellent  way  to  supplement  their  total  operating  budget  is  to 
use  the  third-party  mechanisms — private  insurance  or  otherwise.  It 
is  working  quite  well. 

One  more  thing.  The  20  percent  is  the  upper  limit.  That  is  why 
I am  a little  bit  more  confident  on  the  potential  in  terms  of  family 
planning. 

Mr.  Eobinson.  F rom  13  to  20  ? 

Mr.  Buzzell.  From  13  to  20  percent  in  the  neighborhood  health 
center  area. 

As  Dr.  Shultz  indicated,  he  hopes  the  family  planning  centers  will 
be  at  the  same  level.  It  represents  a major  effort.  These  health  services 
programs  approximate  $800  million.  If  10  percent  or  more  of  their 
operating  costs  can  be  recovered,  we  have  in  effect  an  $80  million  to 
$90  million  increase  in  the  budget. 
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Mr.  Robinson.  I certainly  extend  my  best  wishes  in  that  regard. 

Mr.  Buzzell.  One  of  the  problems  is  taking  it  from  one  pocket  and 
putting  it  in  another.  That  is  not  always  the  case.  When  we  improve 
reimbursements  through  medicaid  and  medicare  programs,  that  money 
is  also  arrived  at  through  tax  revenues.  Nevertheless,  they  are  entitled 
to  that  coverage. 

The  States  are  participating.  It  is  important  to  continue  that  effort, 
I believe. 

MIGRANT  HEALTH 

Mr.  Robinson.  With  regard  to  migrant  health,  which  is  of  interest 
to  me  because  of  the  migrant  program  in  Virginia  and  the  fact  that 
I come  from  a community  where  we  have  a labor  camp  housing  ap- 
proximately 2,000  of  these  persons,  and  being  familiar  with  the  way 
that  the  health  costs  are  financed  in  that  particular  camp  through 
assessments  against  the  grower-user  to  pay  for  Blue  Cross-Blue  Shield 
insurance  on  the  workers  in  that  camp,  I wonder  about  your  kno wedge 
of  the  extent  that  this  assessment  against  grower  users,  the  develop- 
ment of  a program  whereby  you  do  not  have  to  involve  taxpayer  funds 
in  order  to  take  care  of  these  people,  is  used  in  other  areas  as  well. 

Mr.  Buzzell.  Let  me  defer  to  Dr.  Batalden,  because  I am  not  certain 
that  my  answer  is  correct. 

Your  question  is  in  reference  to  the  fact  that  the  growers  in  Vir- 
ginia are  assessed  in  order  to  provide  Blue  Cross-Blue  Shield 
coverage  ? 

Mr.  Robinson.  They  are  in  this  particular  camp.  This  is  not  a Vir- 
ginia program.  This  is  strictly  local. 

Mr.  Buzzell.  Who  mandated  that?  The  State? 

Mr.  Robinson.  No,  indeed.  The  association  itself.  It  is  strictly 
voluntary. 

Mr.  Buzzell.  I see.  I thought  you  were  indicating  somebody  had 
mandated  the  grower  to  provide  that  coverage. 

Mr.  Robinson.  No.  I am  just  interested  in  whether  or  not  you  at- 
tempt to  encourage  this  voluntary  type  of  program  or  support  the 
involvement  of  the  Federal  Government,  and  the  States  as  well,  in 
terms  of  requiring  that  they  meet  certain  standards. 

Mr.  Buzzell.  I support  the  notion,  No.  1,  that  they  be  provided 
with  coverage,  and  that  the  growers  share  in  that  cost  and  the  Federal 
Government  share  in  that  cost.  I believe,  whether  in  Florida,  Texas  or 
Virginia,  the  medicaid  program  should  be  made  as  readily  available  to 
migrants  as  to  other  people. 

I also  believe  that  we  have  to  provide  a substantial  amount  of  as- 
sistance to  the  growers  in  terms  of  patient  care  and  sanitation  projects, 
and  things  that  need  to  be  done.  I think  that  is  a joint  endeavor  of  the 
State,  the  Federal  Goverment,  and  the  growers. 

I do  not  think  that  the  problem  is  readily  addressable  by  simply 
saying  to  the  grower  that  you  need  to  provide  a minimum  of  housing 
for  migrants  while  they  are  at  your  place  for  2 months  of  the  year  at 
a similar  standard  throughout  the  country.  It  is  not  feasible.  By  the 
same  token,  I think  they  do  need  to  meet  certain  standards  and  that 
we  have  a responsibility  to  participate  with  the  growers  in  terms  of 
financing. 

I think  those  standards  ought  to  have  some  degree  of  flexibility 
across  the  country.  One  of  our  major  problems  is  the  disparity  that 
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exists  between  the  quality  of  the  camps  in  one  section  of  the  country 
and  that  of  camps  in  another  section  of  the  country.  In  our  hig'h- 
impact  areas  we  have  some  of  our  worst  problems. 

DECREASE  IN  MIGRANT  POPULATION 

Mr.  Kobinson.  Does  your  program  acknowledge  the  fact  that  the 
migrant  labor  stream  is  drying  up,  that  there  are  decreases  in  the 
number  of  those  involved  as  the  years  go  on  in  terms  of  our  domestic 
migrants  ? 

Mr.  Buzzell.  If  it  does,  it  without  information.  The  problem,  in 
my  judgment,  is  that  we  have  not  yet  determined  how  many  migrants 
we  have  in  the  country.  I do  not  know  that  we  can  ascertain  with 
certainty  whether  it  is  drying  up  or  growing.  We  do  not  even  agree 
on  a definition  of  what  a migrant  is. 

Mr.  Robinson.  If  you  will  use  information  which  is  available  at 
our  State  employment  offices  where  the  migrants  are  used  and  through 
which  they  are  recruited,  you  could  at  least  find  out  that  they  are 
drying  up. 

Mr.  Buzzell.  I have  served  with  the  Department  of  Labor  for  a 
period  of  time  and  am  aware  of  the  problem  with  the  Department  of 
Labor’s  definition  of  migrant.  In  health  services  we  too  have  some 
problems,  I think,  in  using  a fixed  definition  of  who  is  a migrant. 

As  you  know,  in  the  Labor  Department  they  get  into  local  farm- 
workers versus  migrant.  They  are  potentially  all  the  same.  They 
need  health  care.  At  the  present  time,  in  my  judgment,  they  are  not 
receiving  adequate  attention. 

Mr.  Robinson.  I do  not  mean  to  indicate  that  the  problem  still  does 
not  exist,  and  it  must  be  solved.  But  I do  think  it  must  be  taken  into 
consideration  that  all  statistical  evidence,  to  the  best  of  my  knowledge, 
based  on  the  agricultural  user  of  this  type  of  labor,  indicates  that 
there  are  fewer  and  fewer  that  migrate  each  year. 

Mr.  Buzzell.  I guess  one  of  my  concerns  is  that,  even  so,  the  number 
is  so  great  as  contrasted  with  what  we  are  doing,  it  is  a problem  that 
will  be  with  us  for  some  time. 

Mr.  Robinson.  This  is  the  statement  I expected  you  to  make,  and 
I acknowledge  it. 

Dr.  Batalden.  That  is  the  point  I was  going  to  make.  I think  the 
changing  locations  of  the  projects  we  support  reflect  that  when  a 
given  area  no  longer  attracts  a large  number  of  migrant  workers, 
that  project  is  not  continued  in  the  sense  that  we  do  not  continue 
to  feed  that  project  with  Federal  support  but,  rather,  deploy  those 
funds  in  other  areas  that  are  still  underserved. 

INPATIENT  services  FOR  MIGRANTS 

Mr.  Robinson.  You  mentioned  that  you  support  six  migrant  projects 
that  will  enable  50,000  migrants  to  get  inpatient  services.  I would 
like  to  know  where  those  six  projects  are  and  how  much  they  cost. 

Mr.  Buzzell.  That  is  correct,  we  are  supporting  six  projects. 

As  you  know,  one  of  our  major  problems  is  providing  hospitaliza- 
tion care  for  migrants.  The  six  projects,  depending  on  your  percep- 
tion, unfortunately  are  not  in  Virginia.  Two  are  in  Florida. 
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The  conditions  of  the  health  care  in  Virginia,  in  migrant  coverage, 
happens  to  be  better  than  in  these  other  places.  I am  not  so  sure  it  is 
necessarily  a desirable  thing,  in  fact,  to  have  this  demonstration  pro- 
gram located  in  your  particular  district. 

Mr.  Eobinsox.  I am  glad  to  hear  you  say  that,  because  I helped  draft 
the  legislation  that  is  responsible  for  that  condition  in  Virginia. 

Mr.  Buzzell.  I want  to  acknowledge  that,  because  it  is  a fact  that 
that  was  one  criteria. 

At  the  time  we  launched  the  program,  it  was  not  the  migrant  sea- 
son in  Virginia. 

I would  point  out  that  we  are  quite  enthusiastic  about  the  early 
returns  from  this  program.  As  you  know,  this  is  in  effect  an  inter- 
agency working  relationship  with  the  Bureau  of  Health  Insurance. 
We  believe  there  is  some  potential  to  take  this  demonstration  project 
and  do  something  a little  bigger  with  it.  It  is  a very,  very  futile 
experience  to  go  back  and  identify  a migrant  health  center  that  needs 
hospitalization  coverage  and  not  have  the  wherewithal  to  provide  it. 

We  have  that  problem  in  our  Indian  Health  Service,  a backlog  of 
health  care  needs. 

I am  sure  if  we  were  able  we  could  identify  the  same  kind  of 
serious  health  care  crisis  in  the  migrant  and  local  farmworker 
population. 

Mr.  Eobixsox.  For  the  record,  will  you  identify  the  six  projects 
and  the  cost-  of  them  ? 

Dr.  Bataldex.  We  will  be  happy  to  provide  that  for  the  record. 

[Clerk's  xote  : The  information  appears  on  page  646.] 

Mr.  Eobixsox.  Thank  you,  Mr.  Chairman. 

REORGAXIZATIOX 

Mr.  Obey.  J ust  a few  questions. 

First  of  all,  I notice  in  yesterday’s  Federal  Eegister  publication 
of  the  reorganization  of  the  Health  Services  Administration. 

It  is  not  slow  work,  your  being  here  1 day  after  the  reorganization 
is  published  in  the  Federal  Eegister. 

Mr.  Buzzell.  We  have  been  at  that  for  a year. 

MATERXAL  AXD  CHILD  HEALTH 

Mr.  Obey.  I was  looking  for  maternal  and  child  health  care,  and  I 
found  it  seemingly  buried.  What  is  it  doing  there  ? Isn’t  that  really 
a downgrading  of  the  progi^am  ? 

Mr.  Buzzell.  Maternal  and  child  health  is  located  in  the  Bureau  of 
Cornmunity  Health  Services,  as  is  the  HMO  program — you  heard  me 
testify  a month  ago  as  to  the  importance  of  the  HMO  program — as 
is  the  Xational  Health  Ser^dce  Corps. 

Mr.  Obey.  Did  it  not  used  to  be  separate  ? 

Mr.  Buzzell.  IVhen  I arrived  and  became  the  administrator  of 
so-called  HSMHA  nearly  a year  ago,  maternal  and  child  health  along 
with  roughly  35  other  major  areas  of  responsibility  reported  directly 
to  the  administrator,  for  all  intents  and  purposes.  It  was  one  of  many 
categorical  programs — by  the  way,  including  XIOSH. 
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I think  that  there  was  a misunderstanding  that,  by  having  alined 
the  organization  in  a categorical  arrangement  along  with  35  other 
programs,  access  to  the  administrator  and  then  to  the  Assistant  Sec- 
retary for  Health  was  at  a higher  level  and  thus  one  was  able  to  do 
more  for  a constituency. 

The  fact  of  the  matter  is  that  this  is  incorrect. 

Mr.  Obey.  I think  you  are  probably  correct.  I wanted  you  to  state  it 
for  the  record,  because  I have  had  some  questions  on  it. 

There  was  a lot  of  hell  raised,  for  instance,  because  the  first  draft 
of  the  committee  reorganization  proposed  abolishing  the  Merchant 
Marine  and  Fisheries  Committee.  As  a matter  of  fact,  my  guess  is  that 
if  those  groups  had  a broader  constituency  within  a larger  committee, 
they  might  in  fact  do  better  legislatively  in  the  long  run. 

Mr.  Buzzell.  I would  like  to  make  one  more  point,  if  I may,  with 
your  permission. 

That  is,  we  did  not  necessarily  do  a disservice  to  our  people  by  this 
reorganization.  We  were  asking  our  people  to  be  financial  managers, 
clinicians  or  people  capable  of  monitoring  clinical  services.  The  way 
we  were  structured,  a particular  program  in  maternal  and  child  health 
had  to  have  the  full  spectrum  of  experts  or  technicians  across  all  lines. 
They  had  to  have  physicians  to  insure  quality  care. 

Mr.  Obey.  Last  year  Congress  restored  58  positions  for  maternal 
and  child  health  care  that  the  President’s  budget  suggested  be  deleted. 
Were  those  positions  filled  in  1974  or  not  ? 

Mr.  Buzzell.  Those  positions  were  never  vacated  in  1974.  To  make 
sure  that  I am  not  facetious,  those  positions  are  scheduled  for  termina- 
tion in  June  of  this  year.  To  clarify  the  record,  they  were  not  vacated 
last  year. 


MATERNAL  AND  CHILD  HEALTH  FORMULA  GRANTS 

Mr.  Obey.  How  much  are  you  requesting  for  formula  grants  to 
States  for  maternal  and  child  health  care  services  ? 

Mr.  Buzzell.  $243,951,000.  In  fact,  we  are  requesting  that  all  the 
service  money  be  on  a formula  grant  basis. 

Mr.  Obey.  Correct  me  if  I am  wrong  on  this.  Could  it  not  be  said 
that  you  are  in  effect  taking  about  $18  million  away  from  formula 
grant  funds  in  section  503,  I believe  it  is,  that  would  have  gone  to 
States  like  Iowa,  Kentucky,  Wisconsin,  New  Jersey,  and  Virginia, 
and  switching  it  to  section  516  ? 

Mr.  Buzzell.  Let  me  answer  the  question,  and  correct  me  if  I am 
wrong,  Paul. 

Dr.  Batalden.  Mr.  Obey  is  correct. 

Mr.  Buzzell.  The  answer  is  “Yes.”  I would  like  an  opportunity  this 
afternoon 

Mr.  Obey.  It  will  be  switched,  I understand,  to  project  grants  to 
States  with  more  urban  population  and  major  maternal  and  child 
health  care  commitments. 

Mr.  Buzzell.  I would  like  to  have  the  opportunity  in  the  afternoon 
to  provide  you  a thorough  answer  to  that  question  or  answer  it  for  the 
record,  because  it  is  a complex  problem.  Essentially,  you  are  correct. 

Mr.  Obey.  Expand  on  it  for  the  record. 

[Clerk’s  note.  The  information  appears  on  page  643  of  this 
volume.] 

Mr.  Obey.  Let  me  make  this  point.  I thought  last  year  when  we 
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enacted  section  516  project  grants,  it  was  not  to  be  at  the  expense  of 
formula  grants.  It  was  my  impression  that  all  States  had  statutory 
obligations  to  get  projects  underway  for  maternal  and  infant  care, 
children  and  youth,  dental  care  for  kids,  and  newborn  intensive  care. 

My  question  is : How  can  they  get  those  underway  with  less  formula 
money  than  heretofore  ? ... 

Mr.  Buzzell.  Let  me  illustrate  by  using  your  State.  Wisconsin  in 
1974  received  $2.7  million  for  maternal  and  child  health.  Wisconsin 
in  1975  will  receive  $4.4  million,  in  spite  of  our  problem  in  terms  of 
carrying  out  the  full  intent  of  the  legislation,  because,  as  you  may 
recall,  it  was  also  the  intent  of  Congress  that  we  continue  the  major 
urban-type  projects. 

In  spite  of  the  problem,  in  tliis  instance  we  are  going  to  provide 
Wisconsin  with  the  wherewithal  to  complete  the  program. 

Mr.  Obey.  I would  like  to  discuss  this  more  with  you,  but  I do  not 
have  time.  I do  want  to  make  this  quorum  call. 

Mr.  Buzzell.  You  will  acknowledge  that  is  a substantial  increase. 

Mr.  Obey.  Yes. 

Mr.  Buzzell.  I have  some  problems  with  other  States.  This  does 
not  happen  to  be  one  of  them. 

Mr.  Obey.  Thank  you  very  much. 

We  will  reconvene  at  2 o’clock. 

MIGRANT  INPATIENT  CARE 

Mr.  Flood.  The  committee  will  come  to  order. 

When  we  recessed  with  my  questioning  we  were  talking  about 
mi^ants  and  migrant  health. 

In  fiscal  year  1974  you  initiated  a demonstration  project  whereby 
the  Bureau  of  Health  Insurance  of  the  Social  Security  Administration 
acts  as  a fiscal  intermediary  for  you  people  and  for  reimbursing  hos- 
pitals where  you  provide  for  migrants.  What  kind  of  experience  have 
you  had  to  date  ? Have  you  had  any  major  problems  ? 

Mr.  Buzzell.  Mr.  Chairman,  just  before  we  recessed  at  lunch  we 
got  into  this  topic,  and  we  didn’t  complete  it  so  I am  glad  you  brought 
it  up. 

We  are  not  encountering  any  major  difficulties.  We  have  just  started 
though.  We  think  that  it  is  going  to  be  of  major  benefit  to  the  migrants 
because,  as  you  know,  they  traditionally  have  a very  difficult  time 
getting  hospitalization  coverage.  The  Bureau  of  Health  Insurance, 
SSA  in  Baltimore  is  working  closely  with  us,  and  that  itself  is  a 
breakthrough. 

Mr.  Flood.  What  do  you  mean  by  SSA  ? 

Mr.  Bu^ell.  It  is  the  Bureau  of  Health  Insurance  within  the  So- 
cial Security  Administration,  a sister  agency  in  HEW. 

Mr.  Flood.  There  is  no  major  problem.  Of  course  you  are  going  to 
have  problems  with  hospitalization  of  migrant  workers  naturally,  but 
we  are  concerned  about  any  major  problems. 

Mr.  Buzzell.  No  major  problems.  The  only  problem  is  the  problem 
that  Mr.  Robinson  alluded  to,  and  that  is  that  a demonstration  project 
only  covers  a certain  number  of  x>eople  in  a few  States. 

Mr.  Flood.  How  do  you  reimburse  the  SSA  for  this  service? 

Mr.  Buzzell.  We  sign  an  agreement  with  SSA.  The  money  is  pro- 
vided from  the  project  grant  requests,  and  we  pay  them  directly. 
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SANITARY  CONDITIONS  OF  MIGRANT  CAMPS 

Mr.  Flood.  We  have  had  all  kinds  of  stories  down  through  the 
years  about  the  sanitary  conditions  in  migrant  camps.  Some  of  the  ones 
I have  seen,  my.  But  this  is  some  time  ago.  In  1974  you  conducted  a 
survey  of  approximately  29  migrant  camps  to  determine  the  sanitary 
conditions  in  those  camps.  Can  you  tell  us  what  the  findings  of  those 
surveys  were? 

Mr.  Buzzell.  Yes,  they  are  findings  that  we  are  not  especially 
proud  of. 

For  the  record  I ought  to  indicate  we  selected  29  of  the  camps  on  a 
random  basis,  and  from  that  sample  13  percent  were  dumping  sewage 
directly  into  the  open  streams;  26  percent  of  the  toilet  facilities  were 
rated  as  being  dirty  and  foul  smelling ; 35  percent  did  not  have  toilet 
paper;  22  percent  were  not  taking  water  samples.  Thus,  there  is  no 
assurance  of  their  water  safety. 

These  are  just  indicative  of  the  kinds  of  problems. 

Sanitary  conditions  in  the  migrant  camps  vary  significantly  and  in 
many  of  the  camps  they  do  not  meet  anybody’s  standards. 

Mr.  Flood.  What  are  you  doing  to  improve  the  situation? 

Mr.  Buzzell.  We  are  attempting  to  work  closely  with  the  States. 
The  responsibility  basically  is  with  the  States.  We  are  working  closely 
with  them  to  encourage  and  assist  the  States  in  enforcing  proper  sani- 
tation practices.  We  are  not  financially  funding  these  efforts  directly 
in  the  migrant  health  programs. 

Mr.  Flood.  We  would  like  to  be  kept  pretty  well  informed  about  this 
from  time  to  time  if  you  find  any  major  problems.  You  have  geographic 
problems  and  nationwide  problems.  We  realize  you  are  up  against  the 
north,  east,  south,  west  business.  We  would  like  you  to,  instead  of  once 
a year  having  you  dust  off  this  thing,  keep  the  staff  of  this  committee 
informed  on  a continuing  basis. 

Mr.  Buzzell.  We  will  be  glad  to. 

I would  like  to  also  point  out  you  will  have  the  opportunity  later 
today  or  tomorrow  to  talk  with  Dr.  Sencer  from  the  Center  for  Disease 
Control  and  they  also  are  involved  in  this  problem. 

HEALTH  MAINTENANCE  ORGANIZATIONS 

Mr.  F LOOD.  But  you  are  the  top  guy  and  we  want  it  from  your  shop. 

On  the  Health  Maintenance  Organizations — ^that  permits  me  now 
to  say  HMO’s — can  you  tell  us  your  priorities  for  spending  the  funds 
you  have  asked  for  in  this  budget  ? 

Mr.  Buzzell.  Our  priorities  ? 

Mr.  Flood.  Yes. 

Mr.  Buzzell.  Yes.  You  know  we  asked  for  a supplemental  request 
about  a month  ago,  and  we  asked  for  “until  expended”  authority.  We 
hope  this  calendar  year  that  we  are  in  would  be  the  year  in  which  we 
spend  that  supplemptal,  and  that  is  the  $65  million. 

In  terms  of  priority — and  again  I would  like  to  mention  that  before 
lunch  the  question  was  asked — do  we  have  a plan  whereby  we  shall 
know  what  each  State  is  going  to  receive  ? The  answer  to  that  was  we 
do  not.  It  is  not  a State-by- State  or  a formula  program.  So  in  terms 
of  priorities,  in  terms  of  States,  or  in  terms  of  grantees,  we  don’t  have 
any.  It  is  open  season  really. 
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We  are  going  to,  as  a priority,  fund  feasibility  studies,  planning 
studies,  and  developmental  studies  with  direct  grants. 

The  priority  is  going  to  be  on  those  organizations  which  are  non- 
profit organizations.  In  fact  that  is  the  only  kind  of  an  organization 
that  will  get  the  direct  grant  money. 

The  priority  also  will  be  placed  on  those  organizations  that  truly 
are  interested  in  the  development  of  HMO’s.  In  some  instances,  as  the 
law  specifies,  it  has  to  be  their  principal  activity. 

So  to  answer  your  question  a slightly  different  way,  a major  well- 
qualified  group  medical  practice  that  wants  to  get  into  the  HMO  busi- 
ness has  to  do  that  from  the  viewpoint  of  its  being  a major  activity 
of  the  group. 

Mr.  Flood.  Let  me  ask  the  question  in  a slightly  different  way.  Why 
do  you  believe  that  this  set  of  priorities  you  are  telling  us  about  will 
contribute  to  all  of  the  goals  of  the  legislation  ? 

Mr.  Buzzell.  Starting  an  ILMO  and  having  it  be  successful,  like  the 
one  you  are  familiar  with  in  Pennsylvania,  is  a business.  It  is  different 
from  running  an  ambulatory  care  center  with  grants.  They  have  to  be 
self-sufficient.  We  help  them  for  3 years.  Once  they  go  operational, 
then  we  will  cover  their  cost  deficits  for  3 years  or  assist  them  in  get- 
ting their  losses  covered.  But  they  eventually,  as  the  one  you  are  fa- 
miliar with  does,  have  to  stand  on  their  own  two  feet.  They  have  to 
market  their  services;  they  have  got  to  comfince  people  to  join  the 
HMO.  So  we  have  to  place  a very  strong  priority,  in  my  judgment, 
on  the  economic  viability ; good  business  management,  marketing,  and 
high  quality  of  medical  services.  The  law  requires  that  we  provide 
quality  service.  They  have  got  to  have  providers.  Just  as  the  PSEO 
program,  to  work  has  to  have  the  doctors  supportive  of  it,  the  HMO 
program  faces  the  same  problems.  So  we  are  placing  a high  degree  of 
priority  on  HMO’s  being  high-quality  medical  organizations  which 
also  can  take  care  of  the  business  and  the  marketing  factors. 

CrVEL  SUITS 

Mr.  Flood.  Here  is  something.  You  say  in  the  budget  justification 
that  civil  suits  may  be  brought  against  the  organization  which  fails 
to  comply  with  section  1310. 

Mr.  Buzzell.  Yes. 

Mr.  Flood.  Who  decides  whether  or  not  to  undertake  such  a civil 
suit? 

Mr.  Buzzell.  Technically  the  Secretary  of  HEW  will  make  that 
decision. 

We  have  to  provide  regulations  which  will  dictate  how  that  comes 
about,  but  the  law  does,  as  you  indicate,  pro\fide  sanctions  in  which 
civil  suits  can  be  brought. 

Before  we  do  that  we  will  be  certifying  and  regulating  HMO’s,** 
then,  subsequently,  HEW  will  be  in  the  business  of  applying  civil 
sanctions  if  necessary. 

HMO  BREAKEVEN  POINT 

Mr.  Flood.  You  mentioned  this  a minute  ago.  Wlien  you  testified 
before  us  on  the  supplemental  appropriation  you  told  us  to  be  justi- 
fiably economically  sound  and  viable  the  HMO  needed  1,000  enrollees, 
a round  fat  number.  Something  funny  must  have  happened  on  the 
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way  to  the  forum.  You  are  back  now  with  this  1975  budget  and  tell 
us  an  HMO  will  need  20,000  or  30,000  enrollees  just  to  break  even. 
In  this  numbers  game  which  is  correct  ? 

Mr.  Buzzell.  I am  pleased  to  have  the  opportunity  to  clarify  that. 

Mr.  Flood.  That  is  good. 

Mr.  Btjzzell.  Apparently  we  left  a misimpression. 

Let  me  answer  this  way : It  is  conceivable,  not  only  conceivable  but 
quite  possible,  that  an  HMO  can  lose  money  regardless  of  how  many 
enrollees  it  has. 

On  the  other  hand,  an  HMO  with  a relatively  small  number  of  en- 
rollees, like  Geisinger  Clinic  in  Pennsylvania  which  doesn’t  have  too 
many  enrollees — I think  in  the  order  of  1,000 — ^that  HMO  is  success- 
ful. It  is  making  money. 

There  are  others  that  will  never  make  money  unless  they  improve 
their  business  management  practices. 

The  25,000  versus  1,000  relates  to  the  two  different  kinds  of  HMO’s 
we  talked  about.  The  so-called  foundation  model  where  you  don’t  build 
the  building  and  don’t  take  the  physicians  and  put  them  together  in 
a single  place,  but  you  let  them  continue  to  practice  in  the  settings 
they  are  in  now  is  a less  costly  model  in  the  sense  of  not  needing  major 
capital  to  become  operational.  It  is  therefore  quite  possible  under  that 
kind  of  arrangement,  which  is  not  dissimilar  to  the  group  medical 
practice,  for  that  kind  of  HMO  to  make  money,  be  successful,  have  a 
good  premium  structure  with  only  500  or  1,000  enrollees. 

On  the  other  hand,  if  you  are  going  into  the  big  business  of  having 
your  own  hopsital,  having  your  own  clinic,  having  a large  number  of 
physicians  on  salary  and  a major  marketing  program  where  you  are 
going  to  try  to  sign  up  a lot  of  people,  then  it  will  take  a large  num- 
ber of  enrollees,  mayl^  25,000  or  30,000,  before  you  can  reach  break 
even,  Mr.  Chairman. 

Mr.  Flood.  Talking  in  months,  how  long  do  you  estimate  it  will  take 
an  HMO  to  go  from  zero  enrollees  up  to  20,000  or  30,000  which  you  say 
is  required  to  break  even  ? 

Mr.  Buzzell.  Some  of  them  have  been  trying  to  do  it  for  many  years. 

Mr.  Flood.  That  isn’t  what  I asked  you. 

Mr.  Buzzell.  It  is  quite  conceivable  in  the  next  2 or  3 years  some 
group  will  start  an  HMO  in  which  they  will  have  25,000  enrollees  in 
the  very  first  month  or  they  will  have  25,000  enrollees  in  the  very  first 
6 months.  I can  illustrate  that  with  an  example. 

We  have  potential  HMO’s  out  there  which  are  being  supported  by 
major  employers  like  Weyerhauser,  the  large  lumber  company  in  the 
Northwest.  If  that  kind  of  an  organization  sponsors  an  HMO  along 
with  the  doctors  and  with  the  other  people,  they  may  start  right  off 
with  a major  enrollment  of  10,000  or  15,000. 

HMO  DEFICITS 

Mr.  F LOOD.  How  will  the  other  kind  of  HMO  cover  deficits  beyond 
the  36  months  of  deficit  support  provided  by  the  law?  The  HMO  will 
not  go  under  after  36  months  support  will  it  ? 

Mr.  Buzzell.  I would  say  generally  not,  or  if  it  did,  we  would  have 
made  a mistake  in  terms  of  supporting  them. 

They  will  be  getting  loans.  We  provide  loan  guarantees  and  they 
p>^ow  from  a bank  and  receive  backing  that  way.  There  is  a good 
Likelihood  they  will  have  a line  of  credit  well  beyond  the  3 years. 
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Mr.  Flood.  Your  justification  points  out  that  section  1308  author- 
izes the  Secretary  to  borrow  from  the  Treasury  the  dollars  for  a loan 
guarantee  if  the  institution  goes  into  default.  What  rate  of  default  are 
your  projecting? 

Mr.  Buzzell.  As  I recall  when  we  testified  the  last  time  we  said  if 
more  than  25  percent  of  all  of  the  grantees  we  provide  planning  and 
development  money  to  defaulted  we  will  have  not  done  our  job.  Once 
they  become  operational,  it  would  be  my  judgment  that  something  in 
the  order  of  95  percent  or  more  should  continue  on  to  a long  economic- 
ally viable  life.  I don’t  believe  once  they  get  into  the  3-year  operational 
period  that  the  potential  for  failure  is  any  higher  than  2 or  3 out  of 
100.  If  that  happens,  we  have  done  a great  disservice  to  a lot  of  people. 

TECHNICAL  ASSISTANCE 

Mr.  Flood.  In  the  matter  of  program  management,  what  we  call 
direct  operation  support,  how  much  money  are  you  requesting  for 
technical  assistance  for  the  grantee  organizations  ? 

Mr.  Buzzell.  Approximately  $4  million. 

Mr.  Flood.  Why  don’t  you  put  the  money  directly  in  the  grant  award 
and  let  the  grantee  purchase  the  kind  of  technical  assistance  he  thinks 
he  needs  ? This  is  the  big  brother  business  again.  What  is  the  matter 
with  that  ? 

Mr.  Buzzell.  I think  that  is  a good  suggestion. 

NEW  POSITIONS 

Mr.  Flood.  What  do  you  want  with  25  new  jobs?  Only  a couple  of 
weeks  ago  in  the  request  for  the  supplement  you  had  100  new  jobs  for 
staff  positions.  Did  you  drop  that  on  the  floor  ? 

Mr.  Buzzell.  We  left  a few  behind. 

Mr.  Flood.  That  is  what  I thought. 

Mr.  Buzzell.  The  second  stage  of  the  implementation  of  the  pro- 
gram starts  in  July  when  we  start  performing  HMO  certification  and 
regulation.  We  have  a major  certification  and  continuing  regulation 
responsibility  that  starts  approximately  in  July  or  August,  and  that 
will  require  additional  staff. 

Mr.  Flood.  How  many  of  those  are  going  in  the  regional  offices? 

Mr.  Buzzell.  We  are  projecting  that  somewhere — of  the  addi- 
tional 25  ? 

Mr.  Flood.  Yes. 

Mr.  Buzzell.  As  you  recall  in  the  supplemental  we  asked  for  100 
positions,  and  if  that  is  approved  then  in  the  1975  budget  request  there 
would  be  an  additional  25  positions.  Of  the  original  100,  there  would 
be  50  in  the  national  office  and  50  in  the  regional  offices.  Of  the  addi- 
tional 25,  in  all  likelihood  15  would  go  to  the  regions  and  10  in  the 
national  office. 

NATIONAL  HEALTH  SERVICE  CORPS 

Mr.  Flood.  Let’s  talk  about  the  National  Health  Service  Corps.  Can 
you  explain  to  us  why  there  was  a reduction  of  $594,000  in  that 
program  ? 

Mr.  Buzzell.  Yes.  In  the  1974  appropriation  we  received  an  increase 
of  $2  million  which  did  not  become  a part  of  our  base  for  the  1975 
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request.  Therefore,  it  appears  that  in  the  1975  request  there  is  a reduc- 
tion. However,  in  terms  of  positions  and  direct  services  we  have,  in  fact, 
a small  increase. 

Mr.  Flood.  How  many  vacancies  do  you  have  in  that  program  at 
this  time  ? 

Mr.  Buzzell.  This  is  an  interesting  program  and  we  have  had  some 
interesting  developments.  By  the  end  of  June,  in  spite  of  the  fact  we 
lost  the  incentives  of  the  physician  draft  and  in  spite  of  the  fact  that 
the  uniformed  services  bonus  bill  hasn’t  been  enacted,  we  will  have  a 
full  quota  of  physicians.  We  will  have  all  of  these  positions  filled. 

We  at  the  present  time  have  a shortage  of  physicians  in  the  National 
Health  Service  Corps  but  that  shortage  runs  in  the  order  of  35  or  40, 
and  that  is  in  contrast  to  a situation  last  October  where  we  were  sub* 
Stantially  behind.  As  a consequence,  our  1975  budget  request  to  the 
Office  of  Management  and  Budget  was  not  totally  supportable  due  to 
the  fact  that  the  1974  budget  provided  for  positions  which  could  not 
be  filled.  We  were  having  a difficult  time  recruiting  physicians. 

Mr.  Flood.  Your  budget  justification  says  your  retention  rate  will 
be  25  percent  in  1974.  Do  you  have  any  ideas  how  you  can  improve 
that  ? Do  you  want  to  settle  for  50  percent  ? 

Mr.  Buzzell.  We  will  be  able  to  retain  at  least  50  percent  of  these 
physicians  if  the  Congress  will  enact  the  bonus  bill  currently  under 
consideration.  The  Senate  has  already  passed  that  bill  and  the  House 
is  going  to  be  considering  that  shortly.  With  the  passage  of  the  bonus 
bill  we  will  be  able  to  retain  50  percent  or  more  of  our  physicians. 

Mr.  Flood.  Of  the  307  approved  sites,  as  you  state  in  your  justifica- 
tions, 275  will  be  staffed  in  1975.  When  do  you  think  you  will  be  able 
to  meet  the  requirement  for  staffing  the  307  sites  ? 

Mr.  Buzzell.  Before  the  end  of  the  new  fiscal  year.  Dr.  Batalden 
is  anxious  to  point  out  not  only  will  we  do  the  307  but  we  are  going  to 
qualify  some  more. 

NURSING  HOMES 

Mr.  Flood.  Another  bureau  you  have  down  there  is  the  Bureau  of 
Quality  Assurance.  What  about  nursing  homes?  Last  year  we  were 
told  that  all  State  surveyors  would  be  trained  by  the  end  of  fiscal  year 
1974.  What  is  the  status  at  the  present  time  of  that  program  ? That  is 
an  imporant  program. 

Dr.  Abdellah.  It  is  a pleasure  to  have  an  opportunity  to  speak  to 
this  very  vital  area. 

Mr.  Flood.  You  are  the  one  that  can  do  it. 

Dr.  Abdellah.  I am  Director  of  the  Office  of  Nursing  Home  Affairs. 

In  terms  of  this  surveyor  training  for  last  year  the  total  trained 
would  be  1,648,  and  600  of  these  were  State  fire  safety  surveyors.  We 
do  estimate  for  1974  we  need  to  train  an  additional  350  surveyors. 

Mr.  Flood.  How  are  you  doing  that  ? 

Dr.  Abdellah.  This  is  a cooperative  program  with  the  Federal  Gov- 
ernment and  States  working  together.  There  are  also  universities  in- 
volved in  the  training  programs,  and  Tulane  is  one  of  the  major  cen- 
ters with  a network  program. 

Mr.  Flood.  What  do  you  think  about  it  ? 

Dr.  Abdellah.  I think  it  is  a very  vital  program  particularly  with 
our  new  regulations  which  were  published  last  January  and  become 
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effective  this  month.  Without  a good  surveyor  program,  enforcement 
of  those  regulations  would  become  very  difficult.  So  we  feel  this  is  very 
critical. 

One  of  our  worries  in  this,  and  our  Department  will  be  submitting 
amendments  a little  bit  later  for  the  surveyor  training,  is  that  100-per- 
cent funding  for  the  medicaid  surveyor  training  terminates  June  30; 
we  will  be  proposing  that  this  be  extended.  We  feel  this  is  very  im- 
portant in  order  to  continue  the  support  for  surveyor  trainers  who 
would  be  working  particularly  with  intermediate  care  facilities  which 
is  an  entirely  new  program. 

OMBUDSMAN  PROGRAM 

Mr.  Flood.  Here  is  something  you  talked  about  last  year.  You  told  us 
you  were  initiating  a new  ombudsman  program.  How  is  that  working 
out  ? Tell  us  first  how  it  is  working  out  and  then  how  much  you  have 
in  the  budget  for  us. 

Dr.  Abdellah.  Although  our  office  does  have  responsibility  for  con- 
tinuity of  this  program,  technically  it  has  been  transferred  to  the 
Administraton  on  Aging  under  Commissioner  Arthur  Flemming.  But 
we  are  working  with  Dr.  Flemming  very  closely  in  relation  to  this 
program. 

Actually  there  are  now  seven  of  these  projects,  and  some  of  them 
have  had  more  publicity  than  others. 

We  do  feel  that  as  a concept  it  is  a very  important  program.  It  does 
need  testing  and  evaluation,  and  this  is  critical.  This  is  what  we  are 
endeavoring  now  to  work  out  with  Dr.  Flemming,  to  build  in  a con- 
tinuity and  evaluation.  It  does  pro\dde  a very  important  mechanism 
for  the  consumer  as  a source  of  communication,  to  let  us  know  what  the 
problems  are  in  the  nursing  homes. 

RENAL  DISEASE  PROGRAM 

Mr.  Flood.  We  are  going  to  be  breathing  down  your  neck  on  this  one. 

On  the  renal  disease  program,  can  you  tell  us  where  you  stand  on  the 
end  stage  kidney  disease  program  ? 

Mr.  Bvzzell.  May  I use  the  opportunity  to  introduce  two  or  three 
people  whom  you  did  not  meet  this  morning  ? First  of  all  we  do  have 
the  second  team  here  from  the  Comptroller’s  Office,  Mr.  Forbush.  As 
you  recall,  Charlie  Miller  was  here  this  morning. 

Bob  van  Hoek  is  Associate  Administrator  and  the  man  to  answer 
your  question  is  right  behind  me.  Dr.  Goran  who  heads  the  Bureau  of 
Quality  Assurance. 

Dr.  Goran.  In  the  renal  program  we  now  have  about  14,000  benefi- 
ciaries who  are  eligible  and  receiving  dialysis  benefits  under  the 
program. 

As  you  know  we  are  still  operating  under  interim  regulations.  We 
will  in  the  very  near  future,  hopefully  in  the  next  month  or  two,  be 
issuing  final  policies  for  the 

Mr.  Flood.  The  end  stage  renal  disease  program? 

Dr.  Goran.  Final  regulations  for  the  end  stage  renal  disease 
program. 
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We  exT^ct  over  the  next  several  years  to  continue  the  identification 
of  the  eligible  beneficiaries,  reaching  an  estimated  40,000  to  50,000 
within  the  next  3 to  4 years.  At  that  point  it  is  estimated  that  the  num- 
ber of  individuals  who  are  receiving  benefits  will  reach  what  is  called 
the  steady  state. 

Mr.  Flood.  I certainly  hope  you  get  your  hope. 

SOCIAL  SECURITY  PROVISIONS 

Mr.  Patten.  Mr.  Chairman,  I would  like  to  ask  what  effect  the  social 
security  provisions  have  on  your  work  ? 

Dr.  Goran.  As  you  know  the  legislation  authorizing  the  end  stage 
renal  disease  pro^am  is  an  amendment  to  the  Social  Security  Act,  and 
the  program  itsdf  is  being  jointly  administered  by  the  Office  of  the 
Assistant  Secretary  of  Health,  the  Bureau  of  Quality  Assurance  in  the 
Health  Services  Administration  and  the  Bureau  of  Health  Insurance 
in  Social  Security  Administration.  Simply  stated,  we  are  responsible 
for  the  medical  aspects  of  the  program  and  the  Bureau  of  Health 
Insurance  for  the  administrative/financial  aspects  of  the  program,  the 
reimbursement  process  itself. 

PROFESSIONAL  STANDARD  REVIEW  ORGANIZATION 

Mr.  Flood.  On  the  Professional  Standard  Review  Organizations 
again,  in  your  general  statement  you  said  that  the  Bureau  of  Quality 
Assurance  has  operational  responsibility  in  the  implementation  of  the 
PSRO  program.  What  do  you  mean  by  that  ? 

Mr.  Buzzeill.  Dr.  Goran  who  heads  that  Bureau  of  Quality  Assur- 
ance is  responsible  for  all  of  our  quality  assurance  programs,  the  big- 
gest of  which  at  the  present  time  is  the  Professional  Standard  Review 
Organization  program.  So  he  has  responsibilities  for  the  implementa- 
tion, the  start  up  of  the  local  Professional  Standard  Review  Organi- 
zations and  the  Statewide  resource  centers  and  the  entire  implementa- 
tion of  that  program.  It  is  under  his  auspices  with  policy  guidance 
from  the  Assistant  Secretary  for  Health. 

Mr.  Flood.  I thought  so. 

Mr.  Buzzell.  Could  I add  one  point  on  the  renal  matter.  I have  been 
fortunate  in  the  last  2 months  to  visit  two  of  our  Public  Health  Service 
hospitals  which  are  operating  major  kidney  disease  treatment  pro- 
grams, one  in  San  Francisco  and  the  other  at  Staten  Island. 

One  of  the  things  we  want  Dr.  Goran  to  do  in  preparing  those  regu- 
lations is  to  spend  some  time  at  these  two  facilities  because  that  gives 
us  an  excellent  opportunity  to  in  fact  determine  precisely  what  some 
of  those  standards  ought  to  be.  I am  very  encouraged  with  the  work 
they  are  doing  at  those  two  hospitals. 

PUBLIC  HEALTH  SERVICE  HOSPITALS 

Mr.  Flood.  On  the  Public  Health  Service  hospitals,  you  say  in  your 
justification  ‘‘A  task  force  to  study  the  future  of  the  Public  Health 
Service  hospitals.”  How  will  the  efforts  of  this  task  force  differ  from 
the  efforts  of  the  other  task  forces  that  made  studies  of  the  Public 
Health  Service  hospitals  ? 

Mr.  Buzzell.  Its  mission  at  this  time  is  not  to  look  at  the  hospitals 
to  ascertain  how  we  can  quickly  close  them.  Its  mission  is  to  look  at 
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these  hospitals,  because  we  now  have  a mandate  from  the  Congress,  to 
ascertain  what  they  ought  to  be  doing,  if  anything,  besides  providing 
care  to  primary  beneficiaries,  basically  Coast  Guard  personnel  and  the 
merchant  seamen.  We  are  looking  at  alternative  medical  programs 
such  as  kidney  disease  treatment. 

In  addition,  we  have  a major  program  this  year  to  provide  repairs 
and  improvements  in  these  facilities.  This  task  force,  by  the  way, 
is  under  the  direction  of  Dr.  van  Hoek.  He  is  looking  at  each  hospital 
to  see  what  needs  to  be  done  in  terms  of  improving  it,  repairs  it  needs, 
and  other  items. 

COMMUNITY  USE  OF  PHS  HOSPITALS 

Mr.  Flood.  It  has  been  stated  that  one  of  the  options  in  this  whole 
matter  you  are  considering  is  the  transfer  of  PHS  hospitals  to  com- 
munity use.  How  many  of  the  communities  in  which  any  of  these  hos- 
pitals are  located  have  expressed  any  interest  in  taking  over  the 
hospitals  and  what  is  the  quid  pro  quo  on  a deal  like  that? 

Mr.  Buzzell.  This  past  year,  we  talked  with  many  people  in  all 
of  these  communities.  And  the  question  generally  was.  Could  we  con- 
tract with  this  community  for  the  care  of  these  primary  beneficiaries  ? 
And  the  answer  was  yes  in  most*  cases,  and  the  cost  would  be  so  much 
per  patient. 

Some  communities,  like  New  York  where  we  have  the  Staten  Island 
Hospital,  already  have  a shortage  of  beds. 

Mr.  Flood.  How  many  communities  have  expressed  an  interest 
in  taking  over  these  hospitals  ? 

Mr.  Buzzell.  They  all  have,  but  the  quid  pro  quo,  as  you  indicate, 
is  the  problem,  one  of  economics.  They  are  all  interested  in  our  will- 
ingness to  pay  the  price. 

The  problem  is  that  the  Federal  commitment  has  never  provided 
enough  money  to  pay  the  price  in  terms  of  amount  of  care  to  be 
provided. 

But  the  answer  is,  with  the  exception  of  New  York  and  one  or  two 
others,  there  is  a willingness  on  the  part  of  the  community  to  take 
the  patients  whom  the  hospitals  serve. 

Mr.  Flood.  This  is  the  Appropriations  Committee  as  you  know. 
Just  like  the  Marine  Corps,  we  have  learned  here  we  never  volunteer. 
The  reason  no  action  was  taken  was  nobody  asked.  You  know  that. 

Have  you  put  a pricetag  on  the  demands  of  the  communities,  on 
anything  in  the  various  communities  ? 

Mr.  Buzzell.  In  terms  of  what  they  would  charge  to  serve  the 
people  ? 

Mr.  Flood.  Yes. 

Mr.  Buzzell.  They  indicated  to  us  what  they  wanted  on  a cost  per 
patient  day.  In  terms  of  the  future  and  Dr.  van  Hoek’s  task  force,  we 
have  not  Aone  that. 

Mr.  Flood.  You  can  do  this  for  the  record.  We  would  like  the  total 
dollars,  patient  load,  and  staffing  allocated  to  each  one  of  the  hospitals. 

Mr.  Buzzell.  We  can  provide  that.  . 

Mr.  Flood.  But  for  1973,  1974,  and  1975? 

Mr.  Buzzell.  Yes,  sir. 

[The  information  follows :] 
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PROGRAM  MANAGEMENT 

Mr.  Flood.  On  program  management,  you  are  talking  about 
$35,783,000  and  903  jobs.  How  many  of  these  positions  are  actually  in 
the  program  management  activity  to  administer  the  research — ^the 
training  projects  of  the  maternal  and  child  health  program  ? 

Mr.  Buzzell.  The  program  management  budget  includes  102  posi- 
tions for  the  maternal  and  child  health  activities. 

EMERGENCY  MEDICAL  SERVICES 

Mr.  Flood.  On  page  59  of  your  justifications,  you  state  that  you  are 
responsible  for  “staffing,  development  of  regulations,  and  the  funding 
of  projects  for  emergency  medical  service  systems.” 

Why  are  you  requesting  positions  for  support  of  this  program  when 
the  very  same  thing  appears  in  the  budget  for  the  Health  Resources 
Administration  ? Are  you  double  in  brass  or  what  ? 

Mr.  Buzzell.  No.,  We  have  recommended  to  the  Secretary,  and  he  has 
agreed,  that  the  emergency  medical  services  responsibihty  be  trans- 
ferred from  the  Health  Resources  Administration  to  my  agency.  So 
as  a consequence,  this  program  will  not  be  in  the  HRA  budget  as  soon 
as  we  can  effect  that  transfer,  that  request  for  positions  and  dollars.  We 
are  only  going  to  ask  for  it  once. 

Mr.  Flood.  That  is  nice.  You  are  only  going  to  get  it  once,  and  I am 
not  sure  you  are  going  to  get  it. 

PROJECT  CONTRACTS 

On  contractual  services,  in  your  budget  you  are  requesting  $12,231,- 
000  for  what  you  call  project  contracts.  Again,  you  can  put  this  in  the 
record.  Give  us  a breakout  there  of  the  amount  for  each  program  with 
a brief  description  of  the  type  of  work  being  supported. 

Mr.  Buzzell.  I welcome  the  opportunity  to  put  it  in  the  record. 

[The  information  follows :] 


Project  Contracts 


Comraupity  Health  Services  - Activities  will  emphasize  project 
management  improvements,  statistical  reporting,  project 
evaluation,  policy  guidance,  professional  advice  and  technical 
assistance  to  comprehensive  health  center  projects.  $687^000  , 

is  included  for  contracting  with  the  California  Rural  Indian 
Health  Board  for  hedlth  services  for  California  Indians. 

$3,722,000 

Maternal  and  Child  Health  - Contracts  with  two  universities 
and  one  private  organization  which  provide  direct  services  to 
Indian  people. 

750,000 

Family  Planning 

Training  - Promotes  the  skills  and  knowledge  of  family 
planning  personnel  to  provide  effective  voluntary  . 
family  planning  services 

$1,000,000 

Education  - Gives  direct  support  to  service  projects 
in  the  development  of  patient-oriented  information 
and  education  programs 

600,000 

Services  delivery  improvement  - Provides  for  special 
studies  and  programs  to  mount  a coordinated  program 
responsive  to  family  planning  priorities 

2,515,000 

Health  Maintenance  Organizations  - Technical  assistance 
contracts  to  facilitate  project  development  in  critical  areas 
of  their  operations;  that  is,  medical  records,  actuarial 
projections,  information  systems,  financial  planning  and 
marketing  strategy. 

$2,000,000 

National  Health  Service  Corps  - Technical  assistance  will  be 
made  available  to  develop  viable  health  care  systems,  develop 
program  information  to  publicize  the  Corps,  recruit  health 
professionals  and  to  provide  training. 

964,000 

Quality  Assurance  - Provides  for  contracts  in  such  areas  as: 

680,000 

(1)  alternative  methods  for  quality  standards  and  certification; 

(2)  training  of  State  agency  survey  personnel  at  all  levels; 

(3)  national  registry  of  patients  for  end-stage  renal  dialysis 
program;  (4)  renal-organ  procurement’;  and  (5)  development 

and  administration  of  proficiency  examinations  for  qualification 
under  Medicare. 


Total  $12,231,000 
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APPROPRIATION  LANGUAGE 

Mr.  Flood.  The  next  question  is  more  general  on  new  appropriation 
language.  Up  here  language  in  an  appropriation  bill  is  our  pet  hate. 

You  are  asking  new  language  in  this  appropriation  bill  to  ‘‘make 
payments  for  the  costs  of  medical  care  and  related  expenses  on  behalf 
of  any  person  who  has  participated  in  the  study  of  untreated  syphilis 
initiated  in  Tuskegee,  Ala.”  Why  is  that  language  necessary  ? 

Mr.  Buzzell.  We  need  it  to  provide  funds  to  provide  for  the  care  of 
these  people.  Dr.  Sencer,  who  will  be  administering  that  program,  is 
here.  Any  questions  you  have  he  can  answer. 

Mr.  Flood.  This  is  just  for  the  purpose  of  the  language  only  right 
now  and  not  the  merits.  How  many  people  are  involved  ? 

Dr.  Sencer.  There  are  107  participants  in  the  study  who  are  still 
surviving.  There  will  be  a still  to  be  determined  number  of  spouses  and 
children. 

Mr.  Flood.  How  did  you  arrive  at  that  figure — you  knew  I would 
ask  you  that^ — of  $1,600,000  ? 

Dr.  Sencer.  This  is  an  estimate  that  is  based  upon  medicare  actu- 
arial figures.  It  came  with  a low  estimate  and  high  estimate  based 
on  per  capita  use  of  medicare  and  an  upper  limit  based  on  maximum 
utilization.  I can  supply  a detailed  breakdown  for  the  record  if  you 
would  like.  I have  it  right  here. 

[The  information  follows :] 

Basis  fob  $1,600,000  Cost  Estimate,  Tuskegee  Study 

Given  the  paucity  of  data  for  the  target  beneficiaries,  estimates  of  the  life  ex- 
pectancy and  the  cost  of  medical  care  must  be  of  limited  precision.  National  esti- 
mates of  life  expectancy  and  cost  of  medical  care  were  used  as  a proxy  for  the 
target  group,  given  the  fact  that  participants  lived  in  14  different  States. 

The  provision  of  comprehensive  medical  care  for  these  special  beneficiaries  is 
estimated  to  be  $1.6  million  for  this  fiscal  year.  The  medical  care  will  be  neces- 
sary over  a projected  38-year  period.  It  is  difficult  to  project  the  total  cost  of 
medical  care  over  this  period  of  time  and  even  more  so  on  a fiscal  year  basis. 
These  costs  are  based  on  personal  health  care  expenditure  per  person  served 
under  an  insurance  situation.  The  gross  expenditures  have  been  adjusted  down- 
ward to  take  into  account  medical  care  expenditures  covered  under  the  medicare 
program.  Estimates  for  medical  care  transportation,  burial,  and  administrative 
costs  were  added  to  the  net  medical  care  costs  to  arrive  at  the  budget  figure. 

emergency  medical  systems 

Mr.  F LOOD.  On  the  emergency  medical  system,  why  is  there  a reduc- 
tion of  $8  million  in  the  Emergency  Medical  System  program  ? Have 
you  lost  interest  in  this  program  already  ? 

Mr.  Buzzell.  Quite  to  the  contrary.  Before  the  Congress  passed 
legislation  on  November  16,  1973,  the  program  was  just  a demonstra- 
tion program  with  nine  demonstrations  projects.  Now  with  the  enact- 
ment of  the  legislation,  and  with  the  supplemental  budget  request 
passed  in  January  1974,  we  are  able  to  launch  this  program  which  is  a 
matching  program  with  the  States.  And  we  will  be  supporting  feasi- 
bility, planning,  and  development  efforts. 

Mr.  Flood.  You  stated  in  your  justifications  that  the  Federal  Gov- 
ernment will  provide  50  percent  of  the  costof  establishing  these  emer- 
gency medical  systems.  But  you  also  state  that  the  Federal  share  may 
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go  as  high  as  75  percent  if  the  recipients  can  demonstrate  an  excep- 
tional need  for  financial  assistance.  What  do  you  mean  by  that  one? 
Wliat  is  your  yardstick  ? 

Mr.  Buzzell.  The  Congress  recognized  that  in  some  States — some 
areas — the  Secretary  ought  to  have  authority  to  waive  a portion  of  the 
matching  requirement,  and  if  there  is  a demonstrated  need,  it  is 
conceivable 

Mr.  Flood.  Exceptional  need  ? 

Mr.  Buzzell.  Exceptional  need.  It  is  conceivable  an  area  could  get 
a bigger  percentage. 

Mr.  Flood.  This  is  a matter  of  degree.  They  also  all  have  to  demon- 
strate a need.  This  is  an  exceptional  need  ? 

Mr.  Buzzell.  That  is  correct.  And  we  have  the  responsibility  to  de- 
fine those  exceptions.  But  those  will  be  exceptions. 

EMERGENCY  MEDICAL  SYSTEM  DEMONSTRATION  PROJECTS 

Mr.  Flood.  You  don’t  ask  for  any  funds  in  the  budget  for  continued 
support  of  the  seven  emergency  medical  systems,  the  demonstration 
projects,  in  1974.  Are  you  abandoning  these  projects  or  what  happened  ? 
Did  they  quit  ? 

Mr.  Bussell.  No.  The  States  in  which  these  projects  are  located 
will  be  looking  at  the  emergency  medical  services  subject  from  a State- 
wide viewpoint  in  many  instances.  The  law  is  quite  explicit  in  terms  of 
requiring  that  a system  be  put  out  there  with  all  of  the  pieces.  And,  as 
a consequence,  the  demonstration  projects  will  now  be  folded  into  the 
entire  program.  They  will  get  further  assistance  if,  in  fact,  they 
qualify. 

A good  example  would  be  the  project  we  have  in  Illinois.  They 
quite  likely  will  qualify  for  further  assistance  but  the  State  of  Illinois 
will  now  have  to  contribute,  or  the  localities — Springfield  and  these 
places — ^^will  have  to  contribute  cash. 

Mr.  Flood.  Peoria,  too  ? 

Mr.  Buzzell.  That  is  a tough  one. 

MATERNAL  AND  CHILD  HEALTH 

Mr.  Flood.  On  the  maternal  and  child  health  grants,  in  fiscal  year 
1975,  the  project  grants  for  maternal  and  child  health  will  be  dis- 
continued. 

Mr.  Buzzell.  Yes,  sir. 

Mr.  Flood.  And  all  of  the  money  will  go  to  the  States  on  the  formula 
grant  system. 

Will  any  State  receive  a lesser  amount  in  1975  than  it  received  in 
1974? 

Mr.  Buzzell.  Yes. 

Mr.  Flood.  Give  us  a list  of  the  States  and  the  amounts. 

Mr.  Buzzell.  Would  you  believe,  I think  Pennsylvania  is  included  ? 

Mr.  Flood.  Yes,  I would. 

Mr.  Buzzell.  Generally  that  is  going  to  be  very  nominal  in  the  big 
urban  States.  But  the  answer  to  your  question  is  yes,  some  States,  in- 
cluding New  York  and  Pennsylvania,  will  receive  less  money  than 
they  did  last  year. 

[Clerk’s  note:  The  information  appears  on  page  643.] 
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LIGHTHOUSE  SERVICE 


Mr.  Flood.  Another  lan^age  question.  On  page  4 of  your  justi- 
fications, you  find  this  following  statement : 

Explanation  of  language  change  No.  5 : 

The  deletion  of  this  language  is  a departure  from  the  President’s  budget.  The 
act  of  July  1,  1944,  provided  for,  among  other  things,  medical,  surgical,  and 
dental  care  for  members  of  the  former  Lighthouse  Service.  The  Health  Mainte- 
nance Organization  Act  of  1973  signed  December  29,  1973,  apparently  in  error 
repealed  that  section  of  the  act  July  1,  1944.  The  Department  will  make  a re- 
quest on  this  matter  to  the  committee  on  a future  date. 

Will  you  explain  that  more  fully  ? 

Mr.  Forbush.  We  are  sending  a letter  to  the  committee  explaining 
why  this  happened.  It  seems  that  the  entitlement  of  these  lighthouse 
keepers  was  Imocked  out  simply  by  a drafting  error.  They  were  codify- 
ing some  legislation  and  it  got  overlooked.  We  checked  with  the  au- 
thorizing committee  to  see  if  it  was  their  intent  to  terminate  the  bene- 
fits, and  if  it  was  the  intent  of  Congress  to  terminate  that  benefit, 
we  would  not  come  up  with  any  kind  of  language  on  it.  According  to 
our  inquiries,  there  is  no  such  intention.  So  we  are  asking  for  language 
to  correct  that  oversight. 


PEDIATRIC  PULMOXARY  PROGRAM 


Mr.  Flood.  The  distinguished  lady  from  Louisiana,  Mrs.  Boggs, 
wanted  me  to  ask  this  question. 

What  provisions,  if  any,  have  you  made  for  the  pediatric  pulmonary 
program  ? 

Mr.  Buzzell.  We  have  10  pediatric  pulmonary  centers  we  have  been 
assisting  for  a number  of  years  under  the  regional  medical  programs. 
Last  year,  when  a decision  was  made  to  terminate  the  regional  medical 
program,  it  was  necessary  to  ascertain  what  we  were  going  to  do  with 
the  pediatric  pulmonary  centers.  What  we  did  was  to  extend  their 
financial  assistance  1 more  year  and  were  able,  working  with  the 
Health  Resources  Administration — Dr.  Endicott’s  agency — to  provide 
assistance  to  the  pulmonary  centers  through  September  of  this  cur- 
rent year. 

Mr.  Flood.  MTiat  is  your  opinion  of  the  impact  of  the  program  ? 

Mr.  BuzzAll.  I was  going  to  comment  on  that. 

We  said  that  during  this  l-year  extension,  we  would  visit  each  of 
the  10  pulmonary  centers  and  conduct  an  intensive  evaluation  of  the 
seiAuces  they  are  providing.  We  have  completed  that  and  the  report 
is  now  on  its  way  to  Dr.  Edwards. 

We  are  serving  roughly  31,000  people  in  these  centers.  We  are  quite 
encouraged  with  the  quality  of  the  work  being  done. 

Mr.  Flood.  You  have  been  asked  to  submit  a report  on  the  program 
to  Congress. 

Mr.  Buzzell.  We  will  be  doing  that. 

Mr.  Flood.  From  what  you  say,  and  seeing  you  think  well  of  the 
program,  we  don’t  see  anything  in  the  budget  request  for  it.  MTiy  is 
that  ? 


Mr.  Buzzell.  We  don’t  have  authorizing  legislation  in  my  agency 
for  the  pulmonary  centers.  They  were  covered  under  the  RMP  pro- 
gram before. 
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I think  the  thing  I would  like  to  indicate  today  is  that  they  seem  to 
be  doing  a good  job. 

Quite  likely  they  are  most  properly  covered  by  our  maternal  and 
child  health  appropriation.  That  is  where  the  activities  are  similar 
to  what  we  are  currently  doing. 

Mr.  Flood.  Mr.  Michel. 

Mr.  Michel.  Thank  you,  Mr.  Chairman. 

HOSPITAL  COST  SAVINGS 

Doctor,  you  say  that  a number  of  completed  studies  show  reductions 
in  hospitalizations  among  these  center  users.  I wonder  if  you  would 
cite  and  summarize  the  more  significant  of  these  studies  for  the  record 
and  also  tell  us  how  you  project  that  $50  million  in  annual  hospital 
cost  savings? 

Dr.  Batalden.  We  will  be  happy  to  do  that. 

[The  information  follows :] 

In  Zwick’s " study  of  the  Mile  Square  Neighborhood  Health  Center  in  Chicago, 
he  cited  a reduction  from  1,000  hospital  days  per  thousand  people  to  750/1,000 
over  a 3-year  i)eriod.  Sparer^  and  Anderson  found  that  the  average  number  of 
inpatient  days  for  OEO  enrollees  who  received  care  through  four  prepaid  group 
practice  plans  was  600/1,000.  Beilin  ® et  al.  found  a greater  reduction  in  hospital- 
ization in  Boston  (Columbia  Point)  than  the  one  cited  in  the  Chicago  study. 
In  addition  Klein,^  et  ah,  reported  a 50  percent  reduction  in  hospitalization 
among  children  enrolled  in  the  Rochester  Neighborhood  Health  Center.  While  we 
realize  that  such  studies  have  limitations  (for  example,  differences  in  geo- 
graphic sites  differences  in  emphasis  at  each  center,  emphasis  on  children  in 
the  Klein  study)  and  that  more  studies  need  to  be  done,  we  have  made  some 
assumptions  based  on  the  findings  presented. 

Assuming  the  average  rate  of  hospital  days  in  neighborhood  health  centers  is 
700/1,000  (that  is,  between  the  600/1,000  and  750/1,000  rates),  we  contrasted 
the  assumed  rate  with  the  U.S.  average  rate  for  low-income  people  under  65  in 
1968  of  1136/1,000.  ^ Applying  this  rate  and  the  U.S.  Community  hospital  adjusted 
per  diem  rate  of  $94.61  (which  is  the  standard  average  (1972)  rate)  to  the 
estimated  1,195,000  persons  served  in  our  neighborhood  health  centers,  we  arrived 
at  the  following  equations : 


1,195,000X  1,136/1,000  X $94.61 $128,  434,  967 

Less  1,195,000  X 700/1,000X&94.61 79, 141,  265 

Saved  in  hospitalization  costs  avoided 49,  293,  702 


PATIENT  POPULATION  REDUCTION 

Mr.  Michel.  I am  looking  at  page  3 of  your  testimony  having  to  do 
with  the  effectiveness  of  neighborhood  health  centers.  You  state  these 
reductions  are  from  25  percent  in  general  patient  population  in  Chi- 
cago, to  as  much  as  50  percent  in  Kochester. 

Dr.  Batalden.  We  will  be  happy  to  supply  that  for  the  record.  That 
is  the  same  experience  we  have  had  in  the  HMO  program. 

[The  information  appears  above.] 


1 Zwick,  D,  I.,  “Some  Accomplishments  and  Findings  of  Neighborhood  Health  Centers,” 
Milbank  Memorial  Fund  Quarterly,  vol.  L,  No.  4,  pt.  I,  387-420,  October  1972. 

2 Sparer,  G.,  and  Anderson,  A.,  “Cost  of  Services  at  Neighborhood  Health  Centers,  a 
Comparative  Analysis,”  New  England  Journal  of  Medicine,  286,  1241-1245,  June  3,  1972. 

3 Beilin,  S.  S.,  Geiger,  H.  J.,  and  Gibson,  C.  D.,  “Impact  of  Ambulatory  Health  Care 
Services  on  the  Demand  for  Hospital  Beds,”  New  England  Journal  of  Medicine,  280,  808- 
812,  Apr.  10.  1969. 

Klein.  M.,  Roghmann,  J.,  Woodward,  K.,  and  Charney  E.,  “The  Impact  of  the  Rochester 
Neighborhood  Health  Center  on  Hospitalization  of  Children,  1968  tol970,”  Pediatrics, 
vol.  51,  No.  5,  May  1973. 
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FAMILY  HEALTH  CENTER  LOCATIONS 

Mr.  Michel.  These  39  'family  health  centers,  if  they  only  serve  a 
total  of  105,000  people,  that  is  roughly  2,700  per  center.  Twenty-five 
of  them  are  operational.  Do  we  have  the  locations  of  those  in  the 
record  ? 

Dr.  Batalden.  We  don’t  have  it  in  the  record  but  we  will  supply  it. 
[The  information  follows :] 

Operational  Family  Health  Centers 

Athol  Memorial  Hospital,  Inc.,  Athol,  Mass. 

Regional  Medical  Center  at  Lubec,  Lubec,  Maine. 

Yeshiva  University — ^Albert  Einstein  College  of  Medicine,  Bronx,  N.Y. 

Health  Services  Planning  Association  of  Central  New  York,  Inc.,  Syracuse,  N.Y. 
Vineland  Family  Health  Center  Corp.,  Vineland,  N.  J. 

Anne  Arundel  County  Economic  Opportunity  Committee,  Inc.,  Annapolis,  Md. 
Monongahela  Valley  Association  of  Health  Centers,  Inc.,  Fairmont,  W.  Va. 

West  Baltimore  Community  Health  Care  Corp.,  Baltimore,  Md. 

South  Philadelphia  Health  Action,  Philadelphia,  Pa. 

Georgetown  University  Community  Health  Plan,  Inc.,  Washington,  D.C. 

North  Memphis  Community  Health  Organization,  Inc.,  Memphis,  Tenn. 

Wake  Health  Services,  Inc.,  Raleigh,  N.C. 

Health  Services  Association,  St.  Paul,  Minn. 

Family  Health  Center,  Inc.,  Kalamazoo,  Mich. 

Health  Delivery  Inc.,  Saginaw,  Mich. 

Group  Health  Association  of  NE  Minnesota,  Inc.,  Virginia,  Minn. 

Marshfield  Clinic  Foundation  for  Medical  Research  and  Education,  Marshfield, 
Wis. 

Family  Health  Care  Center,  Crittenden  Clinic,  Inc.,  West  Memphis,  Ark. 
Home  Educational  Livelihood  Program,  Albuquerque,  N.  Mex. 

University  of  Utah,  Salt  Lake  City,  Utah. 

Northern  San  Luis  Valley  Family  Health  Services,  Center,  Colo. 

East  Los  Angeles  Health  Task  Force,  Los  Angeles,  Calif. 

Community  Health  Services,  Inc.,  Portland,  Oreg. 

Columbia  Basin  Health  Association,  Othello,  Wash. 

Lake  Otis  Clinic,  Inc.,  Anchorage,  Alaska. 

AVERAGE  COST  PER  FAMILY  HEALTH  CENTER 

Mv.  Michel.  What  is  the  average  cost  per  center  ? 

Dr.  Batalden.  The  average  cost  per  ecnter  of  the  family  health 
center  is  based  in  part  upon  the  continued  development  of  those  cen- 
ters as  well  as  those  centers  that  are  currently  operational  and  pro- 
viding services.  So  that  the  cost,  if  you  simply  take  the  number  of 
people  receiving  services  versus  the  total  dollars  in  the  program,  would 
appear  high  inasmuch  as  these  projects  are  currently  this  year  com- 
pleting their  developmental  work  and  moving  to  full  operational 
status. 

Mr.  Michel.  What  is  the  difference  in  costs  per  patient  served  in 
the  developmental  stages  as  against  others  ? 

Dr.  Batalden.  In  the  development  stage,  they  are  not  serving  any 
patients. 

Mr.  Michel.  What  is  the  Federal  contribution  to  an  establishment 
of  a center  like  this  that  is  going  to  be  ultimately  serving  according  to 
your  figures,  some  2,600  or  2,700  people  ? 

Dr.  Batalden.  Total  developmental  costs  may  be  on  the  order  of 
$750,000  to  $1  million  over  3 to  4 years. 

Mr.  Buzz*ell.  Your  question  is  what  is  the  Federal  contribution  ? 
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Mr.  Michel.  Yes. 

Mr.  Buzzell.  Essentially  the  total  amount. 

Mr.  Michel.  And  the  amount  is  roughly  three-quarters  of  a million 
dollars  ? 

Dr.  Batalden.  Over  3 to  4 years,  three-quarters  of  a million  dollars. 

Mr.  Michel.  What  is  the  maintenance  cost  of  that  once  it  becomes 
operational  ? 

Dr.  Batalden.  It  depends  on  the  number  of  people  who  are  enrolled 
who  do  not  have  entitlement  to  medicaid  or  do  not  have  some  other 
private  insurance  to  support  the  costs  of  the  service. 

Mr.  Michel.  Do  you  envision  these  centers  being  folded  into  or  be- 
coming HMO  centers  ? 

Dr.  Batalden.  Yes,  some  of  them  will. 

Mr.  Buzzell.  To  some  extent.  We  envision  their  becoming  self-suf- 
ficent  if  we  are  successful  in  getting  a comprehensive  health  insurance 
program  operational. 

Mr.  Michel.  What  indication  do  you  have  of  local  communities 
doing  that  in  the  absence  of  enactment  of  any  kind  of  comprehensive 
health  insurance  program  ? 

Mr.  Buzzell.  Doing  what  ? 

CONTINUING  FEDERAL  FUNDING  OF  FAMILY  HEALTH  CENTERS 

Mr.  Michel.  I should  go  back  more  fundamentally.  After  we  have 
once  established  a family  health  center,  what  is  the  Federal  Govern- 
ment’s obligation  for  sustaining  that  center  ? 

Mr.  Buzzell.  It  is  a year-to-year  obligation  in  the  sense  that  as  long 
as  we  have  authorizing  legislation  and  as  long  as  we  request  an  ap- 
propriation, we  have  a responsibility,  I believe,  to  fund  these  centers. 
But  there  is  no  indefinite  or  nonending  or  open-ended  obligation  that 
I am  aware  of. 

Mr.  Michel.  Do  we  have  any  that  have  been  established  being  taken 
over  and  maintained  by  the  local  community  ? 

Mr.  Buzzell.  The  local  community  providing  the  total  financial 
assistance? 

Mr.  Michel.  Yes. 

Mr.  Buzzell.  hTo,  sir. 

Dr.  Batalden.  That  is  correct.  The  family  health  center  was  de- 
signed to  go  after  the  working  poor  who  weren^  otherwise  entitled  to 
care  support.  So  that  is  the  bulk  of  the  continuing  Federal  dollar  once 
the  center  becomes  operational. 

Mr.  Michel.  There  is  no  bar  to  Federal  revenue-sharing  funds  being 
used  for  these  centers,  is  there? 

Dr.  Batalden.  That  is  correct. 

MATERNAL  AND  CHILD  HEALTH 

Mr.  Michel.  When  you  refer  on  page  4 to  the  establishment  of 
some  162  new  projects  in  the  areas  of  maternity  and  infant  care,  inten- 
sive care  of  newborns,  children  and  youth  comprehensive  health  care, 
dental  health  care  of  children,  and  family  planning  services,  what  are 
we  really  talking  about  there  ? 

Mr.  Buzzell.  The  conversion  from  project  to  a formula-grant  pro- 
gram will  require  many  States  which  currently  don^  have  the  five 


149 


major  components  of  the  maternal  and  child  health  program  to  be 
starting  new  projects  and  to  be  providing  that  coverage.  As  a conse- 
quence, a sizable  number  of  new  maternal  and  child  health-type  proj- 
ects will  come  into  existence;  in  large  measure,  some  of  the  more 
rural  areas  although  even  in  some  of  the  urban  settings  like  New 
Jersey. 

Mr.  Michel.  Again  here,  what  obligation  does  the  Federal  Govern 
ment  have  after  establishing  them  to  maintain  them  over  a period  of 
years  ? 

Dr.  Bataldex.  They  will  be  maintained  through  the  formula-grant 
program — ^the  maternal  and  child  health  formula  grant  program. 

Mr.  Buzzell.  The  obligation,  as  I would  view  it,  is  one  of  providing 
financial  support,  to  the  State,  and  secondly,  a continuing  responsibility 
to  in  fact  ascertain  that  the  congressional  intent  is  carried  out;  that 
is,  that  the  States  are  in  fact  doing  with  that  money  what  the  Congress 
required  them  to  do. 

Mr.  Michel.  Is  there  ever  any  instance  of  a new  one  being  established 
and  then  phased  out  for  one  cause  or  another  ? 

Dr.  Bataldex.  Yes,  and  there  have  been  those  started  by  States  and/ 
or  local  communities  without  the  specific  Federal  assistance.  One  of  the 
tasks  that  we  face  in  certifying  State  conformance  to  the  program  of 
project  requirement  will  be  to  ascertain  whether  those  projects  that 
have  been  started  by  States — for  example,  prenatal  and  intensive  care 
units  that  serve  rural  areas — whether  they  meet  the  stipulation  of  the 
statute  as  envisioned  in  title  V. 

Mr.  Buzzell.  Do  we  have  any  estimate  of  how  many  maternal  and 
child  health  projects  the  Federal  Government  has  started  that  are  no 
longer  in  existence  ? 

Dr.  Bataldex.  We  can  provide  that  for  the  record. 

[The  information  follows :] 

Maternal  and  Child  Health  List  of  Project  Grantees  Terminated  Since 
Project  Grant  Program  Began 

maternal  and  infant  care  projects 

Massachusetts  State  Department  of  Public  Health. 

Arizona  State  Department  of  Health. 

Pennsylvania  Department  of  Health. 

CHILDREN  AND  YOUTH  PROJECTS 

Massachusetts  State  Department  of  Public  Health. 

Beth  Israel  Hospital,  Boston. 

University  of  Iowa,  Iowa  City. 

University  of  Nebraska,  Omaha. 


None. 

None. 


INTENSIVE  CARE  PROJETCS 
DENTAL  CARE  FOR  CHILDREN  PROJECTS 

IXFAXT  MORTALITY  RATE 


Mr.  Michel.  On  page  5.  you  speak  of  the  infant  mortality  rate 
being  reduced  so  dramatically  in  several  cities,  particularly  in 
Albuquerque  from  22.7  to  12.2,  or  Miami  from  28.7  to  2.5,  or  Denver. 
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What  is  the  significance  of  citing  those  cities,  and  what  was  it  that  took 
place  there  that  brought  about  these  striking  results  ? 

Mr.  Buzzell.  I happen  to  have  been  to  a couple  of  places  where  we 
have  achieved  some  of  these  dramatic  results.  Of  interest  is  the  fact  the 
places  I went  to  are  not  the  ones  we  cited.  I went  to  Knoxville,  Tenn., 
and  I went  to  Vicksburg,  Miss. 

There  are  a number  of  things  they  have  done  ranging  all  the  way 
from  establishing  an  intensive  care  unit  in  a hospital,  a neonatal  clinic, 
to  having  a better  system  of  emergency  medical  services. 

Mr.  Michel.  Available  or  deliverable  ? 

Mr.  Buzzell.  Available.  And  it  is  interesting,  I think,  what  the 
auspices  of  the  Tennessee  Valley  Association  have  done.  The  Associa- 
tion has  worked  closely  with  the  project  in  Knoxville;  they  are  able 
to  pick  up  the  high  risk  pregnancies,  so-called  “premies,”  at  the  site  in 
the  Appalachian  hills  and,  with  a resident  or  nurse  in  attendance  on 
the  helicopter,  fly  the  patient  into  the  hospital.  It  logically  follows,  I 
think,  that  the  mortality  rate  would  drop  dramatically. 

The  same  thing  is  applicable  in  the  Mississippi  Delta  where  the 
high  risk  pregnancies  are  in  a self-service  kind  of  an  environment. 

It  is  relatively  easy  to  make  that  major  breakthrough  that  is  indi- 
cated in  these  kinds  of  statistics  because  basically  we  were  not  provid- 
ing prenatal  care,  we  were  not  providing  high-risk  pregnancy  care. 

Mr.  Michel.  For  the  record,  go  back  and  specifically  tell  me  why, 
because  of  your  having  cited  those  cities  in  the  record,  what  really  is 
there — there  has  to  be  some  reason  for  it. 

[The  information  follows:] 

[Clerk’s  note : The  information  appears  on  page  646.] 

Mr.  Buzzell.  We  believe  perhaps  in  terms  of  what  we  submit  for 
the  record,  we  ought  to  clarify  something  that  might  be  a misimpres- 
sion.  These  are  not  the  only  cities  or  areas  where  substantial  gains 
have  been  made.  But  I do  think  it  is  appropriate  to  point  out  in 
large  measure 

Mr.  Michel.  As  the  chairman  says,  we  operate  like  the  Marine 
Corps  here.  We  don’t  volunteer  anything.  You  volunteered  the  cities 
and  citation.  There  must  have  been  a reason  for  that.  I have  to  follow 
it  because  why  wasn’t  it  someplace  else.  Why  not  where  you  were? 
Was  it  that  bad,  is  it  not  for  the  record? 

Mr.  Buzzell.  That  is  a good  point  and  illustrative  of  the  good 
results  the  maternal  health  programs  have  achieved  along  with  other 
people  in  this  area. 

NURSE  MIDWrVES 

Mr.  Michet-.  When  vou  talk  of  training  nurse  midwives,  pediatric 
nurses,  and  other  physicians’  assistants,  how  much  are  we  spending  in 
that  area  ? 

Dr.  Batalden.  $1.5  million. 

Mr.  Michel.  For  the  total  program?  How  much  per  trainee?  What 
are  we  spending  to  train  an  individual  to  become  a midwife?  Does 
anvbody  know  ? 

Dr.  Bataiuen.  We  can  provide  that.  I don’t  have  it  broken  out  in 
front  of  me  by  midwife  or  pediatric  nurse  practitioner  or  physician 
assistants.  We  can  provide  that  for  you. 

[The  information  follows :] 
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MCn — 7iurse  mid-wife,  pediatric  cost,  and  so  forth,  training — average  cost  per 

trainee 


Midwives  $4,  960 

Pediatric  nurse  practitioners 2,  488 

Allied  health 2,  238 


Mr.  Btjzzel/L.  We  will  have  to  clarify  the  record,  too.  The  $1.5  mil- 
lion was  broader  than  just  the  midwifery  program. 

Mr.  Michel.  My  next  question  was  what  do  we  spend — ^that  has  been 
a program  going  on  now  for  several  years  so  you  have  an  experience 
table,  right? 

Dr.  Bataldex.  That  is  right. 

Mr.  Michel.  When  was  that  initiated  ? 

Dr.  Bataldex.  1972, 1 think. 

Mr.  Michel.  We  know  what  we  spent  in  1972  and  how  many  people 
were  involved  and  what  we  did  in  1973  and  1974,  and  what  your  pro- 
jections are  for  1975. 

[The  information  follows :] 


MCH  SECTION  511  FUNDING  FOR  TRAINING  OF  NURSE  MIDWIVES 


1972  actual 
(41  trainees) 

1973  actual 
(34  trainees) 

1974  estimate 
(32  trainees) 

1975  estimate 
(32  trainees) 

Project 

number 

Faculty 

Location  support 

Trainee 

support 

Faculty 

support 

Trainee 

support 

Faculty  Trainee 
support  support 

Faculty 

support 

Trainee 

support 

930 

Grady  Hospital,  Atlanta, 

Ga $54,832 

$28, 350 

$56, 017 

$16,000 

940 

University  of  Mississip- 
pi, Jackson,  Miss 155, 449 

Columbia  University, 

New  York,  N.Y 80,235 

47, 100 

164, 388 

32,000 

$164,000  $32,000 

$164, 000 

$32, 000 

94L. 

87, 336 

107, 392 

97,240 

107,000  97,000 

107, 000 

97, 000 

Total. 

290,516 

162, 786 

327, 797 

145, 240 

271,000  129,000 

271, 000 

$129,  000 

HEALTH  PROFESSIOXAL  FELLOWSHIPS 

Mr.  Michel.  Then  ;j^ou  speak  of  the  340  professional  health  per- 
sonnel who  receive  specialize  long-term  training.  How  long  training  ? 

Dr.  Bataldex.  That  is  the  standard  fellowship  we  are  talking  about 
in  conjunction  with  the  university-affiliated  program,  and  those  fel- 
lowships range  from  one  year  to  two  years,  generally,  in  length. 

Mr.  Michel.  Is  there  a maximum  on  the  amount  of  the  fellowship  ? 
Dr.  Bataldex.  No,  there  is  none.  We  can  give  you  the  ranges. 

Mr.  Michel.  Does  that  vary  by  institution  ? 

Dr.  Bataldex.  We  can  give  you  the  ranges  on  that. 

[The  information  follows :] 

University  Affiliated  Centers  Traineeship  Support 

Training  support  follows  the  levels  established  by  the  Department.  Variances 
are  few,  are  based  upon  i)ersonal  circumstances,  and  are  individually  approved. 
A.  Stipend  levels : 

1.  Postresidency  clinical  fellows : 

(а)  First  year — up  to  $10,000. 

(&)  Second  year — ^up  to  $12,000. 

2.  Post-doctoral  trainees : 

{a)  No  relevant  postdoctoral  training  or  experience — $6,000. 

(б)  One  year  of  relevant  postdoctoral  training  or  experience — $6,500. 

(c)  Two  or  more  years  of  relevant  postdoctoral  training  or  experience — $7,000. 
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3.  Predoctoral  experienced  student  support : 

Months  of  related  professional  work  experience  or  training : 


SUpetid  level 

(u)  Less  than  12  mo $3,000 

(&)  12-23  mo 3,300 

(0)  24-^  mo 3,600 

(d)  36-47  mo 3,900 

(e)  48  or  more  mo 4,200 


Each  full-time  academic  year  of  graduate  training  shall  equal  12  months  of 
related  professional  work  experience  for  stipend  level  purposes.  If  a trainee  or 
fellow  has  been  awarded  a master’s  degree,  in  a field  relevant  to  the  professional 
training  to  be  undertaken,  an  additional  $500  may  be  added  to  the  stipend  level 
for  which  he  is  otherwise  qualified.  The  maximum  predoctoral  stipend  may  not 
exceed  $4,700. 

B.  Other  support : 

1.  Dependency  allowances — $600  each. 

2.  Fees  and  tuition — actual. 

3.  Travel  (none  to  or  from  training  site) — ^only  as  related  to  that  required 
for  training — ^actual. 

The  primary  purpose  of  MCH  traineeship  support  is  for  training  medical  and 
allied  health  professionals  for  leadership  iwsitions  in  programs  providing  serv- 
ices for  handicapped  children,  particularly  those  with  mental  retardation  and 
other  developmental  disabilities.  However,  the  support  provided  for  the  faculty 
and  services  necessary  to  accomplish  such  training  generates  a substantially 
greater  amount  of  training  than  that  which  is  directly  supported.  For  example, 
a 1972  study  of  the  Association  of  University  Afiiliated  Facilities,  a group  of 
facilities  providing  training  on  an  interdisciplinary  basis  for  a variety  of  health 
and  related  professions,  shows  a total  of  52,584  persons  receiving  training.  Train- 
ing ranged  from  postresidency  fellows  to  subprofessionals,  and  from  full-time, 
long-term,  to  part-time  or  short-term  participants  in  seminars  or  workshops.  This 
study  involved  32  centers,  20  of  the  largest  of  which  are  supported  by  MOH  funds. 

FAMILY  PLANNING 

Mr.  Michel.  In  the  family  planning  area,  do  you  have  any  studies 
at  all  to  show  the  reductions  in  birth  rate  among  welfare  families  ? 

Mr.  Buzzell.  Dr.  Shultz  or  Dr.  Batalden. 

Dr.  Shultz.  There  have  been  no  studies  per  se  devoted  to  the  pursuit 
of  that  in  a special  project  area ; for  example,  in  a city  where  a project 
has  been  funded.  However,  in  New  York  City,  the  experience  has 
been,  for  example,  that  there  has  been  a decline  in  the  birth  rate  of 
welfare  recipients  during  the  period  the  project  was  in  existence. 

There  are  other  factors  operative  in  addition  to  family  planning  per 
se,  because,  obviously,  our  family  planning  projects  do  not  pay  for 
abortion  services  in  New  Y ork  City. 

So  a direct  correlation  is  very  difficult  to  accomplish,  but  there  is 
some  indirect  evidence  that,  yes,  there  has  been  a reduction  in  the  birth 
rate  among  the  population  being  served. 

These  are  not  exclusively  welfare  recipients  who  receive  the  serv- 
ices, either,  because  that  is  not  a requirement  within  the  regulations 
for  title  X pro j ects. 

Mr.  Michel.  Are  you  speaking  of  85  percent  of  all  counties  through- 
out the  United  States  that  have  family  planning  services  ? 

Mr.  Buzzell.  Yes. 

Mr.  Michel.  How  about  the  other  15  percent  ? Is  that  achievable  or 
desirable  ? 

Dr.  Shultz.  Those  are  counties  which  have  relatively  very  small 
populations.  We  are  working  with  the  State  health  agencies  to  attempt 
to  extend  services  to  those  counties,  sometimes  through  such  devices  as 
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mobile  units,  but  more  often  through  encouraging  private  physicians  in 
the  communities  where  there  are  no  organized  programs. 

We  are  really  referring  to  organized  programs  or  an  organized 
physician  referral  program.  We  are  encouraging  the  setting  up  of  re- 
ferral programs  to  private  physicians  or  for  private  physicians  on  their 
own  in  those  communities  to  provide  services. 

Frequently  they  are  counties  with  rather  limited  health  care  serv- 
ices in  any  case,  due  to  their  small  population. 


NUMBER  OF  INDIVIDUALS  SERVED 

Mr.  Michel.  I am  not  sure  whether  or  not  in  your  testimony  you 
mentioned  the  number  of  individuals  being  served  in  this  family  plan- 
ning program  throughout  the  country.  Have  we  any  figures  on  that 
at  all  ? 

Dr.  Shultz.  Yes,  sir.  In  organized  programs  in  fiscal  year  1973,  3.2 
million  individuals  received  services. 

Mr.  Michel.  As  of  what  date  ? 

Dr.  Shultz.  Fiscal  year  1973,  3.2  million  through  organized  pro- 
grams. These  are  low-income  individuals  receiving  services. 

An  additional  1.4  million  individuals  with  low  incomes  received  serv- 
ices from  private  physicians  during  this  period.  This  does  not  all 
represent  Federal 

Mr.  Michel.  How  do  you  get  that  latter  figure  ? 

Dr.  Shultz.  That  is  based  on  two  studies  that  were  done.  One  was 
the  family  growth  survey  of  1970  and  a projection  from  those  1970 
figures. 

Then  in  addition  to  that,  a study  done  about  the  same  time  through 
Johns  Hopkins  University  nationwide  on  younger  people. 

Mr.  Michel.  Do  you  anticipate  in  fiscal  year  1974  the  numbers 
you  cited,  3.2  million  and  1.4  million,  would  be  increased? 

Dr.  Shultz.  Yes,  sir. 

Mr.  Michel.  Significantly? 

Dr.  Shultz.  Yes,  sir.  We  anticipate  a definite  increase.  Particu- 
larly, one  of  the  factors  which  will  definitely  produce  an  increase 
which  will  carry  over  into  1975  is  the  release  of  the  1973  funds  which 
were  not  immediately  available  for  obligation  during  1973. 

Mr.  Michel.  How  much  was  that  ? 

Dr.  Shultz.  $30.5  million. 

Mr.  Michel.  Do  you  want  to  look  in  your  crystal  ball  for  1975? 

Dr.  Shultz.  Due  to  the  fact  I just  mentioned,  we  would  antici- 
pate an  increase  during  that  period,  in  addition  to  which  we  hope 
to  obtain  increased  third-party  reimbursements.  Hopefully,  by  the 
end  of  the  fiscal  year,  utilizing  the  funds  available  from  this  appro- 
priation plus  other  funds,  we  will  accomplish  the  goal  the  President 
set.  We  may  not  hit  it  exactly,  but  we  hope  to  come  close  to  it. 


MATERNAL  AND  CHILD  HEALTH  FORMULA  GRANTS 

Mr.  Conte.  Why  the  dramatic  increase  in  the  allocation  of  grants 
for  maternal  and  child  health  services  ? 

Mr.  Buzzell.  A dramatic  increase  ? 

Mr.  Conte.  The  first  State  listed,  Alabama,  had  $1.2  million  in 
1974,  and  now  is  going  to  $4  million.  The  allocation  was  tripled. 
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Mr.  Buzzell.  We  have  to  carry  out  the  intent  of  Congress.  We 
converted  from  a project  to  a formula  grant  program,  in  which  the 
more  rural  States  get  a substantial  increase. 

Mr.  Forbush.  The  figure  you  read  for  1974  was  funds  Alabama  re- 
ceived from  the  current  formula  grant.  In  1975,  it  has  project  grants  in 
it  as  well.  They  are  really  not  comparable  figures.  Alabama  probably 
also  received  project  grant  money  in  1974.  The  1974  column  is  limited 
to  the  formula  grant  figure.  The  1975  column  is  the  whole  appro- 
priation. 

Mr.  Buzzell.  But,  as  a matter  of  fact,  they  do  get  an  increase. 

Mr.  Forbush.  They  got  an  increase  as  \vell.  It  is  not  really  as  big  as 
it  might  show  by  that  table. 

MIGRANT  HEALTH 

Mr.  Michel.  Under  migrant  health,  one  of  our  other  subcommittees, 
the  Agriculture  and  Environmental  Subcommittee,  has  been  told  we 
have  roughly  216,000  or  217,000  migrant  workers  in  this  country  these 
days  formally  identified.  Wliere  do  you  get  this  figure  of  355,000 
persons  ? 

Dr.  Batalden.  That  comes  from  our  project.  We  estimate  the  num- 
ber to  be  on  that  order.  We  serve  the  migrant  worker  and  his  family. 
We  estimate  the  universe  of  migrant  workers  and  their  families  to  be 
about  1 million. 

Mr.  Michel.  You  include  all  the  family  members  of  the  migrants 
when  you  say  the  total  number  is  roughly  1 million  ? 

Dr.  Batalden.  Right. 

Mr.  Michel.  Where  do  you  get  that  figure  ? 

Dr.  Batalden.  Based  on  the  same  estimates  the  Department  of  Agri- 
culture and  the  Department  of  Labor  use,  roughly  about  200,000  mi- 
grant workers.  It  is  very  hard  to  derive  accurate  figures. 

Mr.  Michel.  I hate  to  be  picayunish  about  it,  but  the  last  couple  of 
years  I have  been  trying  to  nail  this  down  because  we  have  had  some 
atrocious  exaggerations  of  figures  by  well-meaning  organizations.  We 
get  completely  carried  away  with  some  of  the  things  we  do  on  the  num- 
bers game. 

HEALTH  MAINTENANCE  ORGANIZATIONS 

How  many  health  maintenance  organizations  do  we  currently  have 
under  way  ? 

Mr.  Buzzell.  We  have  45  that  are  currently  receiving  financial  as- 
sistance. They  are  in  various  stages  of  development. 

Mr.  Michel.  Is  there  a maximum  amount  of  Federal  contribution  to 
an  individual  HMO  ? 

Mr.  Buzzell.  Depending  on  the  period  of  development.  The  maxi- 
mum allowance  for  feasibility  studies,  as  I recall,  is  $50,000,  with 
the  possibility  of  an  extension. 

Mr.  Michel.  Then  take  me  through  the  chronological  steps.  After 
the  feasibility  study 

Mr.  Buzzell.  They  are  entitled  to  a developmental  or  planning  grant 
of  a maximum  of 

Dr.  Batalden.  $125,000.  Initial  development,  up  to  $1  million  or  90 
percent  of  the  cost.  Then  a loan  for  operation  deficits  in  the  period  of 
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initial  operation  for  a maximum  of  3 years,  up  to  $1  million  in  any 
fiscal  year,  not  to  exceed  $2.5  million  in  the  aggregate  for  36  months. 

Mr.  Michel.  We  currently  have  45  ? 

Mr.  Bhzzell.  Forty-five,  as  part  of  the  initial  demonstration  pro- 
gram before  the  HMO  Act. 

Mr.  Michel.  How  many  will  be  coming  into  their  own  in  fiscal  year 
1975? 

Mr.  Buzzell.  I am  not  sure. 

Do  you  know,  Paul  ? 

Dr.  Batalden.  We  are  going  through  an  estimate  right  now  of  the 
exact  status  of  these  existing  grantees,  as  we  prepare  to  do  the  next 
round  of  funding  under  much  more  tightly  defined  conditions. 

Mr.  Michel.  As  you  were  sitting  down  putting  together  this  budget, 
somebody  had  to  put  together  these  figures,  and  you  had  to  add  them 
up  to  come  up  with  a request,  and  it  was  predicated  on  how  many  ? 

Mr.  Buzzell.  No.  It  is  slightly  different.  I 'am  talking  about  the 
ones  we  funded  in  the  past.  We  may  or  may  not  provide  any  more 
funding  assistance  to  any  one  of  those  45.  The  1974  budget  request 
is  predicated  on  approximately  148  grants,  contracts  and  loans.  The 
1975  budget  is  predicated  on  approximately  185  grants,  contracts  and 
loans.  These  awards  maybe  to  totally  new  organizations  that  will  be 
coming  into  the  system  in  the  next  year. 

Mr.  Michel.  Is  that  just  by  reorganization  or  reworking  of  your 
own  planning  down  there,  or  is  that  by  congressional  mandate  ? 

Mr.  Buzzell.  Because  we  now  have  a congressional  mandate,  if  we 
are  the  recipients  of  that  supplemental,  then  we  will  in  fact  have 
funding  to  go  well  beyond  the  demonstration  programs  we  granted 
in  the  last  3 years.  For  every  feasibility  grant  we  made  in  the  last  2 
or  3 years,  we  had  to  decline  a large  number  of  applicants. 

Probably,  quite  likely,  there  will  be  many  organizations  now  willing 
to  embark  on  an  HMO-kind  of  activity  because,  in  fact,  there  is  legis- 
lation to  support  it.  Major  companies,  for  example,  have  shown  an 
interest. 

NUMBER  OF  REQUESTS  FOR  HMO  SUPPORT 

Mr.  Michel.  I have  not  read  through  specifically  all  your  justifica- 
tions here,  but  what  number  of  requests,  a ball  park  figure,  are  you 
thinking  about  by  way  of  new  legislation  ? 

Mr.  Buzzell.  I expect  over  a thousand  expressions  of  interest  or 
applicants  or  organizations  requesting  feasibility  assistance  based  on 
the  degree  of  interest  that  has  been  shown  to  date. 

Mr.  Michel.  If  the  committee  is  favorably  disposed  to  give  you 
what  you  are  requesting,  how  many  of  those  1,000  requests  would  be 
favorably  acted  upon  ? 

Mr.  Buzzell.  In  terms  of  feasibility  studies,  this  coming  fiscal  year 
we  are  estimating  on  the  order  of  50  or  60  grants  that  will  be  funded. 

The  point  I wanted  to  get  across  is  that  in  spite  of  the  fact  that  there 
is  a high  degree  of  interest,  it  will  take  a substantial  amount  of  justifi- 
cation to  warrant  additional  feasibility  grants  and,  more  significantly, 
the  provision  of  a direct  loan  or  a direct  grant  for  the  development 
and  planning  stages. 

I think  the  degree  of  interest  far  exceeds  the  amount  of  funds  avail- 
able or  the  amount  of  funds  that  ought  to  be  made  available. 
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Mr.  Michel.  If  you  were  to  approve  100  or  200  or  300  or  400  rather 
than  the  60-some 

Mr.  Buzzell.  Sixty  was  just  in  the  feasibility  larea^ 

Mr.  Michel  [continuing].  Does  it  not  automaticailly  follow  that  the 
following  year’s  request  for  appropriations  would  bear  a direct  rela- 
tionship by  way  of  increases  in  money  ? 

Mr.  Btjzzell.  Yes. 


COMMUNITY  HEALTH  CENTERS 

Mr.  Patten.  We  have  a community  health  center  under  the  model 
cities  program  which  has  dental  care  facilities.  The  director  of  the 
hospital  tells  me  it  has  been  marvelous.  They  have  saved  the  hospital 
money. 

No  one  seems  to  mention  that.  It  is  obvious,  if  you  listen  to  them, 
what  happened.  In  the  first  place,  they  cut  down  the  traffic,  the  load 
in  the  emergency  wards,  the  hospital  admissions.  They  have  put  their 
finger  on  problems  where  people  should  have  been  in  the  hospital. 

On  the  overall,  he  claims  it  has  helped  the  hospital  in  a lot  of 
respects,  and  he  put  a dollar  sign  on  it. 

The  only  thing  that  bothers  me  with  your  reorganization,  I am  a 
little  bit  lost  here.  I am  wondering  if  my  little  health  center  was 
financed  by  model  cities  if  it  will  continue  next  year. 

Mr.  Buzzell.  In  terms  of  our  reorganization,  there  is  no  impact. 
I think  you  are  referring  to  the  HUD  reorganization.  It  is  conceivable 
and  the  administration  is  considering  the  possibility  of  those  model 
cities  neighborhood  health  centers,  including  the  one  you  are  referring 
to,  as  coming  over  to  HEW. 

Mr.  Patten.  Pursue  that,  will  you.  I have  talked  to  a number  of 
doctors  who  were  very  critical  at  first,  who  predicted  doom.  The  ad- 
ministrator of  the  hospital  is,  I think,  a capable  fellow.  I read  in 
the  paper  that  they  are  afraid  of  being  phased  out. 

There  can  be  no  question  it  is  needed  in  that  area. 

Mr.  Buzzell.  The  Department  of  Health,  Education,  and  Welfare 
is  exploring  that  with  HUD. 

Mr.  Patten.  From  the  little  project  I see  it  will  be  good,  and  I hope 
it  turns  out  that  way. 

Mr.  Buzzell.  Thank  you. 

Mr.  Patten.  Am  I the  leader  here  now  ? 

Mr.  Natcher.  I have  yielded  to  you. 

Mr.  Patten.  I think  we  are  through  on  the  fioor. 

Mr.  Buzzell.  Mr.  Chairman,  are  we  still  off  the  record  ? 

Mr.  Natcher.  Mr.  Buzzell,  you  may  take  off  the  record  what  you 
want  to. 

Mr.  Buzzell.  Thank  you. 

INFANT  MORTALITY 

Mr.  Patten.  In  one  country,  I was  told  that  one-half  of  all  the 
babies  born  died  within  1 year,  a 50-percent  mortality.  The  govern- 
ment people  told  us  that  epidemic  disease  was  a big  factor.  The  other 
factors,  as  far  as  economy  and  the  like,  were  minor.  There  was  very 
little  delivery  of  health  care  as  we  know  it. 
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I think  I know  why  many  of  these  things  happen,  but  I do  not  like 
to  be  reading  figures  all  the  time  which  create  the  wrong  impression. 
We  were  No.  8 in  how  long  men  live,  and  we  are  No.  22  in  the  world 
in  another  category. 

Here  some  figures  were  used  about  child  care,  including  the  death 
rate.  We  had  prenatal  care  back  in  the  1920’s.  That  is  nothing  new. 
We  had  school  nurses  in  all  schools,  including  nonpublic  schools,  over 
40  years  ago. 

As  far  as  delivery  of  health  care  goes,  I think  a lot  of  our  munici- 
palities do  a good  job. 

One  thing  bothers  me.  You  list  only  31  States  as  having  a few  of 
these  child  care  departments,  and  19  States  not  having  them.  Many 
programs  in  our  State  are  diametrically  opposite  to  what  you  find  in 
other  States.  F or  instance,  support  of  the  public  schools.  That  is  more 
a local  obligation  through  local  taxes  in  my  hometown  than  here  in 
some  States.  We  have  no  income  tax.  We  rely  upon  the  local  property 
tax  to  finance  public  education,  perhaps  more  than  most  areas.  It  is 
hard  to  make  these  comparisons. 

I would  think  if  any  of  you  have  the  time,  we  could  let  the  American 
people  know  a better  figure,  a more  truthful  figure,  as  a result  of  our 
army  of  doctors,  hospitals,  and  the  like,  whether  we  are  No.  22  in  the 
world. 

SCANDINAVIAN  REPATRIATES 

lYhen  you  get  a homogeneous  group  like  Denmark,  it  would  be 
too  bad  if  they  could  make  a better  showing  statistically,  espe- 
cially with  whal  they  do  in  the  way  of  health  services.  In  fact,  it  is 
so  good  that  we  have  Swedes  and  Danes  who,  when  they  reach  the 
age  of  65,  go  back  to  the  old  country  because  of  the  medical  care  in 
Sweden  and  Denmark  and  Norway.  They  get  our  social  security  and 
a few  other  benefits,  but  go  back  to  the  old  country  when  they  are 
worried  a little  bit  about  their  health  because  they  can  do  better. 

With  our  population,  I do  not  think  it  fair  to  list  everybody  as 
being  alike  and  being  forever  hit  by  figures  that  we  are  22d  in  the 
world.  I think  there  should  be  a fair  comparison.  I do  not  like  the 
statistics  that  are  usually  put  forth.  I do  not  think  it  is  fair  to  your 
Department  or  fair  to  our  people  throughout  the  country  the  way 
those  statistics  are  arranged. 

Do  I make  myself  clear  ? 

Mr.  Buzzell.  Yes,  you  do,  Mr.  Patten. 

Mr.  Patten.  For  instance,  you  are  to  have  a billion  dollars,  a 
thousand  million.  Since  I am  in  Congress,  I am  proud  that  it  is 
many  times  what  it  was  when  I started  in  Congress.  I would  like 
to  feel  I am  a factor  in  developing  some  of  this  support. 

The  truth  is,  looking  at  your  reorganization,  your  budget  might 
be  five  times  what  it  was  in  1965. 

Mr.  Buzzell.  I think  your  point  is  well  taken.  We  certainly  have 
a requirement  to  do  a better  and  better  job  with  the  moneys  made 
available  by  this  committee  and  the  Senate.  We  are  spending  a sub- 
stantial sum  of  money  on  health  care,  and  it  is  our  responsibility  to 
make  sure  we  provide  the  best  care  we  can. 

Mr.  Patten.  Let  us  put  out  a statement.  It  is  not  fair  to  compare 
the  whole  of  the  United  States  with  some  countries.  It  does  not 
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tell  me  anything  if  you  are  "oincf  to  compare  with  a country  like 
Denmark,  'with  2^/y  million  people. 

T do  not  think  we  should  be  listed  with  countries  like  Denmark. 
T Avould  like  to  see  a comparison  that  was  meanin<;ful  for  a mixed 
population  like  ours,  and  make  a comparison  that  Avould  be  more  valid 
than  the  Avay  Ave  list  a lot  of  these  life  expectancy  and  mortality  figures. 
T do  not  think  they  mean  much  at  present,  and  it  is  not  fair  to  us  in 
the  Congress  and  it  is  not  fair  to  you  in  the  department. 

"^AHien  you  asked  for  $65  million  on  the  supplemental,  J attended  a 
community  health  planning  group  meeting  and  our  doctors  Avere  the 
ones  Avho  called  the  meeting.  T Avas  ashamed  of  myself  Avhen  I found 
their  criticism  of  AAdiat  Ave  should  do  in  the  toAvn  and  we  Avere  not  doing. 
The  Federal  Government  had  nothing  to  do  with  it.  We  were  speaking 
as  citizens  of  our  home  town. 

My  local  hospital  is  on  the  front  pages,  projecting  a plan  of 
million  for  expansion.  We  had  driA^es  for  the  hospital  of  $1  or  $3 
million  for  an  addition.  They  noAV  have  an  expansion  plan  of  $13 
million. 

T read  in  the  paper  that  this  group  has  a plan  for  a $9  million  expan- 
sion in  a prosperous  area.  We  haA^e  another  group  in  the  county  that 
has  no  hospital  and  plans  to  start  one. 

T Avas  talking  with  people  the  other  day,  some  of  Avhom  are  in  the 
room,  and  they  say  they  are  going  back  home  to  moA^e  for  better  medi- 
cal facilities  in  their  town,  Avhich  greAv  from  4,000  in  1947,  after  the 
war,  to  50,000  today.  There  is  no  hospital.  It  is  a beautiful  town,  a 
suburb.  If  they  take  a look,  they  are  lacking  in  many  things. 

One  of  the  union  representatiA^es  said  after  what  they  heard  here, 
they  Avere  going  back  home  to  agitate  for  better  health  facilities  in 
their  beautiful  town. 

As  you  work  in  these  pi'ogi’ams,  especially  your  community  health 
orograms  and  family  planning.  I know  they  are  bread-and-butter 
issues  to  me  in  my  district.  If  this  budget  has  been  cut  or  servuces  have 
been  omitted,  I will  be  hearing  about  it  loud  and  clear  from  good 
people.  Don't  think  I won’t. 

You  haA^e  a big  responsibility. 

]\fr.  Buzzeu..  Thank  you  A^ery  much. 

TAA"0-TE.\R  GRAXT  .WARDS 

Mr.  Natctter.  This  morning  the  chairman  asked  you  whether  any 
of  the  fiscal  year  1973  funds  for  community  health  centei’s  which  Avere 
released  recently  Avei'e  being  used  to  fund  2-year  grants.  Your  answer 
to  the  chairman’s  question  Avas  “Xo.”  Are  you  suit  about  that? 

Mr.  Buzzeed.  No.  I Avould  like  to  correct  the  record.  As  I under- 
stand it,  some  of  them  aiT.  I am  told  it  is  on  the  order  of  $2  million. 

Mr.  Natcher.  So,  some  are  used  for  what? 

Mr.  Bfzzell.  For  2-year  funding. 

Do  you  want  to  add  anything,  Paul  ? 

Mr.  Natcher.  Go  ahead.  This  will  cle<ar  the  record. 

Dr.  Batalden.  The  bulk  of  these  funds  are  being  used  to  piTvide 
additional  services  to  selected  family  health  centers.  Approximately 
$3  inillion  will  be  used  for  an  additional  year's  funding  in  seATii  of  the 
projects. 
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physicians’  assistants 

Mr.  Natcher.  Mr.  Buzzell,  in  the  request  now  before  the  committee, 
do  we  have  funds  for  physicians’  helpers  ? 

Mr.  Buzzell.  For  physicians’  helpers.  You  are  referring  to  the 
physician  extenders.  Ye.s,  a limited  amount. 

Mr.  Natcher.  What  is  the  terminolo^  ? 

Mr.  Buzzell.  I use  the  term  “physician  extenders”  or  “physician 
assistants.” 

Mr.  Natcher.  You  say  a limited  amount.  How  much  ? 

Mr.  Buzzell.  Under  training  funds,  $1.5  million. 

Mr.  Natcher.  A number  of  universities  and  colleges  throughout 
the  United  States  I believe  have  this  program,  is  tha/t  not  correct? 

Mr.  Buzzell.  Yes. 

Mr.  Natcher.  Here  in  Washington  at  George  Washington  they  have 
a program.  As  I understand  it,  most  of  the  colleges  and  universities 
take  only  a limited  number,  25,  30,  or  40.  Is  that  not  correct? 

Mr.  Buzzell.  Yes. 

Mr.  Natcher.  How  much  of  this  program  do  you  fund?  Assume 
George  Washington  University  here  in  Washington.  Is  this  a grant,  a 
matching  program,  or  what  is  it  ? 

Dr.  Batalden.  These  are  training  grants  that  are  provided  to  the 
institution  under  the  maternal  and  child  health  training  grant  author- 
ity, section  511  of  title  V. 

Mr.  Natcher.  On  what  basis  ? Is  this  an  equal  matching  proposition, 
or  how  is  it  handled  ? 

Mr.  Buzzell.  As  I recall,  Paul,  that  is  a direct  grant. 

Dr.  Batalden.  Yes,  it  is. 

Mr.  Buzzell.  Your  question  in  reference  to  the  one  here  in  Wash- 
ington— 

Mr.  Natcher.  Any  one  of  them.  The  one  here  in  Washington,  for 
instance. 

Mr.  Buzzeli..  I would  like  to  submit  for  the  record  information  on 
any  one  of  these  examples,  including  this  one,  because  I do  not  have 
the  data  with  me. 

Dr.  Batalden.  We  have  a whole  list  of  the  projects  that  are  sup- 
ported under  that  $1.5  million. 

Mr.  Natcher.  You  may  submit  that  to  Mr.  Neil,  and  he  will  insert 
in  the  record  the  pertinent  parts. 

When  you  get  the  transcript  back,  give  us  a little  better  explanation 
as  to  how  this  program  works. 

Dr.  Batalden.  Yes,  sir. 

[The  information  follows :] 


■MCH  SECTION  511  FUNDING  FOR  TRAINING  OF  PEDIATRIC  NURSE  PRACTITIONERS 
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PRIVATE  INDUSTRY  EFFORTS 

Mr.  Patten.  Private  industry  has  spent  enormous  sums  of  money. 
I know  who  financed  and  worked  in  Congress  to  get  some  of  the  pro- 
grams for  the  capitation  grants  for  the  nurses  to  help  our  community 
college  have  a little  nursing  school,  and  things  of  that  type.  Private 
industry  put  up  a lot  of  money.  We  made  brochures.  We  are  the  ones 
who  tried  to  educate  the  Members  of  Congress,  not  to  mention  the  De- 
partment and  the  Wiite  House,  as  to  the  need. 

When  you  are  spending  $1.5  million  in  this  area,  I am  under  the  im- 
pression we  always  did  things  like  this.  We  always  had  a nursing 
school  with  our  hospitals.  St.  Peters  always  had  a nursing  school.  You 
are  not  biting  off  the  whole  thing. 

Mr.  Buzzell.  That  is  correct. 

Mr.  Patten.  Training  goes  on  in  a lot  of  other  areas  that  are  not 
helped  by  the  Federal  Government. 

The  medical  profession  itself,  pharmaceuticals  and  others  have  been 
aware  of  this,  and  they  have  put  forth  tremendous  sums  of  money  in 
this  area.  I do  not  know  how  it  would  compare  with  the  Federal 
effort. 

Mr.  Buzzell.  The  expenditures  that  we  are  making  in  this  area  of 
training  midwives  and  nurse  practitioners  is  not  a very  big  sum  of 
money.  I think  your  point  is  well  taken. 

Mr.  Patten.  This  is  all  brand  new. 

Mr.  Buzzell.  That  is  right. 

Mr.  Natcher.  Mr.  Shriver. 

UNDERSERVED  RURAL  AREAS 

Mr.  Shriver.  Several  places  in  your  justifications  you  mentioned 
that  specific  programs  under  your  juri^iction  are  supposed  to  im- 
prove the  availability  of  health  services  in  underserved  areas.  I am 
wondering  if  you  would  provide  for  the  record  a summary  of  these  ef- 
forts and  the  amounts  requested  for  them.  That  would  be  helpful  to 
the  Members  of  Congress,  especially  those  who  are  from  the  more  rural 
parts  of  the  country.  I know  I have  received  requests  from  my  State 
asking  what  the  Government  is  doing. 

Mr.  Buzzell.  We  will  be  glad  to  do  that,  Mr.  Congressman. 

[The  information  follows :] 
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SUMMARY  OF  BUREAU  OF  COMMUNITY  HEALTH  SERVICES— RURAL  HEALTH  ACTIVITIES 


Program  and  estimated  level  of  rural 
funding 


Community  health  centers  ('$36,600,- 
000  in  neighborhood  health  centers 
and  $5,300,000  in  family  health 
centers). 

Migrant  health  ($23,750,000) 


Maternal  and  child  health  ($25,500,000 
for  project  grants.  It  is  not  possible 
to  estimate  this  amount  for  formula 
grants.  However,  legislation  requires 
emphasis  on  rural  areas  and  tnis  is 
taken  care  of  in  the  maternal  and 
child  health  formula  by  weighting 
rural  live  births  by  a factor  of  2 to  I 
urban  live  births). 

Family  planning  ($19,500,000) 


National  Health  Service  Corps  ($7,- 
800,000). 

Health  maintenance  organizations 

($10,000,000). 

Grants  for  comprehensive  public  health 
services. 


Major  activity 


Ambulatory  health  care  programs 
providing  a broad  range  of  health 
care  services  designed  to  meet  needs 
of  the  target  population. 

Migrant  and  seasonal  farmworkers  and 
their  families  provided  access  to 
health  care  services. 

Preventive  health  services  provided  to 
mothers  and  children  and  diagnostic, 
treattnent  and  followup  care  provided 
to  children  with  crippling  or  other 
handicapping  illnesses. 


Voluntary  family  planning  services  are 
made  available  to  anyone  desiring 
such  services,  particularly  those 
unable  to  pay. 

Small  teams  of  health  professionals  are 
placed  in  health  manpower  shortage 
areas. 

Comprehensive  health  services  (ambu- 
latory and  inpatient)  are  provided  on 
a prepaid  capitation  basis. 

Formula  grants  to  assist  States  in 
establishing  adequate  public  health 
services. 


Rural  activities 


28  of  a total  of  118  neighborhood  health 
centers  and  22  of  39  family  health 
centers  are  serving  rural  areas. 

103  projects  are  serving  rural  areas. 


16  of  61  maternal  and  infant  care 
projects,  8 of  62  children  and  youth 
projects  and  5 of  18  dental  projects 
are  located  in  rural  areas.  (In  addi- 
tion 56  formula  grants  for  maternal 
and  child  health  services  and  56 
formula  grants  for  crippled  children’s 
services  support  activities,  many  of 
which  are  In  rural  areas. 

271  of  350  grants  provide  for  services  in 
rural  areas. 


146  of  183  communities  are  in  rural 
areas. 

Statute  (Public  Law  93-222)  requires  20 
percent  set  aside  of  a fiscal  year's 
funds  to  go  to  rural  areas. 

States  use  part  of  the  funds  to  support 
activities  which  help  rural  areas,  but 
there  is  no  way  to  estimate  rural 
versus  urban. 


MATERNAL  AND  CHILD  HEALTH 

Mr.  Shriver.  I notice  that  the  shift  to  an  all-formula  grant  basis 
for  maternal  and  child  health  services  results  in  a substantial  increase 
in  the  amount  of  funds  for  the  State  of  Kansas  and  other  States,  at 
least  according  to  the  statement  on  page  85  of  the  justification  book. 
Kansas  would  get  about  $1  million  more  and  many  other  States  con- 
siderably more  in  the  1975  estimate. 

On  page  33,  you  have  a numerical  breakdown  of  new  projects  re- 
quired by  law  in  some  States  as  a result  of  this  shift  to  all-formula 
grants  in  maternal  and  child  health  services. 

Mr.  Buzzell.  Could  I make  one  point,  Mr.  Shriver,  because  it  does 
impact  your  State. 

In  this  year  of  converting  from  project  to  formula  grants,  and  with 
the  release  of  funds,  it  is  a very  complex  equation  as  to  how  much  each 
State  will  receive.  I wanted  to  be  very  sure  today  that  we  did  not  in- 
correctly leave  you  with  the  impression  that  your  State  was  going  to 
receive  a substantial  increase. 

Mr.  Shriver.  It  looks  that  way  to  me. 

Mr.  Buzzell.  That  is,  I am  afraid,  incorrect.  We  will  supply  to  you, 
either  at  your  office  or  for  the  record,  more  exact  data  on  that. 

Mr.  Shriver.  The  cost  increases  shown  in  the  estimates  for  1975 
affect  all  members  of  the  subcommittee. 

Mr.  Buzzell.  I will  be  glad  to  provide  that  information. 

Mr.  Patten.  We  cannot  be  equal  in  everything.  Kansas  got  the  gaso- 
line and  we  did  not  get  it  in  the  allocations.  Under  your  program,  if 
you  give  Kansas  a little  bit  less,  it  may  be  equitable. 

[Clerk’s  note.  The  information  appears  on  page  643.] 
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Mr.  Shriver.  Does  the  “hold  harmless”  provision  affecting  this 
change  in  the  maternal  and  child  health  program  expire  after  fiscal 
1975  ? 

Mr.  Buzzell.  Yes.  We  are  trying  to  match  two  objectives  that  the 
Congress  passed,  trying  to  balance  two  objectives  of  the  Congress,  one 
of  which  was  to  hold  harmless  some  of  the  States,  the  ones  that  here- 
tofore were  getting  the  bulk  of  project  money,  while  at  the  same  time 
taking  recognition  of  the  fact  that  many  of  the  States,  particularly  the 
rural  States,  were  not  providing  all  of  these  services  in  the  maternal 
and  child  health  program,  and  thus  had  to  have  increased  funds.  The 
balancing  of  the  two  objectives  is  giving  us  some  difficulty. 

Mr.  Shriver.  Are  the  funds  requested  for  the  support  of  university- 
affiliated  centers  for  the  maternally  retarded  sufficient  to  fund  these 
centers  at  their  1974  operating  level  ? 

Mr.  Buzzell.  Yes,  the  funds  are  adequate  for  that  purpose. 

NATIONAL  HEALTH  SERVICE  CORPS 

Mr.  Shriver.  Would  you  list  for  the  record  the  communities  which 
are  or  will  be  benefiting  from  the  National  Health  Service  Corps 
personnel  in  fiscal  year  1975  ? 

Mr.  Buzzell.  Yes,  we  will. 

- Mr.  Shriver.  Or  for  whatever  period  you  have  that  information. 

Mr.  Buzzell.  I think  the  way  you  asked  for  it  is  the  best  way  to  do 
it.  We  know  with  a high  degree  of  certainty  where  we  will  be  in 
July  of  1974,  and  we  will  use  that  as  our  point  of  reference.  Thank 
you. 

[The  information  follows:] 


Can  you  provide 

a list  of  NHSC  communities  that  will  be  staffed  as  of  July 

1974? 

The  following  list  will  show  the  NHSC  communities  that  will  be  staffed  as 

of  July  31, 1974.  In 

addition,  we  are  in  the  process  of  matching  35  to  40  potential 

assignees  to  NHSC 

communities  for  assignment  in  the  first  quarter  of  fiscal 

year  1975. 

Alabama : 

California — Continued 

Cherokee. 

Rio  Linda. 

Goodwater. 

San  Francisco. 

Red  Bay. 

Union  City. 

Alaska : 

Brownsville. 

Anchorage. 

Guerneville. 

Unalaska. 

Colorado : 

Yakutat. 

Saguache. 

Galena. 

Westcliffe. 

Arizona : 

Pagosa  Springs. 

Benson. 

Yuma. 

Marana. 

Rangely. 

Arkansas : 

Rocky  Ford. 

Lewisville. 

Sterling. 

Marianna. 

Walsenburg. 

California : 

Canon  City. 

Hollister. 

Connecticut : Enfield. 

Isle  ton. 

Florida : 

Livingston. 

Immokalee. 

Orland. 

Cross  City. 

Banning. 

Belle  Glade. 

Bishop. 

Branford. 

Brentwood. 

Frostproof. 

Etna. 

Georgia : Atlanta. 

Eureka. 
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Idaho : Nampa. 

Illinois : 

Rock  Island. 

Waukegan. 

Indiana : 

Columbus. 

Indianapolis. 

Brownstown. 

Rushville. 

Liberty. 

Iowa : Eldora. 

Kansas : 

Haven. 

Louisburg. 

Kentucky : 

Louisville. 

Buckhoa-n. 

Louisiana : 

New  Orleans- Algiers-Fischer. 
Plain  Dealing. 

New  Orleans-St.  Bernard. 

Maine : 

Lubec. 

Calais. 

Maryland : 

Baltimore-Homestead-Montebello. 
Baltimore-O’Donnell  Heights. 
Michigan : 

Decatur. 

Kalamazoo. 

Newberry. 

Minnesota : Clinton. 

Mississippi : 

Philadelphia. 

Hickory. 

Lexington. 

Dekalb. 

Tehula. 

Missouri : 

Kansas  City. 

Winona. 

Montana : 

Chester. 

Shelby. 

Terry. 

West  Yellowstone. 

Superior. 

Fort  Benton. 

Kalispell. 

Scobey. 

Nebraska : 

Bassett. 

North  Bend. 

Rushville. 

New  Hampshire: 

Colebrook. 

Littleton. 

Gorham. 

North  Conway. 

Newport. 

New  Mexico : 

Gallup. 

Las  Cruces. 

Jemez  Springs. 

Santa  Fe. 

Tierra  Amarilla. 


New  York : 

Wellsville. 

Boonville. 

Cato. 

Utica. 

West  Winfield. 

Mariners  Harbor. 

Perkinsville. 

Rochester. 

Richmondville. 

South  Bronx-Montefiore. 

Walworth. 

North  Carolina : 

Plymouth. 

Maxton. 

North  Wilkesboro. 

North  Dakota : 

Elgin. 

Gackle. 

LaMoure. 

Oklahoma : Ringling. 

Oregon : 

Brookings. 

Woodburn. 

Condon. 

Pennsylvania : 

Broad  Top  City. 

White  Haven. 

East  Brady. 

Alexandria. 

Piitsburgh-Hazelwood. 

Orbisonia. 

Spring  Mills. 

West  Grove. 

Philadelphia-Philadelphia  Medical 
Center. 

Philadelphia-People’s  Neighborhood 
Medical  Center. 

Philadelphia-Episcopal  Hospital. 
Windsor. 

South  Gibson. 

Holstead. 

Philadelphia-St.  Christopher 
Hospital. 

Pittsburgh-Mercy  Hospital. 

Snow  Shoe. 

Warminster  Heights. 

South  Carolina : 

Beaufort. 

McCormick. 

South  Dakota : 

Faulkton. 

Martin. 

Tennessee : 

Monterey. 

Parsons. 

Surgoinsville. 

Tazewell. 

Wartburg. 

Rutledge. 

Spring  City. 

Kingston. 

Celina. 

Petros. 

Texas : 

Claude. 
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Texas — continued 
LaMarque. 
Harlingen. 

Rio  Grande  City. 
Waelder. 

Eagle  Pass. 


Washington — continued 
Grand  Coulee. 
Ritzville. 

Seattle. 

Union. 

Stevenson. 


Vermont : 
Bristol. 
Hardwick. 
Island  Pond. 
Lyndonville.  . 
Waterbury. 


Utah : Tooele. 


West  Virginia : 
Blacksville. 
West  Union. 
Glenville. 
Harts. 

Union. 

War. 


Virginia : 
Grundy. 

Haysi. 

Louisa. 

Newport  News. 


Wisconsin : 

LaFarge  and  Soldiers  Grove. 
Neopit. 


Washington : 
Harrington. 


Wyoming: 

Lusk. 

Sundance. 


PROFESSIONAL  STANDARDS  REVIEW  ORGANIZATIONS 


Mr.  Shriver.  You  mention  that  the  Bureau  of  Quality  Assurance 
in  your  administration  has  operational  responsibility  for  the  imple- 
mentation of  the  professional  standards  review  organization  program, 
but  the  budget  request  comes  under  the  Office  of  the  Assistant  Secre- 
tary for  Health.  Is  that  a temporary  arrangement  until  the  program 
gets  moving  ? Why  should  it  be  spread  around  ? 

Mr.  Buzzell.  The  answer  is  that  it  is  the  intent  of  the  Assistant  Sec- 
retary for  Health  that  that  be  a temporary  arrangement.  In  the  passage 
of  the  legislation,  emphasis  was  placed  on  wanting  this  program  lo- 
cated at  the  highest  possible  level,  and  had  it  located  in  the  office  of  the 
Assistant  Secretary  for  Health. 

As  a consequence,  in  trying  to  follow  that  mandate,  the  Department 
has  established  that  the  "Deputy  Assistant  Secretary  for  Health,  Dr. 
Henry  E.  Simmons,  would  have  the  responsibility  for  the  PSEO 
program. 

Once  it  becomes  fully  operational,  it  is  our  intent  to  have  the  total 
responsibility  with  Dr.  Goran  in  the  Bureau  of  Quality  Assurance. 


]VH.  Shriver.  We  have  heard  a lot  about  the  closing  of  Public  Health 
Service  hospitals.  I take  it  you  have  given  up  on  that. 

Mr.  Buzzell.  We  are  very  anxious  to  follow  not  only  the  intent  of 
the  Congress  but  the  law,  and  the  law  is  quite  explicit  that  in  order  to 
close  one  of  these  facilities  we  need  the  concurrence  of  Congress  to  do 
that.  As  a consequence,  it  is  our  posture  now  that  if  we  were  to  ascer- 
tain that  one  of  the  hospitals  was  no  longer  needed,  we  would  in  fact 
present  a plan  to  Congress  requesting  concurrence  to  close  that  facility. 

Mr.  Shriver.  Would  it  take  quite  a bit  of  money  to  make  these 
facilities  feasible  or  economic  ? 

Mr.  Buzzell,  We  are  putting  a sum  of  money  into  the  repair  and 
improvement  of  some  of  these  facilities,  basically  to  bring  them  up  to 
standard.  In  many  instances  these  facilities  are  economically  com- 
petitive for  a number  of  reasons.  They  do  not  have  the  capital  improve- 
ment costs  anymore.  They  do  not  have  depreciation.  The  salaries  of 
the  personnel  there  are  not  very  high.  They  are  competitive. 


PUBLIC  HEALTH  SERVICE  HOSPITALS 
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LOW-IMPACT  MIGRANT  AREAS 

Mr.  Shriver.  What  special  approaches  are  you  planning  in  fiscal 
year  1975  to  meet  the  health  needs  of  migrants  in  low-impact  areas? 
You  are  requesting  an  increase  of  only  $250,000. 

Mr.  Buzzell.  Generally  speaking,  the  approaches  are  not  special 
approaches.  It  is  more  in  line  with  the  need  to  work  more  closely  with 
the  State  in  order  to  see  that  the  State  provides  more  assistance,  in 
order  that  the  medicaid  programs  in  the  various  States  are  made  avail- 
able to  the  migrants.  The  hospital  demonstration  project  we  talked 
about  this  morning  is  in  fact  a special  approach,  I suppose.  We  are 
attempting  to  provide  hospitalized  coverage  for  the  migrants. 

It  is  through  that  application  of  technical  assistance,  for  example, 
using  our  Center  for  Disease  Control,  providing  training  assistance  to 
the  States  in  order  that  they  can  in  fact  more  effectively  enforce  the 
standards  or  see  that  the  migrant  camps  in  both  low-  and  high-impact 
areas  are  in  fact  administered  better  for  the  patients. 

I do  not  want  to  leave  the  committee  with  the  impression  that  we 
have  a special  program  or  funding  that  will  do  something  different 
in  the  migrant  health  area. 

Mr.  Shriver.  You  have  been  a helpful  and  a good  witness. 

Mr.  Buzzell.  Thank  you  very  much. 

TUSKEGEE  STUDY 

Mr.  Conte.  How  will  services  be  provided  to  the  Tuskegee  study 
survivors — ^by  reimbursing  their  own  physicians  or  by  PHS  personnel 
and  facilities? 

Dr.  ScENCER.  The  surviving  participants  have  been  provided  with 
a card  which  permits  them  to  receive  medical  services  from  the  health 
care  provider  of  his  choice.  Bills  are  paid  directly  by  the  Public 
Health  Service. 

NATIONAL  HEALTH  SERVICE  CORPS 

Mr.  Conte.  How  many  States  have  National  Health  Service  Corps 
teams  in  them  ? 

Mr.  Buzzell.  As  of  March  31,  1974,  43  States  and  the  District  of 
Columbia  have  teams. 

[The  States  are  as  follows:] 


1. 

Alabama. 

23. 

Montana. 

2. 

Alaska. 

24. 

Nebraska. 

3. 

Arizona. 

25. 

New  Hampshire. 

4. 

Arkansas. 

26. 

New  Mexico. 

5. 

California. 

27. 

New  York. 

6. 

Colorado. 

28. 

North  Carolina. 

7. 

Connecticut. 

29. 

North  Dakota. 

8. 

District  of  Columbia. 

30. 

Ohio. 

9. 

Florida. 

31. 

Oklahoma. 

10. 

Georgia. 

32. 

Oregon. 

11. 

Idaho. 

33. 

Pennsylvania. 

12. 

Illinois. 

34. 

South  Carolina. 

13. 

Indiana. 

35. 

South  Dakota. 

14. 

Kansas. 

36. 

Tennessee. 

15. 

Kentucky. 

37. 

Texas. 

16. 

Louisiana. 

38. 

Utah. 

17. 

Maine. 

39. 

Vermont. 

18. 

Maryland. 

40. 

Virginia. 

19. 

Michigan. 

41. 

Washington. 

20. 

Minnesota. 

42. 

West  Virginia. 

21. 

Mississippi. 

43. 

Wisconsin. 

22. 

Missouri. 

44. 

Wyoming. 

169 


Mr.  Conte.  What  is  the  process  by  which  an  area  gets  a National 
Health  Service  Corps  assignee? 

Mr.  Buzzell.  The  Secretary  designates  areas  having  critical  health 
manpower  shortages  under  provisions  of  Public  Law  92-585.  After  a 
community  has  been  designated,  the  National  Health  Service  Corps 
provides  technical  assistance  to  the  communities  in  preparing  applica- 
tions for  the  assignees.  Once  the  application  is  completed  it  is  reviewed 
by  the  regional  health  administrator  and  his  staff  and  is  either  ap- 
proved, approved  with  conditions,  or  disapproved.  The  conditions 
may  require  the  submission  of  additional  information  on  pertinent 
items  or  require  that  the  comments  from  the  comprehensive  health 
planning  agencies  and  local  governments  be  received  prior  to  final 
approval. 

Once  the  community  is  approved,  recruitment  for  assignees  begins 
both  in  the  regional  office  and  nationally.  Potential  assignees  are  given 
a choice  of  some  six  different  sites  from  which  they  choose  one  to  es- 
tablish their  practice.  A community  although  approved  may  not 
receive  a professional  assignee  for  some  time,  since  the  election  to 
serve  in  a given  community  rests  with  the  assignee  himself.  Generally 
speaking,  however,  the  procedure  outlined,  with  numerous  added 
facets  of  activity,  will  accomplish  the  assignment  of  a National  Health 
Service  Corps  professional  to  a community. 

FAMILY  HEALTH  CENTERS 

Mr.  Conte.  You  mention  the  possibility  of  converting  some  of  the 
family  health  centers  into  HMO’s.  Is  this  going  to  be  possible  for  any 
of  the  neighborhood  health  centers,  too? 

Mr.  Buzzell.  Yes;  in  the  sense  that  some  neighborhood  health 
centers  will  be  offering  services  on  a prepaid  capitation  basis  which 
incorporates  some  of  the  basic  HMO  concepts.  But  as  I said  in  rela- 
tion to  family  health  centers,  this  does  not  mean  we  will  be  refunding 
them  as  HMO’s  under  the  new  legislation. 

Mr.  Conte.  What  is  the  enrollment  range  of  the  family  health 
centers  and  what  have  you  found  is  the  minimum  population  for 
which  such  a service  can  be  economically  set  up  ? 

Mr.  Buzzell.  Based  on  the  last  quarterly  report,  enrollment  ranges  , 
from  51  in  a program  just  beginning  the  marketing  and  enrollment 
process,  to  5,000  in  a project  which  has  been  operating  with  a contract 
arrangement  involving  the  State  medicaid  program  and  other  private 
health  plans. 

We  don’t  think  we  have  sufficient  operating  experience  yet  to  say 
what  the  minimum  enrollment  is  to  support  a family  health  center. 
The  original  assumption  was  that  5,000  enrollees  was  the  minimum, 
but  we  will  be  looking  at  this  along  with  many  of  the  other  factors 
which  affect  the  economic  viability  of  a center. 

NEIGHBORHOOD  HEALTH  CENTERS 

Mr.  Conte.  For  the  neighborhood  centers,  do  you  have  an  average 
annual  cost  per  patient  served  ? 

Mr.  Buzzell.  At  the  chairman’s  request,  this  information  will  be 
supplied  for  the  record. 

[Clerk’s  note : The  information  appears  on  pages  80  and  81  of  this 
volume.] 
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Mr.  Conte.  Neighborhood  centers  are  about  1 in  4 of  their  target 
populations.  Is  the  capacity  of  the  centers  the  limiting  factor?  Do 
you  have  any  estimate  of  the  number  of  children  in  the  target  popu- 
lations not  served  yet? 

Mr.  Buzzeel.  It  varies  with  the  center  but  in  some  cases  the  capacity 
of  the  center  would  be  the  limiting  factor.  However,  the  term  ‘‘target 
population”  generally  refers  to  the  number  of  persons  living  within 
the  geographic  area  which  the  center  itself  feels  might  avail  them- 
selves of  their  services.  Of  course,  we  would  never  expect  a center  to 
fully  serve  all  of  the  “target  population”  because  of  the  very  nature 
of  the  medical  market  in  every  community  and  the  reality  that  some 
persons  will  go  to  other  sources  of  medical  care  for  their  health  needs. 

We  don’t  have  specific  data  on  the  total  “target  population”  by  age, 
sex,  and  other  factors.  Of  the  1.2  million  persons  served  by  the  centers 
in  1974,  we  estimate  40  percent  or  480,000  to  be  under  age  15. 

MATERNAL  AND  CHILD  HEALTH 

Mr.  Conte.  You’re  going  to  redistribute  $25  million  to  satisfy  the 
hold  harmless  requirement  of  the  maternal  and  child  health  project 
grant  extension  legislation.  Where  is  the  $25  million  going  to  be  trans- 
ferred from  ? 

Mr.  Buzzell.  The  $25  million  is  comprised  of  $7  million  which  was 
made  available  in  1974  and  continues  under  section  516  and  $18  million 
which  was  previously  requested  under  section  503.  Together,  this  totals 
the  $25  million  to  be  distributed  to  States  under  section  516  authority 
in  1975. 

This  does  not  completely  satisfy  the  hold  harmless  provision  of  sec- 
tion 516  but  combined  with  other  actions  the  Department  is  planning, 
it  will  minimize  the  impact  of  the  conversion  from  project  to  formula 
grants. 

Mr.  Conte.  Mandatory  maternal  and  child  health  service  packages 
are  going  to  require  your  setting  up  as  many  new  programs  as  you 
already  have  in  existence.  How  are  you  going  to  do  this  without  addi- 
tional funds  ? 

Mr.  Buzzell.  Under  the  1975  maternal  and  child  health  program. 
States  have  the  responsibility  for  establishing  projects  in  each  of  five 
service  areas.  However,  based  on  information  from  States,  the  projects 
now  supported  will  continue  to  receive  assistance  through  the  State 
formula  grant.  But  in  States  where  any  of  the  five  service  areas  are 
not  now  provided,  it  will  be  necessary  for  the  States  to  make  such 
arrangements.  We  estimate  this  to  require  162  new  State  initiatives. 

Through  distribution  of  $25  million  under  section  516  and  the  avail- 
ability in  1975  of  $10,472,000  in  released  project  grant  funds,  the  States 
and  projects  will  have  nearly  as  much  available  to  them  in  1975  as  in 
1973.  The  funds  available  under  the  formula  distribution  in  1975  will 
provide  for  continuation  of  existing  projects  and  will  allow  States  to 
initiate  new  projects. 

TRAINING  OF  NURSE  MIDWIVES 

Mr.  Conte.  How  much  are  you  spending  in  1974  on  training  nurse 
midwives  and  other  physician  assistants?  How  much  in  1975?  Will 
you  compare  the  number  of  trainees  for  the  2 years  ? 
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Mr.  Buzzell.  Under  section  511,  $1,500,000  is  being  spent  in  1974. 
The  same  amount  will  be  spent  in  1975.  The  same  number  of  health 
personnel,  that  is  150,  will  receive  long-term  training  under  this  pro- 
gram in  both  years.  In  addition,  approximately  60  such  personnel  will 
receive  short-term  training. 

Mr.  Catcher.  We  want  to  thank  you  and  your  associates,  Mr. 
Buzzell,  for  appearing  before  our  committee  at  this  time  in  behalf  of 
your  budget  request  for  fiscal  year  1975  for  the  Health  Services 
Administration. 

It  has  been  a good  hearing,  and  we  want  to  thank  you. 

Mr.  Buzzell.  Thank  you  very  much. 

Mr.  Natcher.  The  committee  will  adjourn  until  10  o’clock  in  the 
morning. 
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JUSTIFICATION  OF  THE  BUDGET  ESTIMATES 

DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 
HEALTH  SERVICES  ADMINISTRATION 
Health  Services 

Amounts  Available  for  Obligation”^ 


Appropriation 

Proposed  supplementals* 

1974 

Revised 

$860,280,000 

67,470.000 

1975 

$896,405,000 

Subtotal,  adjusted  appropriation 

927,750,000 

— 

Real  transfers  to: 

"Departmental  management  for  department 

wide  reduction  in  public  affairs" 

"General  Services  Administration" 

\ 

-204,000 

-168,000 

— 

Comparative  transfers  to: 

"Departmental  management" 

"Office  of  the  Assistant  Secretary  for 
Health  for  administrative  support 

activities" 

"Office  of  Human  Development" 

"Health  Resources" 

"Alcoholism,  Drug  Abuse  and  Mental 

Health  Administration" 

"Office  of  the  Director,  National 

Institutes  of  Health" 

-469,000 

-6,447,000 

-600,000 

-11,196,000 

-42,000 

-47,000 

— 

Comparative  transfer  from: 

"Office  of  the  Assistant  Secretary  for 
Health" 

+4,100,000 

Subtotal,  budget  authority 

912,677,000 

896,405,000 

Receipts  and  reimbursements  from: 

"Federal  funds" 

"Trust  funds" 

"Non- Federal  sources" 

19,597,000 

5,613,000 

568,000 

19,644,000 

5,774,000 

568,000 

Unohligatad  halanrp,  of  yppr 

5,463,000 

-1,736,000 

Unobligated  balance,  transferred 

Unobligated  balance,  end  of  year 

3,213,000 

-5,463,000 

Total,  1974  base  obligations 

936,205,000 

926,118,000 

Unobligated  balance,  restored 

+46,881,000 

— 

Total, obligations 

983,086,000 

926,118,000 

_!/  Excludes  the  following  amounts  for  reimbursable  activities  carried  out 
by  this  account;  1974  - $5,566,000;  1975  - $6,506,000. 

* Including  pay  transfer  (+$2,470,000). 
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Sumaary  of  Changes 


1974  Estimated  obligations $983,086,000 

1975  Estimated  obligations 926,118,000 

Net  change -56,968,000 


Base Change  from  Base 

Pos  . Amount Pos  . Amount 


Increases : 

A.  Built-in: 

1 . 1974  Annualization  of 

October  1973  pay  raise....  $1,458,000 

2.  Within  grade  and  longevity 


— 

— 

1,668,000 

3. 

One  extra  day  of  pay 

— 

— 

... 

232,000 

4. 

Social  Security  contribution 

— 

— 

— 

46,000 

5. 

Increases  for  DHEW  Working 
Capital  Fund,  HSA  Service 
and  Supply  Fund,  and  FTS 
and  FEC  charges 

481,000 

6. 

Contract  services  and 
medical  care  and  supply 
price  increases 

1,458,000 

7. 

Payment  to  General  Services 
Administration  for  rent... 

_ _ _ 

... 

... 

4,529,000 

8. 

Annualization  for  100  new 
positions  for  Health 
Maintenance  Organizations. 

1,784,000 

Subtotal. . 

— 

... 

... 

11,656,000 

Program: 

1.  Community  health  services: 
(c)  Maternal  and  child 
health: 

(1)  Grants  to  States.... 

$132,678,000 

111,273,000 

(e)  Migrant  health 

— 

23,750,000 

— 

250,000 

(f)  Health  maintenance 

organizations  J 

100 

65,000,000 

25 

416,000 

(g)  National  health  service 
corps 

405 

9,849,000 

146 

200,000 

3. 

Patient  care  and  special 
health  services: 

(a)  Patient  care 5 

,084 

109,914,000 

1,600,000 

4. 

Buildings  and  facilities.... 

— 

— 

— 

5,027,000 

5. 

Program  management 

893 

33,132,000 

10 

50,000 

Subtotal . . 

... 



181 

118,816,000 

Total,  increases. 


181 


130,472,000 
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Base 

Pos . Amount 


Change  from  Base 
Pos . Amount 


Decreases : 


A.  Built-in: 

1.  Non-recurring  costs  in  1974 

B.  Program: 


4. 

5. 


Community  health  services: 
(a)  Community  health  centers 

(c)  Maternal  and  child 

health: 

(2)  Project  grants 

(d)  Family  planning 

(f)  Health  maintenance 

organizations 

Buildings  and  facilities .... 
Program  management 


$211,500,000 


121.745.000 

131.024.000 

100  65,000,000 

12,000,000 

893  33,132.000 


-$6,354,000 


-11,100,000 


-121,745,000 

-30,409,000 

-5,000,000 

-12,000,000 

-832,000 


Subtotal..  -181,086,000 

Total,  decreases -187,440,000 


Total,  net  change 


181  -56,968,000 


Explanation  of  Changes 


Increases : 

A.  Built-in: 

An  increase  of  $11,656,000  is  for  mandatory  items.  Of  this  amount, 
$1,458,000  is  for  1974  annualization  of  the  October  1973  pay  raise; 
$1,668,000  is  for  additional  costs  of  within  grade  and  longevity  increases; 
$232,000  for  the  cost  of  one  extra  day  of  pay;  $46,000  increase  in  Social 
Security  contributions;  $481,000  for  DREW  Working  Capital  Fund,  HSA  Service 
and  Supply  Fund,  FTS  and  FEC  charges;  $1,458,000  for  contract  services  and 
medical  care  and  supply  price  increases;  $4,529,000  for  payment  to  GSA  for 
rent;  and  $1,784,000  for  annualization  for  the  100  new  positions  for 
Health  Maintenance  Organizations. 

B.  Program: 

1.  Community  health  services : 

(c)  Maternal  and  child  health: 

(1)  Grants  to  States  - The  increase  of  $111,273,000  reflects  the 
incorporation  in  1975  of  project  grant  funds  into  the  formula 
grant  program.  This  is  in  accordance  with  P.L.  93-53. 

(e)  Migrant  health  - The  increase  of  $250,000  supports  the  development 
of  special  approaches  to  meet  the  needs  of  migrants  in  low-impact 
areas. 
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(f)  Health  maintenance  organizations  - The  increase  of  $416,000 
supports  25  new  positions  in  1975. 

(g)  National  health  service  corps  - The  increase  of  $200,000  supports 
146  new  positions  in  1975. 

3.  Patient  care  and  special  health  services: 

(a)  Patient  care  - The  increase  of  $1,600,000  in  1975  is  requested 
to  provide  health  care  to  the  participants  in  the  1932  Public 
Health  Service  study  of  untreated  syphilis  at  Tuskegee. 

4.  Buildings  and  facilities  - The  increase  of  $5,027,000  provides  for 
repairs  and  improvement  projects  for  the  PHS  outpatient  clinics  and 
the  PHS  Leprosarium  at  Carville,  Louisiana. 

5.  Program  management  - The  increase  of  $50,000  supports  10  new  positions 
for  the  National  health  service  corps  in  1975. 


Decreases: 

A.  Built-in: 

The  decrease  of  $6,354,000  is  for  non-recurring  costs  for  the  following 
items:  $2,200,000  for  Health  maintenance  organizations  technical  assist- 

ance contracts;  $1,043,000  for  National  health  service  corps  contracts 
resulting  from  the  additional  $2,000,000  appropriated  in  1974  by 
P.L.  93-192;  $1,277,000  for  drugs  and  medical  supplies  for  PHS  hospitals 
resulting  from  the  additional  $3,000,000  appropriated  in  1974  by 
P.L.  93-192;  $1,729,000  for  project  contracts,  and  $105,000  for  equipment 
and  other  contractual  services  in  program  management 

B.  Program: 

1 . Community  health  services : 

(a)  Community  health  centers  - The  decrease  of  $11,100,000  is  attri- 
buted to:  $5,100,000  for  expected  savings  due  to  improved  project 

management  and  $6,000,000  for  one-time  costs  associated  with  the 
release  in  1974  of  the  1973  impounded  funds. 

(c)  Maternal  and  child  health: 

(2)  Project  grants  - The  decrease  of  $121,745,000  reflects: 

$111,273,000  for  the  incorporation  in  1975  of  project  grant 
funds  (after  one  year  of  extension)  into  the  formula  grant 
program,  in  accordance  with  P.L.  93-53  and  $10,472,000  for 
one-time  costs  associated  with  the  release  in  1974  of  the 
1973  impounded  funds. 

(d)  Family  planning  - The  decrease  of  $30,409,000  is  for  the  one-time 
costs  associated  with  the  release  in  1974  of  the  1973  impounded 
funds . 

(f)  Health  maintenance  organizations  - The  $5,000,000  net  decrease 

results  from  a $20,000,000  decrease  for  loans  and  loan  guarantees 
and  an  increase  of  $15,000,000  for  grants  and  contracts. 


32-029  0 - 74  - 12 
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4.  Buildings  and  facilities  - The  decrease  of  $12,000,000  represents  1974 
obligations  for  repair  and  modernization  of  the  PHS  hospitals. 

5.  Program  management  - The  decrease  of  $832,000  for  costs  associated  with 
the  53  position  reduction  in  Maternal  and  Child  Health  reflects  the 
incorporation  of  the  project  grant  program  into  the  State  formula  grant 
program  in  1975  and  the  transfer  to  the  States  of  additional  responsi- 
bility for  technical  assistance,  consultation,  and  the  review  and 
monitoring  of  project  proposals  and  operations. 
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Obligations  by  Activity 


Page 

RaL_ 


1974 

Base* 


1975 

Estimate 


Increase  or 
Decrease 


Pos, 


Amount  Pos . 


Amount  Pos . Amount 


21  Community  health 
services : 

24  (a)  Community 

health 

centers 


$205,500,000  $200,400,000  -$5,100,000  A/ 

(211,500,000) 


27 

(b) 

Comprehensive 
health  grants 

to  States 

63  90,000,000 

63  90,000,000 

29 

(c) 

Maternal  and 
child  health: 

31 

(1)  Grants  to 

States 

132,678,000 

243,951,000 

(2)  Project 
grants. , 


34 


(3)  Research  and 
training . . . 
Subtotal. . 


35  (d)  Family  planning 


39 

41 


45 


111,273,000 

(121,745,000) 

21,917,000  21,917,000 


+111,273,000  B/ 

111,273,000  B/ 


265.868.000 

(276.340.000) 

100.615.000 

(131.024.000) 


265.868.000 

100.615.000 


50 


(e)  Migrant  health.. 

— 

23,750,000 

— 

24,000,000 

+250,000  C/ 

(f)  Health 

maintenance 

organizations . . . 

100 

65,000,000 

125 

60,000,000 

+25  -5,000,000  D/ 

(g)  National  health 

service  corps... 

405 

9,849,000 

551 

9,255,000 

+146  -594,000  E/ 

Subtotal. . . 

568 

760,582,000 

739 

750,138,000 

+171  -10,444,000 

(807,463,000) 

Quality  assurance... 

224 

5,613,000 

224 

5,774,000 

+161,000  F/ 

Patient  care  and 

special  health 

services : 

(a)  Patient  care.... 5 

,084 

109,914,000  5 

,084 

114,226,000 

+4,312,000  G/ 

(b)  Coast  Guard 

medical 

services 

151 

8,154,000 

151 

8,344,000 

+190,000  H/ 

(c)  Federal  employee 

health 

264 

5,565,000 

264 

5,626,000 

+61,000  y 

(d)  Payment  to 

Hawaii 

— 

1,200,000 

— 

1,200,000 

. 

Subtotal. . .5 

,499 

124,833,000  5 

,499 

129,396,000 

+4,563,000 

Buildings  and 

facilities 

— 

12,000,000 

— 

5,027,000 

-6,973,000  J/ 

Budget  authority.. 

[14,250,000] 

[1,300,000] 

[-12,950,000] 

Program  management . . 

893 

33,177,000 

903 

35,783,000 

+10  +2,606,000  K/ 

Total  obligations 

(bases) 7 

,184 

936,205,000  7 

,365 

926,118,000 

+181  -10,087,000 

Total  obligations... 

(983,041^000) 

* 1974  Base  - Excludes  1973  appropriation  restorations.  Total  obligations 
shown  in  parentheses. 
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Explanation  of  Changes 

A/  Community  health  centers  - The  decrease  of  $5,100,000  is  attributed 

~ to  expected  savings  due  to  improved  project  management. 

B^/  Maternal  and  child  health  - In  1975  project  grant  authority  expires; 
therefore,  all  grant  funds  will  be  administered  on  a formula  grant 
basis . 

£/  Migrant  health  - The  increase  of  $250,000  supports  the  development  of 
special  approaches  to  meet  the  needs  of  migrants  in  low  Impact  areas. 

1^/  Health  maintenance  organizations  - The  net  decrease  of  $5,000,000 
Includes  decreases  of  $20,000,000  for  the  loan  fund  and  $2,200,000 
in  non-recurring  technical  assistance  contracts  and  increases  of 
$15,000,000  for  grants  and  contracts,  $1,784,000  for  annualization 
of  100  positions  new  in  1974  and  $416,000  for  25  new  positions  in  1975. 

E/  National  health  service  corps  - The  $594,000  reduction  is  a net 
decrease  of:  mandatory  increases  totalling  $249,000;  a program 
increase  of  $200,000  to  support  146  new  positions;  and  a decrease 
of  $1,043,000  for  non-recurring  contract  requirements. 

F^/  Quality  assurance  - The  increase  of  $161,000  is  for  mandatories. 

G/  Patient  care  - The  Increase  of  $4,312,000  provides  $1,600,000  for 
health  care  to  the  participants  in  the  ?HS  study  of  untreated 
syphilis;  $3,989,000  for  mandatory  increases;  and  a decrease  of 
$1,277,000  for  non-recurring  costs. 

H/  Coast  Gviard  medical  services  - The  $190,000  is  for  mandatory  Increases. 

JJ  Federal  employee  health  - The  Increase  of  $61,000  is  for  mandatory 
Increases . 

Buildings  and  facilities  - The  decrease  of  $6,973,000  reflects  the 
change  from  non-recurring  1974  funding  for  PHS  hospital  modernization  to 
a nominal  request  of  funds  for  repairs  and  improvements. 

K/  Program  management  - The  increase  of  $2,606,000  is  the  net  result  of 
the  following:  (1)  program  increase  of  $50,000  to  support  10  positions 
in  the  National  health  service  corps;  (2)  program  decrease  of  $832,000 
associated  with  the  53  positions  in  Maternal  and  child  health  which 
were  not  restored;  (3)  mandatory  increase  for  rent  payments  to  the 
General  Services  Administration  of  $4,529,000;  (4)  built-in  decrease 
of  $1,729,000  for  project  contracts;  (5)  built-in  decrease  of  $105,000 
for  equipment  and  other  contractual  services;  and  (6)  $693,000  for 
mandatory  Increases. 
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Obligations  by  Object 


1974 

Estimate 

1975 

Estimate 

Increase 

or 

Decrease 

Total  number  of  permanent 
positions 

7,184 

7,365 

+181 

Full-time  equivalent  of  all 
other  positions 

414 

416 

+2 

Average  number  of  all 

employees 

7,511 

7,631 

+120 

Personnel  compensation: 

Permanent  positions 

$94,330,000 

$98,437,000 

+$4,107,000 

Positions  other  than 

permanent 

3,082,000 

3,064,000 

-18,000 

Other  personnel  compen- 
sation  

4,816,000 

4,847,000 

+31,000 

Special  personal  service 
payments 

375,000 

375,000 

Subtotal,  personnel 

compensation 

102,603,000 

106,723,000 

+4,120,000 

Personnel  benefits 

15,281,000 

15,722,000 

+441,000 

Benefits  for  former 

personnel 

218,000 

— 

-218,000 

Travel  and  transportation 
of  persons 

4,214,000 

4,544,000 

+330,000 

Transportation  of  things . . . 

1,633,000 

1,649,000 

+16,000 

Rent , communications  and 
utilities 

3,727,000 

8,560,000 

+4,833,000 

Printing  and  reproduction.. 

623,000 

643,000 

+20,000 

Other  services 

33,406,000 

29,452,000 

-3,954,000 

Project  contracts 

17,203,000 

12,231,000 

-4,972,000 

Supplies  and  materials 

13,011,000 

12,208,000 

-803,000 

Equipment 

3,181,000 

3,131,000 

-50,000 

Investments  and  loans 

35,000,000 

15,000,000 

-20,000,000 
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Obligations  by  Object 

Increase 

1974  1975  or 

Estimate  Estimate  Decrease 

Grants,  subsidies  and 
contributions 

753.196.000  716.465.000  -36. 731. 000 

Subtotal 

983,296,000  926,328,000  -56,968,000 

Deduct  quarters  and 

subsistence  charges  (-) . 

-210.000  -210.000 

Total  obligations 

by  object 

983,086,000  926,118,000  -56,968,000 

Total  obligations  excluding 

1973  appropriation 936,205,000  926,118,000  -10,087,000 
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Significant  Items  in  House  and  Senate 
Appropriations  Committee  Reports 


Item 


1974  Senate  Report 
Migrant  Health 

1.  The  Committee  suggestion  that  the 
Bureau  of  Community  Health  Services 
take  steps  to  gain  experience  with 
issues  related  to  Migrant  hospitali- 
zation and  to  develop  an  appropriate 
relationship  with  staff  of  the  Social 
Security  Administration's  Medicare 
program  (page  29) . 


National  Health  Service  Corps 

2.  The  Coimnittee  suggestion  that  the 
Department  redouble  its  efforts  to 
hire  the  necessary  health  care  staff 
and  place  them  in  the  field  to  serve 
those  citizens  living  in  medically 
underserved  areas  (page  30) . 


Action  Taken  or  to  be  Taken 


1.  During  fiscal  year  1974  the 
Bureau  of  Community  Health 
Services  allocated  $3,000,000  in 
migrant  health  funds  for  a special 
project  designed  to  provide 
hospital  care  effectively  and 
economically  to  a selected  migrant 
population  and  to  gather  and 
evaluate  data  on  hospital  utiliza- 
tion and  cost  of  hospital  services 
The  Bureau  of  Health  Insurance, 
Social  Security  Administration, 
serves  as  fiscal  intermediary  for 
reimbursing  hospitals  for  care 
provided  to  eligible  migrants  in 
this  demonstration.  Six  migrant 
projects  have  initiated  programs 
with  nine  hospitals  to  provide 
access  to  inpatient  services  at  a 
fixed  daily  rate  for  approximately 
50,000  migrants. 


2.  Through  an  organized  program 
of  visits  to  medical  schools, 
contacts  at  professional  meetings, 
letters  to  prospective  members, 
advertisements  in  professional 
journals,  exhibits  and  posters, 
the  Corps  has  increased  its 
recruitment  of  physicians  and 
dentists  from  14  in  1971  to  335 
in  fiscal  year  1974.  As  of 
January  31,  1974  there  were  340 
health  professionals  assigned  to 
183  conmunities . It  is  expected 
that  by  July  1974  there  will  be 
405  health  personnel  assigned  in 
approximately  220  conmunities 
with  critical  health  manpower 
shortages . 
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Item 

Family  Planning  Services 

3.  The  Committee  direction  that  all 
family  planning  activities  conform 
with  the  ''voluntary  participation" 
and  "prohibition  of  abortion"  prp- 
vlslons  of  the  Family  Planning 
Services  and  Population  Research 
Act  of  1970  (page  30) . 


Neighborhood  Health  Centers 

4.  The  Committee's  approval  of 
management  Improvement  efforts  and 
expectation  of  Increased  collections 
against  existing  entitlements  parti- 
cularly of  Medicare  and  Medicaid 
(page  28) . 


Action  Taken  or  to  be  Taken 


3.  Action  Is  continuous  to 
ensure  that  projects  funded 
under  the  Family  Planning  and 
Population  Research  Act  of  1970 
(Title  X)  comply  with  the  legis- 
lative mandate  that  services 
must  be  voluntary  and  abortions 
are  prohibited.  These  provisions 
are  addressed  In  the  Title  X 
Regulations  published  September 
15,  1971,  as  well  as  In  the 
Title  X guidelines  currently 
under  development.  Furthermore, 
before  a service  grant  Is 
awarded  or  refunded,  assurance 
Is  received  by  the  Regional 
Office  that  the  project  Is  In 
compliance  with  these  require- 
ments. Project  grant  performance 
measures  are  currently  being 
developed  which  will  further 
ensure  that  these  provisions  are 
considered  by  the  Regional 
Offices  when  measuring  the  per- 
formance of  a grant. 


4.  A major  financial  Inventory 
Involving  60  neighborhood  health 
centers  Indicated  that  collec- 
tions from  all  third-party 
sources  were  at  a level  of  137. 
of  total  operating  costs.  With 
Improved  fiscal  management  prac- 
tices and  effective,  fair  agree- 
ments with  third-party  payors, 
a collection  level  of  approxi- 
mately 207.  appears  feasible. 

It  Is  expected  that  all  neighbor- 
hood health  centers  will  complete 
the  financial  Inventory  process 
by  the  end  of  fiscal  year  1974. 

In  addition.  Implementation  of 
the  Health  Services  Funding 
Regulations  (effective  Jan.  1, 
1974)  will  enable  projects  to 
recover  all  available  financial 
reimbursements.  These  increased 
collections  will  allow  the 
projects  to  serve  a greater 
number  of  people  residing  in 
the  target  populations. 


Authorizing  Le|;l8latlon 


1975 

Appropriation 

Legislation  Authorized  requested 

Public  Health  Service  Act: 


Title  III 


Section  310  — Migrant  Health  Grants 1_/ 

Section  314(d)  — Grants  for  Comprehensive 

Public  Health  Services Ij 

Section  314(e)  — Project  Grants  for 

Health  Services  Development V 

Section  329  — Assignment  of  Medical  and 
Other  Health  Personnel  to  Critical  Need 

Areas 

Section  331  — Lepers Indefinite 


Title  X 


Section  1001  — Family  Planning  Service 

Projects \J 

Section  1003  — Family  Planning  Training 

Projects 1^/ 

Section  1004  — Family  Planning  Research..  1^/ 

Section  1005  — Family  Planning  Information 
and  Education 


Title  XIII 


$24,000,000 

90,000,000 

200,400,000 

12,383,000 

1,200,000 


94,500,000 

3,000,000 

2,515,000 

600,000 


Section  1309(a)  — Health  Maintenance 
Organizations  grants  and  contracts  for 
feasibility  surveys,  planning,  and 

initial  development $55,000,000  40,000,000 

Section  1309(b)  and  1308(e)  — Health 
Maintenance  Organizations  Loans  and 
Loan  Guarantees  for  initial  operation 

costs 75,000,000  2/  15,000,000 


Social  Security  Act: 
Title  V 


Section  501  — Maternal  and  Child  Health 

and  Crippled  Children's  Services 

Section  516  — Supplemental  Allotments.... 


350,000,000  240,868,000 

Indefinite  25,000,000 


Ij  Authorization  expires  June  30,  1974;  extension  legislation  is  proposed. 
2J  Authorization  for  loan  guarantees  is  indefinite. 
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Year 

Budget 
Estimate 
to  Congress 

House 

Allowance 

Senate 

Allowance 

Appropriation 

1965 

$142,536,000 

$142,436,000 

$143,064,000 

$•143,064,000 

1966 

196,616,000 

197,480,000 

183,480,000 

197,980,000 

1967  . 

242,521,000 

242,271,000 

242,271,000 

242,271,000 

1968 

410,599,000 

383,406,000 

384,209,000 

383,806,000 

1969 

513,476,000 

454,847,000 

457,847,000 

456,347,000 

1970 

453,507,000 

461,297,000 

463,207,000 

463,207,000 

Trust  funds 
transfers 

4,320,000 

4,320,000 

4,320,000 

4,320,000 

1971 

519,798,000 

519,798,000 

525,940,000 

521,248,000 

Trust  fund 
transfers 

4,320,000 

4,320,000 

4,320,000 

4,320,000 

1972 

648,578,000 

652,596,000 

693,477,000 

664,046,000 

Trust  fund 
transfers 

4,519,000 

4,519,000 

4,519,000 

4,519,000 

1973 

694,741,000 

739,981,000 

833,483,000 

739,981,000 

Trust  fund 
transfers 

5,082,000 

5,082,000 

5,082,000 

5,082,000 

1974 

817,282,000 

817,282,000 

860,632,000 

838,532,000 

Proposed 

Supplemental 

65,000,000 

Proposed  trans- 
fers for  pay 
raise 

2,470,000 

- 

Trust  fund 
transfers 

5,299,000 

5,299,000 

5,299,000 

5,299,000 

Proposed  trust 
fund  transfers 
for  pay  raise 

314,000 

1975 

896,405,000 

Trust  fund 
transfers 

5,774,000 

Justification 


Health  Services 


1974 

Base* 

1975 

Increase  or 
Decrease 

Pos. 

Amount 

Pos. 

Amount 

Pos. 

Amount 

Personnel  com- 
pensation and 
benefits 

7,184 

$117,892,000 

7,365 

$122,245,000 

+181 

+$4,353,000 

Other  expenses. . . 

— 

818,313,000 

— 

803.873,000 



-14.440'.000 

Total 

7,184 

936,205,000 

7,365 

926,118,000 

+181 

-10,087,000 

General  Statement 


Funds  from  this  appropriation  support  the  major  health  service  delivery 
efforts  of  the  Department  which  are  in  the  Health  Services  Administration. 

The  concerns  of  the  Health  Services  Administration  are  broad,  but  principally 
concentrated  in  five  major  problem  areas  or  areas  of  need:  reaching  under- 

served populations,  correcting  inadequate  distribution  of  health  services, 
improving  quality  of  health  care,  fostering  effective  and  efficient  health 
service  delivery,  and  providing  services  to  statutorily  defined  populations. 
Of  particular  importance  in  this  appropriation  is  the  Health  Maintenance 
Organization  initiative  begun  in  fiscal  year  1974.  This  appears  to  be 
one  of  the  most  promising  approaches  to  improvement  of  health  care 
organization  and  delivery  in  this  country. 

This  appropriation  supports  a variety  of  other  programs,  all  of  which 
are  designed  to  improve  and/or  expand  the  Nation's  health  care  delivery 
system.  One  grouping  of  programs  is  organized  within  the  Bureau  of 
Community  Health  Services.  Its  ftmdamental  interests  have  to  do  with 
the  extension  of  service  capacity  in  order  to  resolve  problems  of  access 
to  care.  Community  health  center  project  grants  help  low- income  persons 
through  the  provision  of  health  care  in  neighborhood  and  family  health 
centers.  Comprehensive  health  formula  grants  assist  the  States  in 
planning  for  and  providing  health  services  according  to  the  needs  of 
each  State.  Maternal  and  child  health  formula  grants  assist  the  States 
in  providing  health  services  to  crippled  children  and  to  low-income 
mothers  and  their  children.  Family  planning  project  grants  give  low- 
income  people  an  improved  opportunity  to  determine  number  and  spacing 
of  their  children.  Migrant  health  project  grants  serve  migrant  agri- 
cultural workers  and  seasonal  farmworkers  and  their  families  with  a 
broad  range  of  health  services.  Tlie  National  Health  Service  Corps 
provides  direct  care  through  the  placement  of  health  personnel  in 
areas  where  health  manpower  is  scarce  or  non-existent.  Major  community 
programs  are  organizationally  identified:  Community  Health  Centers, 

Family  Planning,  Health  Maintenance  Organizations,  National  Health 
Service  Corps,  Migrant  Health  and  Maternal  and  Child  Health  — in 
order  to  maintain  full  accountability  to  Congressional  and  Administra- 
tion action  priorities.  They  are  supported  by  functional  groupings 
of  experts  and  specialists  who  develop  and  maintain  program  guidance 
and  performance  criteria,  who  secure  and  analyze  reports  against  such 
standards,  and  who  develop  and  assist  regional  personnel  in  implementing 


*Excludes  1973  appropriation  restorations. 
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methods  and  approaches  needed  to  resolve  problems  which  might  Impede  efficient 
and  coordinated  program  performance. 

The  Bureau  of  Quality  Assurance  provides  assistance  to  the  Social  Security 
Administration  in  establishing.  Implementing,  and  evaluating  medical  care 
standards  under  Title  XVIII  of  the  Social  Security  Act  (Medicare  Program) . 

The  remaining  Health  Services  Administration  program  supported  by  tbiss 
request  is  the  Federal  Health  Programs  Service.  Through  the  patient  care  and 
special  health  services  budget  activity,  the  Federal  Health  Programs  Service 
provides  health  care  to  American  seamen,  personnel  and  dependents  of  the  Coast 
Guard  and  the  Public  Health  Service  Commissioned  Corps,  victims  of  Hansen's 
disease,  and  the  participants  in  the  Tuskegee  untreated  syphilis  study. 

Among  the  major  items  proposed  in  the  1975  budget  is  $60,000,000  for  the 
continuation  of  the  Health  Maintenance  Organizations  program,  of  which 
$40,000,000  Is  for  grants  and  contracts,  $15,000,000  is  for  the  loan  and  loan 
guarantee  fund  and  $5,000,000  is  for  direct  operations.  Eighteen  health 
maintenance  organizations  will  become  operational  in  1975,  for  a total  of  38  by 
the  end  of  the  fiscal  year.  As  provided  by  Title  V of  the  Social  Security  Act, 
authority  for  maternal  and  child  health  project  grants  terminates  June  30,  1974, 
with  a concurrent  Increase  in  formula  grant  authority.  The  budget  requests 
special  financial  arrangements  to  ease  the  transition  to  the  formula  grant 
program,  including  $25,000,000  to  be  awarded  under  Section  516  of  the  Social 
Security  Act.  The  National  Health  Service  Corps  budget  for  1975  contains  a 
request  for  an  additional  156  positions  which  will  be  used  to  staff  55  additional 
sites. 
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Community  Health  Services 


1974  Increase  or 

Base* 1975 Decrease 

Pos. ^pount Pos. Amount  Pos.  Amount 


Personnel  compensation 


and  benefits 568  $8,906,000  739  $10,773,000  +171  +$1,867,000 

Other  expenses 751,676,000  739,365,000  -12,311,000 

Total 568  760,582,000  739  750,138,000  +171  -10,444,000 


Introduction 


The  Bureau  of  Community  Health  Services  programs  have  fundamental  interests 
in  the  extension  of  service  capacity  in  order  to  resolve  problems  of  access  to 
health  care.  They  provide  a mechanism  for  meeting  special  health  needs  of 
people  in  various  regions,  for  meeting  those  needs  considered  to  be  of  national 
significance  and  for  developing  and  initially  supporting  new  health  services 
programs.  Through  a variety  of  health  service  funding  or  support  mechanisms 
the  programs  foster  a comprehensive  approach  to  health  care  services  with 
special  emphasis  on  reaching  underserved  segments  of  the  population.  As  an 
integral  part  of  the  Health  Services  Administration,  the  Bureau's  activities 
are  coordinated  with  programs  serving  statutorily  defined  populations,  the  Indian 
Health  Service  and  the  Federal  Health  Programs  Service.  Its  efforts  in  maintain- 
ing service  effectiveness  are  related  to  the  programs  of  the  Bureau  of  Quality 
Assurance. 

Community  health  center  project  grants  help  low- income  persons  through 
the  provision  of  health  care  in  neighborhood  and  family  health  centers.  The 
comprehensive  health  grants  to  States  assist  States  in  establishing  and  main- 
taining adequate  public  health  services  in  accord  with  their  priorities  and 
goals.  Maternal  and  child  health  formula  grants  assist  States  in  providing 
health  services  to  low- income  mothers  and  children  and  to  crippled  children. 
Services  provided  through  the  formiala  grant  program  are  augmented  through 
the  maternal  and  child  health  research  and  training  programs.  Family  planning 
project  grants  and  contracts  give  low- income  people  the  opportunity  to  determine 
the  nxjmber  and  spacing  of  their  children.  Access  to  health  care  services  is 
provided  to  migrant  and  seasonal  farmworkers  and  their  families  through  health 
service  project  grants  located  in  migrant  work  areas.  The  health  maintenance 
organization  program  provides  a mechanism  for  dealing  with  specific  major  prob- 
lems in  health  care  such  as  rapid  inflation  in  medical  costs,  the  inadequate 
emphasis  on  illness  prevention  and  the  increasing  unevenness  in  the  distribution 
and  quality  of  medical  care.  The  national  health  service  corps  provides  direct 
health  care  through  the  placement  of  health  personnel  in  areas  where  health 
manpower  is  scarce  or  non-existent. 

The  proposed  budget  includes  the  consolidation  of  maternal  and  child  health 
project  grant  funds  with  formula  grant  funds  in  1975,  as  provided  by  the  1973 
amendments  to  Title  V of  the  Social  Security  Act.  The  following  tables  outline 
some  of  the  services  provided  through  the  community  health  services ' programs 
and  the  budget  request  for  each  program: 


*Excludes  1973  appropriation  restorations. 
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Recipients  of  Community  Health  Services 
(number  of  persons  served) 


1974 

Estimate 


I.  Community  health  centers: 

A.  Neighborhood  health 

centers 1,200,000 

B.  Family  health  centers 35,000 


II.  Maternal  and  child  health  services: 
A.  Grants  to  States: 

1.  Maternal  and  child  health 
services: 

(a)  Prenatal  and  postpartum 


care 501,000 

(b)  Family  planning  services 1,226,000 

(c)  Well-child  conferences 1,500,000 

(d)  Nursing  services 2,700,000 

(e)  Hospital  admissions  for 

comprehensive  services 47,000 

(f)  Children  receiving  dental 

health  services 821,000 

2.  Crippled  children's  services: 

(a)  Physicians'  services 500,000 

(b)  Hospital  inpatient  care 80,000 

III.  Family  planning  services 1,600,000 


1975 

Estimate 


1,320,000 

105,000 


501.000 
1,226,000 

1.500.000 

2.700.000 

47.000 

821.000 

500,000 

80.000 


IV.  Migrant  health  services 


355,000 


1,600,000 

3^5,000 
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Community  Health  Services 


1974 

Increase  or 

Base* 

1975 

Decrease 

Pos.  Amount 

Pos . Amount 

Pos . Amount 

1.  Community  health 
services : 

(a)  Community  health 


centers $205,500,000  $200,400,000  -$5,100,000 

(b)  Comprehensive 
health  grants 

to  States 63  90,000,000  63  90,000,000  


(c)  Maternal  and 
child  health: 


(1)  Grants  to 

States 132,678,000  243,951,000  +111,273,000 

(2)  Project  grants. 111,273,000  111,273,000 

(3)  Research  and 

training 21,917,000  21,917,000  

(d)  Family  planning....  100,615,000  100,615,000  

(e)  Migrant  health 23,750,000  24,000,000  +250,000 

(f)  Health  maintenance 

organizations 100  65,000,000  125  60,000,000  +25  -5,000,000 

(g)  National  health 

service  corps 405  9,849,000  551  9,255,000  +146  -594,000 

Total 568  760,582,000  739  750,138,000  +171  -10,444,000 


*Excludes  1973  appropriation  restorations 
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Community  Health  Caters 


1974 

Increase  or 

Base* 

1975 

Decrease 

Pos.  Amount 

Fob  . Amount 

Pos.  . Amount 

Other  expenses  . 

. $205,500,000 

$200,400,000 

-$5,100,000 

Introduction 


This  project  grant  program  la  authorized  under  Section  314(e)  of  the 
Public  Health  Service  Act.  Its  major  focua  is  the  support  of  ambulatory 
health  care  programs  which  provide  primary  health  care  and  develop 
arrangements  for  specialty  and  inpatient  care,  particularly  in  areas  where 
health  resources  are  scarce  or  non-existent.  The  flexibility  of  this 
authorization  has  been  used  to  encourage  the  development  of  different 
models  for  providing  a broad  range  of  ambulatory  health  services  which 
are  responsive  to  the  needs  of  specific  population  groups.  Early  in  the 
development  of  the  program,  neighborhood  health  centers  became  the 
principal  method  used  to  attack  maldistribution  of  health  services. 

Family  health  centers  were  developed  later  as  a means  of  testing  whether 
centers  providing  a prescribed  package  of  health  care  benefits  to  a 
specifically  enrolled  population  can  be  designed  for,  established  in, 
and  meet  the  needs  of  people  residing  in  health  scarcity  areas. 

Neighborhood  Health  Centers 

During  the  past  two  years,  a concerted  effort  has  been  made  to 
improve  the  management  capabilities  of  community  health  centers.  The 
development  and  installation  in  the  centers  of  the  ambulatory  health 
care  information  system  and  the  uniform  cost  accounting  system  were  early 
initiatives  in  this  effort.  All  centers,  including  those  newly  transferred 
from  OEO,  are  expected  to  be  meeting  reporting  requirements  by  the  end  of 
the  fiscal  year  1974.  Thus,  project  management  will  have  a more  valid 
basis  for  making  decisions  concerning  allocation  of  manpower  resources 
and  other  areas  of  project  operations  and  effectiveness. 

Other  efforts  supporting  overall  broad  management  improvement 
Include  internal  and  external  medical  audit  activities  and  the 
institution  of  various  technical  assistance  programs.  As  these  measures 
were  being  developed  and  put  into  place,  the  fiscal  management  needs  of 
projects  became  evident,  particularly  the  need  for  Increased  third-party 
reimbursements . 

To  improve  fiscal  administration  a financial  inventory  involving 
team  site  visits  was  initiated  with  the  intent  of  identifying  critical 
financial  management  Issues  and  of  increasing  third-party  reimbursement 
levels  through  Improved  project  administration  and  management.  The 
financial  Inventory  team  reviewed  the  financial  status  of  60  HEW  centers 
(with  a level  of  $91,318,114  in  314(e)  grant  support)  and  has  developed 


*Excludes  1973  appropriation  restorations. 
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plans  with  project  personnel,  for  maximizing  third-party  reimbursements. 

Where  necessary,  projects  are  being  provided  technical  assistance  to 
help  them  achieve  improved  financial  management.  About  40  of  the  newly 
transferred  OEO  centers  are  expected  to  complete  the  financial  inventory 
process  by  the  end  of  1974,  making  a total  of  100  centers  assisted 
through  central  and  regional  office  staff  efforts. 

In  January  1974,  Health  Services  Funding  Regulations  were 
published  in  the  Federal  Register  making  it  DREW  policy  to  encourage 
health  services  delivery  projects  to  recover  all  available  financial 
reimbursements  for  services  they  render.  Implementation  of  these 
regulations  will  enable  projects  to  use  Increased  collections  to  serve 
a greater  niomber  of  people  residing  in  the  target  populations. 

The  management  improvement  efforts  carried  out  in  1974  and 
intensified  in  1975  will  enable  us  to  Improve  the  level  of  operation 
of  the  118  centers.  The  1975  budget  requests  $5,100,000  less  for  this 
activity  than  was  available  in  1974.  However,  we  expect  this  amount  to 
be  offset  by  expected  savings  resulting  from  Internal  project  management 
improvements  and  will  not  adversely  affect  the  number  of  patients  served 
or  the  quality  of  services.  In  fact,  based  on  the  increased  effective- 
ness of  operations  in  the  centers  and  collection  of  third-party  funds, 
a 10  percent  increase  in  the  number  of  patients  served  is  projected 
for  1975. 


1974 


1975 


Number  of  centers  118 
Target  population  4,660,000 
Estimated  number  served  1,200,000 


118 

4.660.000 

1.320.000 


In  addition  to  the  direct  support  of  neighborhood  health  centers, 
which  includes  14  OEO  network  projects,  approximately  40  developmental 
and  supportive  projects  also  receive  314(e)  grant  support.  Network 
projects  are  aimed  at  broad  improvements  in  health  care  organization 
within  communities  and  demonstrate  improved  provider  linkages  in  payment 
mechanisms.  The  remaining  projects  represent  a variety  of  activities 
generally  supportive  of  health  care  delivery  needs. 

Family  Health  Centers 

The  family  health  center  effort  Implements  the  President's  Health 
Message  of  1971  in  which  he  called  for  services  to  the  underserved, 
particularly  in  rural  areas.  These  centers  are  designed  to  provide  a 
prescribed  package  of  ambulatory  health  care  benefits  to  a specifically 
enrolled  population  residing  in  a defined  medical  scarcity  area.  There 
is  a basic  minimum  service  benefit  package  for  which  the  project  must 
have  the  capacity  and  capability  to  deliver  or  arrange  for  delivery  and 
which  must  be  available  to  each  enrollee.  It  consists  of  emergency 
ambulance  and  other  medical  services;  physicians'  services  (except  when 
provided  by  a psychiatrist)  and  services  by  a pediatric  nurse  associate 
or  paraphysician;  and  other  medical  and  health  services  such  as  out- 
patient services,  outpatient  physical  therapy  and  diagnostic  laboratory 
and  x-ray  services.  In  addition,  hospital  and  other  non-ambulatory 
services  are  arranged  for  and  coordinated  by  the  family  health 
center  although  grant  funds  are  not  used  for  these  services.  In 
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a few  operational  projects  some  examples  of  premiums  which  have  been 
established,  thus  far,  for  delivery  of  the  minimum  benefit  package 
follow:  a New  Mexico  center,  $6.17  per  month/member;  a North  Carolina 

center,  $7.00  per  month/member;  a Utah  center,  $7.92  per  month/member; 
and  a California  center,  $9.25  per  month/member. 

Currently  there  are  39  family  health  centers.  In  1974,  25  of  the 
centers  are  operational  and  the  remaining  14  will  complete  their  ‘ 
developmental  work.  Operational  projects  have  finalized  their  service 
benefit  packages,  developed  organizational  structures,  and  Initiated 
enrollment  activities.  All  25  centers  are  providing  services  on  either 
a feer-for-servlce  and/or  prepaid  basis.  The  14  developmental  projects, 
on  the  other  hand,  have  Initiated  marketing  plans,  partially  completed 
cost  estimates  for  their  benefit  packages,  begun  limited  staffing  with  at 
least  a medical  director,  and  are  developing  three-year  financial  plans. 
It  Is  estimated  that  the  25  operational  centers  will  serve  approximately 
35,000  people  In  1974.  Several  projects  are  sufficiently  developed  so 
that  they  will  be  able  to  convert  to  the  health  maintenance  organization 
model. 


Comprehensive  Health  Grants  to  States 


1974 

Base 

1975 

Increase  or 
Decrease 

Pos. 

Amount 

Pos. 

Amount 

Pos . Amount 

Personnel  compensation 
and  benefits 

$1,306,000 

63 

$1,306,000 

— 

Other  expenses 



88,694.000 



88,694,000 



Total 

90,000.000 

63 

90,000,000 



Introduction 


Formiila  grants  awarded  to  State  public  health  authorities  under 
Section  314(d)  of  the  Public  Health  Service  Act  assist  the  States  in 
establishing  and  maintaining  adequate  public  health  services  in  accord 
with  priorities  and  goals  established  by  the  States.  State  health  and 
mental  health  agencies  have  utilized  these  funds  to  assist  in  the 
support  of  a broad  range  of  basic  health  programs,  projects  and  activi- 
ties at  the  State  and  local  levels.  The  States  are  using  these  funds 
to  support  communicable  disease  control  programs  such  as  tuberculosis 
activities;  chronic  disease  programs  directed  toward  such  major  causes 
of  death  and  disability  as  heart  disease,  cancer,  diabetes  and  stroke; 
environmental  health  services,  including  food  and  drug,  industrial 
health,  radiological  health,  sanitary  engineering  and  air  and  water 
pollution;  laboratory  services;  home  health  and  public  health  nursing 
services;  and  community  mental  health,  including  treatment  of  alcoholism, 
drug  abuse,  and  suicide  prevention. 

Program  Accomplishments 

The  Association  of  State  and  Territorial  Health  Officers  (ASTHO) 
health  programs  reporting  system,  funded  primarily  from  the  Grants  to 
States  for  Comprehensive  Health  Services  program,  is  in  its  fourth 
year.  This  system  was  designed  to  elicit  uniform  data  from  the  State 
health  departments  regarding  population  groups  served  by  specific 
health  programs;  total  health  expenditures  by  program;  anticipated  program 
needs;  sources  of  support;  and  specific  allocation  of  Federal  formula 
grants,  project  grants  and  contracts.  Preliminary  reports  from  this 
system  indicate  that  314(d)  funds  support  personal  health  services  through 
State  and  local  health  department  efforts  for  at  least  7,700,000  people. 

Examples  of  some  of  the  specific  uses  of  314(d)  funds  are: 

In  Pennsylvania,  the  tumor  clinic  and  tumor  registry  program 
have  been  used  as  a means  of  evaluating  treatment  of  patients 
with  certain  t3^es  of  cancer.  The  program  permits  each 
participating  hospital  to  compare  its  survival  results  with 
results  at  all  other  hospitals.  Cancer  is  the  only  disease  for 
which  there  is  readily  available  data,  in  the  tumor  registry, 
for  evaluating  quality  of  care. 

In  Delaware,  a psychiatric  emergency  service  was  established 
in  a rural  area  of  the  State  by  setting  up  an  emergency 
telephone  line,  operative  24  hours  a day,  365  days  a year. 

Service  was  manned  last  year  by  20  volunteers. 
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In  American  Samoa,  fllarlasls  (Infestation  with  worms)  Is  a severe 
problem  and  efforts  are  being  made  to  control  the  disease  through 
monitoring  of  overseas  travelers  and  persons  arriving  from  endemic 
areas. 

In  Massachusetts,  food  Inspections  covered  the  whole  distribution 
chain  from  the  source  of  the  food  to  the  consumer  buying  the 
product.  Included  In  the  cycle,  for  example,  were  food  manu- 
facturers and  processors,  food  trucks,  wholesale  distribution 
points  and  retail  food  outlets  (Including  stores,  restaurants, 
bakeries  and  food  stands) . 

The  63  positions  are  for  FHS  staff  (requested  by  State  health  departments ) 
who  possess  a particular  kind  of  expertise  which  Is  essential  In  State  program 
operations  but  Is  often  In  short  supply.  Many  of  these  persons  are  Involved 
In  tuberculosis  control  activities  and  provide  technical  advice  and 
management  assistance  to  State  and  local  health  department  officials  In 
strengthening  outpatient  services,  making  case  detection  efforts  more 
efficient  and  loq)rovlng  disease  prevention  activities.  Other  assignees 
work  In  such  programs  as  venereal  disease,  family  planning  and  epidemiology 
and  perform  functions  In  casefinding,  disease  prevention  and  control,  data 
collection  and  analysis,  and  related  areas. 

In  1975,  we  anticipate  that  the  States  will  continue  to  support  a 
broad  range  of  public  health  programs,  maintaining  the  1974  service  level. 
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Maternal  and  Child  Health 


1974  Increase  or 

Base* 1975 Decrease 

Pos. Amount Pos. Amount Pos » Arnnupt 


Other  expenses...  $265,868,000  $265,868,000  


Subactivities : 

(1)  Grants  to  Sfates 
(Sections 

503,  504 

and  516) $132,678,000  $243,951,000  +$111,273,000 

(2)  Project 
grants 
(Sections 
508,  509 

and  510) 111,273,000  -111,273,000 

(3)  Research 
(Section 
512)  and 
training 
(Section 


511) 21,917,000  21,917,000  

TotaL 265,868,000  265,868,000  


Introduction 


The  basic  purx>oses  of  the  maternal  and  child  health  and  crippled 
children's  services  programs  of  grants  to  States  are  (1)  to  reduce  infant 
mortality  and  otherwise  promote  the  health  of  mothers  and  children  and 
(2)  to  locate,  diagnose,  treat  and  provide  follow-up  care  for  children  who  are 
suffering  from  crippling  or  handicapping  illnesses.  In  addition  to  providing 
grants  to  States  on  a formula  basis,  special  projects  of  regional  or  national 
significance  are  funded  which  contribute  to  the  Improvement,  effectiveness  and 
advancement  of  the  programs. 

The  programs  authorized  under  Title  V of  the  Socied  Security  Act  are  the 
major  federal  resource  for  providing  basic  preventive  maternal  and  child  health 
services  to  persons  in  economically  depressed  areas  and  for  the  location, 
diagnosis,  treatment,  and  follow-up  care  of  children  with  crippling  or 
potentially  crippling  conditions.  They  respond  to  the  serious  deficiencies 
that  exist  in  the  amount  and  quality  of  care  received  by  poor  mothers  and 
children  which  result  in  an  excess  of  preventable  deaths.  Illnesses  and 
handicapping  conditions. 


*Excludes  1973  appropriation  restorations. 
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Under  Title  V legislation,  project  grants  for  maternity  and  infant 
care  and  family  planning  services  (Section  508) , comprehensive  health 
care  for  children  and  youth  (Section  509) , and  dental  health  of  children 
(Section  510)  will  end  June  30,  1974,  and  the  funds  for  such  programs 
will  be  incorporated  into  the  formula  grants  to  States  for  maternal  and 
child  health  services.  The  legislation  stipulates  that  services  proylded 
under  project  grants  in  1974  will  continue  to  be  provided  to  the  same 
population  and  groups  and  at  the  same  level  in  1975  and  future  years. 

The  legislation  provides  for  an  orderly  transition  of  the  project  grants 
into  the  formula  system  so  that  States  can  coordinate  the  entire  MCH 
program  within  their  jurisdiction.  This  requires  that  each  State  must  have 
a plan  which  includes  "programs  of  projects"  in  the  five  areas  prior  to 
State  Plan  approval.  The  projects  include  maternity  and  Infant  care, 
intensive  care  of  newborns,  comprehensive  care  of  children  and  youth, 
dental  health  of  children  and  family  planning  services-.  Because  project 
grant  funds  are  not  distributed  evenly  throughout  the  country  the  shifting 
of  funds  from  project  to  formula  grants  will  result  in  22  States*  receiving 
less  funds  in  1975  than  1973.  In  order  to  lessen  the  impact  of  this  and 
also  to  "hold  harmless"  the  populations  served  in  fiscal  year  1974  by  the 
project  grants,  $25,000,000  of  grant  funds  will  be  redistributed  under 
the  provisions  of  Section  516. 

Program  Accomplishments 

Infant  Mortality;  Significant  contributions  to  recent  reductions  in 
the  Nation's  infant  mortality  rate  have  been  made  through  the  maternal  and 
child  health  services  program  and  the  maternity  and  infant  care  projects. 
The  latter  have  contributed  through  their  concentration  on  providing  high 
quality  care  to  low  socioeconomic  groups  who  otherwise  would  have  few  if 
any  resources  for  such  care.  For  example,  the  Infant  mortality  rate  in 
the  Baltimore  project  area  has  been  decreased  from  26.8  to  21.9,  in 
Albuquerque  from  22.7  to  12.2,  in  Miami  from  23.7  to  2.5  and  in  Denver 
from  40.0  to  9.0.  Nationwide,  these  programs  have  contributed  to 
decreasing  the  infant  mortality  rate  from  19.8  in  1970  to  a provisional 
rate  of  18.5  in  1972,  the  lowest  in  our  history. 

Mental  Retardation:  The  Maternal  and  child  health  effort  in  the 

prevention  of  mental  retardation  through  the  detection  and  treatment  of 
phenylketonuria  (PKU)  and  other  metabolic  disorders  has  continued.  Over 
90  percent  of  the  live  newborn  Infants  in  the  Nation  are  being  screened. 
Accumulating  data  from  this  program  of  early  detection  and  dietary 
management  of  affected  infants  continue  to  confirm  the  fact  that  the 
program  is  preventing  mental  retardation  and  permitting  normal  development 
for  the  treated  infants.  Seventeen  medical  centers  are  continuing  their 
collaborative  efforts  to  determine  when  and  how  the  special  dietary 
treatment  for  these  children  might  be  safely  discontinued. 
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The  number  of  supported  special  clinics  offering  diagnostic,  treatment, 
management,  and  counseling  services  has  grown  to  166  in  the  Nation.  Over 
75,000  mentally  retarded  children  and  their  families  were  served  by  them 
during  the  year.  The  existing  20  genetic  counseling  services  and  the  15 
specialized  services  for  children  with  multiple  handicaps  have  likewise,  with 
the  adoption  of  new  laboratory  techniques  and  procedures,  been  able  to  expand 
the  range  and  extent  of  their  services. 

Nutrition  Services;  As  an  integral  part  of  the  maternal  and  child  health 
and  crippled  children’s  programs,  nutrition  services  are  provided  through 
well-child  clinics,  pediatric  clinics,  group  care  facilities  and  school 
health  programs.  Progress  in  offering  more  adequate  nutritional  services  to 
women  during  pregnancy  and  in  preventing  iron-deficiency  anemia  in  children 
were  two  of  the  significant  accomplishments  reported  during  1973.  Currently 
about  1,000  nutrition  personnel  are  supported  by  State  and  local  health 
agencies  through  Title  V grants. 

(1)  Grants  to  States 

(a)  Maternal  and  child  health  services;  States  use  Federal 
funds,  together  with  State  and  local  funds,  for  prenatal  delivery,  and  post- 
partum care  in  rural  areas.  Mothers  may  receive  clinical  services  including 
family  planning  services,  home  visits  by  public  health  nurses,  and  pediatric 
and  well-child  clinics  where  mothers  can  bring  children  for  examination, 
immunization,  and  competent  advice  are  made  available.  Such  measures  have 
been  instrumental  in  the  reduction  of  maternal  and  infant  mortality.  Funds 
are  also  used  to  provide  medical,  dental  and  nursing  services  for  school 
health  examinations  and  immunizations  in  rural  areas. 

The  1975  estimate  will  support  the  consolidation  of  project 
grant  with  formula  grant  funds.  As  noted  earlier,  the  maternal  and  child 
health  plan  in  each  State  must  include  programs  of  projects  that  provide 
the  services  formerly  provided  under  project  grant  authority.  Following  is 
a brief  description  of  the  kinds  of  projects  supported  in  1974. 

(1)  Maternity  and  Infant  care:  This  program,  begun  in  the 

spring  of  1964,  now  has  61  projects  in  operation  in  large  and  middle-sized 
cities  and  in  rural  areas.  The  projects  are  located  in  34  States,  the 
District  of  Columbia  and  Puerto  Rico.  Each  was  established  to  serve  a 
locality  which  in  the  past  showed  much  higher  infant  and  maternal 
mortality  rates  than  the  Nation  as  a whole.  It  is  estimated  that  by  the  end 
of  1973  slightly  more  than  a million  women  had  been  admitted  to  the  projects 
for  maternity  services. 

(ii)  Intensive  Care  projects  for  high-risk  Infants;  This 
program  was  begun  in  1970  with  five  projects  providing  specialized  care  for 
Infants  bom  at  high  risk  (prematurely  born  or  with  other  conditions 
detrimental  to  their  normal  growth  and  development) . Studies  in  this  and 
other  countries  have  shown  that  a considerable  degree  of  effectiveness  in 
reducing  the  mortality  rate  among  high-risk  infants  can  be  achieved  through  the 
use  of  special  intensive  care  units  or  centers.  These  provide  increased 
medical  and  nursing  supervision,  care  by  personnel  specially  trained  in 
such  fields  as  treatment  of  cardiopulmonary  failure  and  respiratory  distress 
in  newborns,  the  use  of  special  equipment  as  needed  and  organization  of 
transportation  services.  Eight  intensive  care  projects  are  being  supported 
in  1974. 


(ill)  Comprehensive  health  care  for  children  and  youth; 

The  ''Children  and  Youth"  project  grants  support  comprehensive  health  care 
for  children  In  areas  where  low- Income  families  are  concentrated. 

Projects  provide  screening,  diagnosis,  preventive  services,  correction  of 
defects  and  after-care  (both  medical  and  dental).  Services  are  coordinated 
with  the  programs  of  the  State  or  local  health,  welfare  and  education 
departments  and  related  programs  In  HSA.  The  treatment  services  available 
under  the  program  are  provided  only  to  children  from  poor  families  whb 
would  not  otherwise  receive  such  care.  Diagnosis,  preventive  services 
and  health  supervision  are  available  to  all  applicants.  Since  the  last 
quarter  of  1968,  the  number  of  registrants  In  the  children  and  youth 
projects  has  more  than  doubled  to  483,000,  In  1974,  62  projects  were  In 
operation  In  28  States,  the  District  of  Columbia,  the  Virgin  Islands  and 
Puerto  Rico.  Each  serves  a specific  low- Income  area.  Two- thirds  of  the 
projects  and  nearly  90  percent  of  the  children  enrolled  live  In  the  Inner 
cities.  A breakdown  of  registrants  shows  that  64  percent  are  black, 

32  percent  white  and  4 percent  are  of  other  races.  The  average  annual 
cost  per  child  has  dropped  from  $201  In  1968  to  $130  In  1973.  There  has 
also  been  a consistent  decrease  In  Illnesses  requiring  hospital  lipatlent 
care  and  the  average  length  of  stay  has  decreased  from  10  days  to  7 days. 

(Iv)  Dental  health  of  children:  This  program  was 

Initiated  In  1971  and  provides  dental  care  through  a variety  of  approaches 
including  Incremental  care  programs  which  emphasize  prevention  and  continuing 
dental  supervision.  These  projects  augment  the  dental  care  which  lias  been 
available  through  the  State  maternal  and  child  health  and  crippled 
children's  programs  and  the  Children  and  Youth  and  Maternity  and  Infant 
Care  projects.  Eighteen  projects  are  being  funded  In  1974  providing 
dental  care  to  21,000  children. 

(v)  Family  planning  services;  Services  provided  under 
Title  V funds  Include  comprehensive  family  planning  medical,  educational, 
and  social  services.  These  services  include  physical  examinations, 
preparation  of  the  patient's  medical  history,  various  laboratory  tests 
such  as  blood  pressure,  urinalysis,  the  provision  of  contraceptive  supplies 
and  referral  for  other  health  needs.  In  1974,  It  Is  estimated  that 
300,000  women  are  being  provided  such  services  through  these  projects. 

The  following  outlines  some  of  the  more 
significant  services  being  provided  or  to  be  provided  through  the  maternal 
and  child  health  formula  and  project  grant  program: 

1974  1975 


Estimate  Estimate 

Mothers  receiving  prenatal  and  postpartum 

care  in  maternity  clinics 501,000  501,000 

Infants  admitted  for  comprehensive  services....  47,000  47,000 

Women  receiving: 

Family  planning  services 1,226,000  1,226,000 

2,700,000  2,700,000 


Maternity  nursing  services 


Children  attending  well-child  clinics 

Children  registered  for  comprehensive 
services 

Children  receiving  dental  treatment.. 

Children  screened: 

Visual  screening 

Audiometer  testing 

Dental  screening 

Immunizations  (excludes  booster  and 
revacclnatlons) : 

Polio 

Rubella 

Diphtheria 


1974 

Estimate 

1975 

Estimate 

1,500,000 

1,500,000 

483,000 

483,000 

821,000 

821,000 

9.000. 000 

6.000. 000 
3,000,000 

9.000. 000 

6.000. 000 
3,000,000 

2,750,000 

3,000,000 

3,000,000 

2,750,000 

3,000,000 

3,000,000 

During  1975  professional  and  technical  assistance  will  be  provided  to 
States  In  the  development  of  new  projects  to  meet  the  programs  of  projects' 
requirement. 


1975  Program;  The  allotment  of  90  percent  of  the  appropriation  by 
formula  In  1975  and  each  year  thereafter  will  result  In  significant  changes 
In  the  States'  maternal  and  child  health  programs.  Whereas  at  present » 

36  jurisdictions  have  maternity  and  Infant  care  projects,  beginning  In  1975 
all  States  will  be  required  by  statute  to  have  a program  of  maternity  and 
Infant  care  projects.  Similarly,  all  States  will  have  children  and  youth 
projects,  whereas  at  present  31  States  have  such  projects.  Each  State 
program  must  also  Include  dental  care  projects,  neonatal  Intensive  care 
projects,  and  family  planning  projects.  The  following  table  Illustrates 
the  number  of  new  projects  required  In  each  project  area: 


Project  Area 

1974 

Jurisdictions 
with 
proj ects 

Total 

required 

In 

1975 

New 

projects 
required 
by  law 

Maternity  and  Infant  care  . . , 

36 

56 

20 

Intensive  care  of 
newborns  

8 

56 

48 

Children  and  youth 

31 

56 

25 

Dental  care 

16 

56 

40 

Family  planning 

27 

56 

29 

Total 

118 

280 

162 

(b)  Crippled  children's  services:  Grants  to  States  for  crippled 

children  are  used  by  agencies  to  locate  handicapped  children,  to  provide 
diagnostic  services,  and  then  to  see  that  each  child  gets  the  medical  care, 
hospitalization,  and  continuing  care  by  a variety  of  professional  people. 
Fewer  than  half  of  the  children  served  have  orthopedic  handicaps. 
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Other  handicaps  include  epilepsy,  hearing  impairment,  cerebral  palsy, 
cystic  fibrosis,  heart  disease,  and  other  congenital  defeats.  Clinics 
are  held  periodically  by  State  crippled  children's  agencies.  Some 
clinics  are  mobile  and  travel  from  place  to  place;  others  are  held  in 
permanent  locations.  Any  parent  may  take  his  child  to  a crippled 
children's  clinic  for  diagnosis.  Within  the  last  two  decades  the  caseload 
in  the  crippled  children's  program  has  more  than  doubled. 

The  following  outlines  some  of  the  specific  services  provided 
through  this  program; 


Children  receiving  physicians'  services 

Children  receiving  hospital  inpatient  c?eKe%  • . . 


1974  1975 

Estimate Estimate 

500,000  500,000 

80,000  80,000 


1975  Program;  It  is  expected  that  services  will  be  provided  in  1975 
at  approximately  the  same  level  as  in  1974. 

(2)  Research  and  training 

The  training  program  (Section  511)  is  designed  to  Improve 
health  and  medical  services  to  mothers  and  children  through  training  of 
personnel  involved  in  providing  health  care  and  related  services  to  mothers 
and  children,  particularly  mentally  retarded  and  multiple  handicapped 
children. 


The  funds  requested  will  be  used  principally  to  support 
the  existing  20  university-affiliated  centers  for  the  mentally  retarded 
where  primary  effort  has  been  given  to  training  service  providers.  Grants 
to  public  or  nonprofit  institutions  of  higher  learning  provide  support  for 
faculty,  traineeships,  services,  clinical  facilities  and  short-term 
institutes  and  workshops.  These  centers  provide  specialized  clinical 
training  in  a multidisciplinary  setting  for  physicians  and  other  maternal 
and  child  health  personnel  who  focus  their  activity  on  the  multiple 
handicapped  child.  Emphasis  in  the  centers  is  on  the  provision  of  excellent 
quality  health  care  conducted  in  a training  setting. 

In  1972,  with  an  increase  of  funds  under  Section  511  of 
the  Social  Security  Act  a new  program  was  initiated  to  train  obstetrical 
and  pediatric  health  manpower.  In  1974,  it  is  estimated  that  150  health 
personnel  will  receive  training  as  nurse  midwives,  pediatric  nurses,  and 
other  physicians'  assistants  under  this  program  with  funds  provided  to 
15  Insitutions.  Of  the  $15,882,000  requested  in  1975,  $14,382,000  will 
support  the  existing  20  university-affiliated  centers  for  training  personnel 
to  provide  services  to  the  mentally  retarded  and  $1,500,000  will  be  used  to 
continue  the  nurse  and  other  physicians'  assistants  training  programs. 

Research  grants  are  made  with  public  or  other  nonprofit 
institutions  of  higher  learning  and  public  or  nonprofit  private  agencies. 

The  research  effort  is  concerned  with  mothers  and  children  in  all  classes 
of  our  society  with  priority  given  to  special  problems  for  those  not 
receiving  adequate  health  care.  The  aim  of  the  research  program  is  to 
Improve  the  operation,  functioning,  general  usefulness  and  effectiveness 
of  maternal  and  child  health  and  crippled  children's  services.  Research 
efforts  are  primarily  intended  to  improve  program  implementation  and 
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management,  with  emphasis  on  efficiency  and  effectiveness  of  the  actual 
operating  service  delivery  mechanisms.  The  research  program  through  its 
68  projects  is  focusing  on  improving  health  and  medical  services  to  mothers 
and  children.  In  keeping  with  the  mission  of  the  research  program,  projects 
emphasize  maximxjm  usability  of  end  results.  An  ongoing  project  in  the  area 
of  design  and  development  of  new  prosthetic  devices  for  child  amputees 
is  designed  to  enhance  the  ability  of  health  personnel  working  with  crippled 
children  to  respond  more  effectively  to  the  needs  of  their  patients.  The 
project  also  incorporates  study  of  the  needs  and  problems  of  child  amputees, 
and  currently  is  preparing  a new  manuscript  for  a textbook  on  the  treatment 
of  the  limb  deficient  child. 

Another  ongoing  project  of  great  significance  is  designed  to  develop 
methods  of  treating  infants  born  to  drug  addicted  mothers.  In  1974  special 
emphasis  is  being  given  to  the  need  for,  and  feasibility  and  effectiveness 
of  comprehensive  health  care  programs  in  which  maximum  use  is  made  of  health 
personnel  with  varying  health  levels  of  training. 

The  1975  request  of  $6,035,000  would  continue  support  of  68  research 
projects  in  the  broad  field  of  maternal  and  child  health  and  crippled  children’s 
services. 
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Family  Planning 


1974 

Increase  or 

Base* 

1975 

Decrease 

Pos.  Amount  Pos. 

Amount 

Pos.  Amount 

Other  expenses...  $100,615,000  

$100,615,000 

— 

Subactivities: 


(1) 

Family 
planning 
services . . • 

$94,500,000  

$94,500,000  

(2) 

Training 

and 

education. . 

3,600,000  

3,600,000  

... 

(3) 

Services 
delivery 
imnrovement . - — - 

2.515.000  

2.515.000  

Total  

100,615,000  

100,615,000  

— 

f< 

k 

Introduction 


Family  planning  services  are  designed  to  provide  educational, 
comprehensive  medical  and  social  services  to  enable  individuals  to  determine 
freely  the  number  and  spacing  of  their  children.  The  lack  of  family  planning 
services  and  related  education  and  Information  causes  unwanted  pregnancies 
which  result  in  numerous  health,  social  and  economic  problems,  and  deprives 
individuals  of  the  right  to  control  their  own  fertility. 

The  major  responsibility  for  delivery  of  family  planning  services  rests 
with  the  Bureau  of  Community  Health  Services,  HSA,  which  administers  a 
program  of  project  grants  and  contracts  for  the  support  of  clinics,  training 
of  allied  and  other  health  personnel,  development  and  distribution  of  family 
planning  educational  materials,  and  operational  research  and  technical 
assistance  to  improve  the  delivery  of  family  planning  services. 

Family  planning  services;  Family  planning  project  grants  are  authorized 
by  Title  X of  the  Public  Health  Service  Act.  The  purpose  of  these  grants  is 
to  provide  comprehensive  family  planning  services  to  thousands  of  Individuals 
who,  for  many  reasons,  are  denied  access  to  these  services.  Grants  are 
awarded  to  State  and  local  health  agencies,  hospitals,  universities, 
community  agencies  and  other  public  or  noiprofit  groups.  Services  incltide 
comprehensive  family  planning  medical,  educational,  and  social  services. 
Physical  examination,  preparation  of  a patient's  medical  history,  various 
laboratory  tests  such  as  blood  pressure  and  urinalysis,  provision  of 
contraceptive  supplies,  and  services  for  detection,  diagnosis  and  referral 
are  among  the  specific  services  provided.  Other  services  include  patient 
counseling  ' and  education,  social  services  and  information  necessary  for  the 
individual  to  rationally  decide  which  contraceptive  method,  if  any,  is  most 
suitable  to  his  or  her  needs. 


*Excludes  1973  appropriation  restorations. 
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Family  planning  services  are  being  provided  in  areas  with  high  rates 
of  maternal  and  infant  sickness  and  death.  Continuing  efforts  are  being 
made  to  integrate  family  planning  projects  within  existing  health  systems. 
Many  projects  presently  supplement  programs  of  State  and  local  health 
departments  or  other  Federal  programs  to  avoid  duplication  of  effort. 
Organized  programs  for  the  delivery  of  family  planning  services  currently 
exist  in  2,379  of  3,099  coxmties  in  the  United  States. 

During  1974,  the  complete  transfer  of  the  remaining  187  OEO  family 
planning  projects  will  be  completed.  These  projects  will  be  consolidated 
with  ongoing  family  planning  projects  wherever  possible,  reducing  the 
total  number  of  family  planning  projects  from  about  500  to  350  by  the 
end  of  1974.  In  1975  continuing  emphasis  will  be  placed  upon  grant 
consolidation  in  order  to  lower  unit  costs.  Service  delivery  levels, 
of  course,  will  be  maintained. 

A variety  of  approaches  will  be  taken  to  improve  project  administration. 
Project  accounting  systems  will  be  generally  upgraded.  Efforts  will  be 
focused  on  the  collection  of  available  reimbursements,  particularly  those 
authorized  under  Title  IV-A  and  XIX  of  the  Social  Security  Act.  In  this 
regard,  special  attention  is  being  given  to  national  level  coordination 
with  the  Medical  Services  Administration  and  other  Department  organizations 
in  the  resolution  of  administrative  practices  which  inhibit  full  reimburse- 
ment. 

Training:  The  objective  of  family  planning  training  activities  is 

to  promote  the  skills  and  knowledge  necessary  to  insure  that  all  family 
planning  staff  will  have  the  skills  necessary  to  successfully  provide 
voluntary  family  planning  services.  Twenty  training  grants  and  contracts 
totalling  $3,000,000  will  be  awarded  in  1975.  These  will  provide  for  the 
development  of  management  skills  for  key  personnel;  the  training  of 
service  delivery  staff;  and  development  of  training  guides,  audiovisual 
aides,  self-instruction  courses,  and  related  materials.  Approximately 
5,000  personnel  involved  in  the  delivery  of  family  planning  services  will 
receive  training.  Included  are  physicians,  nurses,  social  workers, 
outreach  workers,  administrators,  office  and  clinic  personnel  and  consumer 
board  members.  The  1975  training  strategy  will  be  to  support  efforts  to 
provide  technical  assistance  and  consultation  to  regional.  State  and  local 
activities  to  assist  in  the  building  of  training  sufficiency  at  the  project 
site. 

Education:  Efforts  include  those  activities  required  to  ensure  that 

individuals  have  a full  and  accurate  understanding  of  how  to  safely  and 
effectively  regulate  their  fertility.  The  major  objective  is  to  give 
direct  support  to  service  projects  in  the  development  of  provider  and 
patient-oriented  information  and  education  programs  and  to  extend  and 
improve  the  understanding,  knowledge  and  commitment  of  the  total  community 
to  the  potential  benefits  of  effective  family  planning  services.  In  1974, 
five  contracts  totalling  $600,000  were  supported.  Prototype  family 
planning  and  health  education  materials  were  developed  for  members  of 
specific  ethnic  and  cultural  minorities — the  American  Indian  and  Spanish- 
speaking Americans.  Workshops  were  supported  to  identify  the  family 
planning  and  family  life  education  needs  of  the  mentally  retarded  and 
to  provide  technical  assistance  and  skills  development  in  the  area  of 
information  and  education  to  service  providers.  The  1975  program  will 
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bring  together  State  leaders  and  parents  to  discuss  current  activities  i 

and  strategies  for  developing  family  planning  and  family  life  education  | 

for  the  mentally  retarded  within  their  State  and  to  assess  the  information  1 

and  material  derived  from  the  four  workshop  meetings  held  in  1974.  * 

Services  delivery  Improvement;  Special  studies  and  programs  are  ( 

supported  to  develop  and  improve  the  ability  to  mount  a coordinated 
program  responsive  to  family  planning  priorities,  to  significant  regional. 

State  and  local  variations  and  to  special  target  groups.  This  represents 
an  attempt  to  coordinate  program  needs  and  resources  into  a manageable 
strategy  for  searching,  developing  and  testing  the  most  efficient  and 
effective  methods  and  techniques  for  the  delivery  of  family  planning 
services.  These  operational  research  projects  are  in  the  areas  of 
experimental  and  demonstration  projects,  technical  assistance  and 
management  information  support. 

In  1974,  five  contracts  were  awarded  for  the  design,  development 
and  testing  of  methodology  and  instrumentation  for  management  information 
and  one  for  the  development  of  a prototype  planning  tool.  Other  special 
studies  included  the  design  and  development  of  an  experimental  operations 
model  to  support  family  planning  program  management  and  the  development 
of  definition  and  design  for  consumer  models  and  materials  for  family 
planning  management  training.  In  1975,  demonstration  projects  such  as 
specialized  information  and  referral  activities  in  rural  areas  will  be 
developed  or  tested  in  order  to  facilitate  the  delivery  of  Family  Planning 
Services  to  the  hard-to-reach,  the  disabled  and  the  dropout.  A prototype 
model  for  third-party  reimbursement  on  a statewide  level  will  also  be 
tested. 

In  1975,  the  training  curriculum  and  delivery  techniques  for  natural 
family  planning  methods  will  be  investigated.  The  purpose  is  to  upgrade 
the  capability  of  Federally-funded  family  planning  clinics  to  enable 
them  to  instruct  patients  who  choose  the  rhythm  family  planning  method 
in  keeping  with  Individuals'  ethical  or  religious  beliefs. 

Management  support  will  be  provided  to  the  New  England  States  by 
the  development  of  an  expanded  automated  system  which  will  also  be  generated 
for  third-party  billing.  The,  system  may  also  serve  as  a prototype  for 
family  planning  local-level  management  as  it  utilizes  the  standard  form 
of  and  provides  input  to  the  National  Reporting  System  for  Family  Planning 
Services. 

A primary  planning  effort  in  1974  and  1975  will  be  the  Fourth  Update 
of  the  National  Five-Year  Plan  for  Family  Planning  Services  Programs 
required  by  Congress  in  January  1975.  In  1974  and  1975,  family  planning 
activities  will  also  continue  financial  support  to  the  National  Reporting 
System  for  Family  Planning  Services  which  will  satisfy  program  requirements 
as  well  as  Departmental  responsibilities  as  the  focal  point  for  family 
planning  services. 


Migrant  Health 


1974 

Increase  or 

Base 

1975 

Decrease 

Pos . Amount 

Pos.  Amount 

Pos.  Amount 

Other  expenses.. 

'. $23,750,000 

$24,000,000 

+$250,000 

Introduct ion 


Projects  supported  under  this  activity  provide  health  care  services  to 
migrant  agricultural  laborers  and  seasonal  farmworkers  and  their  families 
in  order  to  improve  and  maintain  the  level  of  their  health  relative  to 
that  of  the  general  population.  These  projects  are  authorized  by  Section 
310  of  the  Public  Health  Service  Act.  Services  provided  range  from  a full 
grouping  of  diagnostic,  therapeutic,  and  follow-up  medical  services  with 
provisions  for  dental  care,  health  counseling,  preventive  and  outreach 
services  to  a more  limited  focus  on  specific  diseases. 

The  number  of  projects  and  people  served  follows; 


1974 

1975 

Number  of  projects 

Estimated  number  of 

103 

103 

patients  served 

Estimated  number  of 

355,000 

355,000 

patient  visits 

630,000 

630,000 

Migrant  health  projects  will  continue  to  increase  access  to  quality 
health  care  services  for  migrant  and  seasonal  farmworkers  and  their  families. 

In  line  with  the  overall  strategy  decided  upon  with  respect  to  the 
Bureau  of  Community  Health  Services’  third-party  reimbursement  activities, 

13  of  the  largest  migrant  projects  have  had  a financial  inventory  carried 
out  by  a team  of  experts  who  Identified  specific  fiscal  management  problems 
and  helped  project  officials  devise  special  plans  for  the  resolution  of 
those  problems.  Smaller  projects  will  be  assisted  through  such  activities 
as  the  uniform  utilization  and  cost  reporting  system  which  is  being  im- 
plemented in  1974  and  has  the  potential  to  provide  projects  with  the  kind 
of  data  needed  to  aid  them  with  financial  management,  evaluation,  planning, 
and  other  aspects  of  administration. 

A special  project,  designed  to  provide  hospital  care  effectively  and 
economically  for  a selected  migrant  population  and  to  gather  and  evaluate 
data  on  hospital  utilization  and  cost  of  hospital  services,  was  initiated 
in  1974  at  a level  of  $3,000,000.  The  Bureau  of  Health  Insurance,  SSA, 
serves  as  the  fiscal  intermediary  for  reimbursing  hospitals  for  care  pro- 
vided to  eligible  migrants  in  this  demonstration.  Six  m.igrant  health  pro- 
jects have  initiated  programs  with  nine  hospitals  to  provide  access  for 
approximately  50,000  migrants  to  Inpatient  services  at  a fixed  daily  rate. 

In  addition  to  providing  needed  hospital  services,  information  necessary 
for  program  planning  and  resource  allocation  concerning  the  hospitalization 
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needs  of  migrants  will  be  available.  This  information  includes; 
frequency  of  hospital  use  by  age,  sex,  diagnosis  and  other  variables; 
analysis  of  hospital  services  used;  detailed  analysis  of  the  total  and 
component  cost  of  hospital  care;  study  of  pre-  and  post-hospitalization 
use  of  ambulatory  care  services;  comparative  analysis  of  migrant  hospi- 
talization experience  with  experience  of  other  low-income  groups;  and 
an  overall  summary  and  analysis  of  the  demonstration  program.  , 

Another  activity  in  1973  and  1974  involved  a survey  and  analysis 
to  determine  the  nature  of  sanitary  conditions  at  selected  migrant  camps. 
This  survey  was  prompted  by  the  outbreak  of  typhoid  fever  in  a south 
Florida  migrant  camp  last  year.  Findings  from  29  randomly-selected  camps 
in  the  survey  indicated  that  13%  of  the  camps  dumped  sewage  directly  into 
open  streams;  in  22%  of  the  camps  no  water  sample  had  been  taken,  thus 
there  was  no  assurance  of  the  safety  of  the  water;  and  while  only  14% 
of  the  camps  used  privies,  26%  of  the  toilet  facilities  were  judged 
dirty  and  foul-smelling,  and  35%  provided  no  toilet  paper.  The  over- 
all results  of  the  survey  indicated  that  a much  more  vigorous  program 
of  camp  inspection  and  enforcement  of  the  existing  regulations  of  the 
States  having  camps  is  needed. 

During  1975,  active  coordination  efforts  with  Labor  Department 
officials  responsible  for  occupational  health  and  safety  will  be 
emphasized  in  order  to  accomplish  corrective  measures  in  this  needed 
area.  Using  the  $250,000  increase,  special  efforts  to  build  on  existing 
health  service  delivery  resources  will  be  made  to  ensure  that  more 
migrants  working  in  low-impact  areas  (less  than  6,000  migrants)  will 
have  access  to  services  as  they  move  from  home  base  and  other  high- 
impact  counties  to  areas  which  are  either  unserved  or  provide  only 
minimal  project  services. 
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Health  Maintenance  Organizations 


1974 

Increase  or 

Base 

1975 

Decrease 

Pos.  Amount  Pos. 

Amount 

Pos.  Amount 

Personnel  compensation 


and  benefits 100  $483,000  125  $2,101,000  +25  +$1,618,000 

Other  expenses 64,517,000  57,899,000  ~6, 618, 000 

Total 100  65,000,000  125  60,000,000  +25  -5,000,000^/ 


Subactivities; 

(1)  Financial 
assistance 
grants  and 


contracts $25,000,000  $40,000,000  +$15,000,000 

(2)  Direct  loan 
and  loan 
guarantee 

fund 35,000,000  15,000,000  -20,000,000i/ 

(3)  Program 

support 100  5,000,000  125  5,000,000  +25 

Total 100  65,000,000  125  60,000,000  +25  -5,000,000i/ 

Introduction 


Health  Maintenance  Organizations  (HMOs)  provide  comprehensive  health 
services  on  a prepaid,  capitation  basis  with  emphasis  on  primary  care,  pre- 
ventive services,  and  efficiency  of  operations.  The  recently  enacted  Health 
Maintenance  Organization  Act  (P.L.  93-222)  provides  for: 

1.  grants  and  contracts  for  feasibility  surveys; 

2.  grants,  contracts,  and  loan  guarantees  for  planning 
and  for  initial  development  costs; 

3.  loans  and  loan  guarantees  to  cover  initial  operations 
deficits  for  the  first  three  years  of  operations. 

Priority  for  all  types  of  assistance  is  to  be  given  to  HMOs  serving 
rural  and  other  medically-underserved  populations.  Assistance  to  profit- 
making HMOs  is  limited  to  loan  guarantees  for  those  which  will  serve  such 
populations.  Public  and  private  nonprofit  HMOs  are  eligible  for  the  other 
forms  of  assistance. 


jL/  The  loan  fund  is  a revolving  fund;  therefore,  a decrease  in  appropriation 
level  does  not  reflect  a decrease  in  program  level. 


32-029  0 - 74  - 14 
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Each  HMO  is  required  to  make  available  to  each  member  certain  prescribed 
basic  health  services,  in  a manner  assuring  continuity  of  care.  HMOs  receiving 
assistance  must  provide  assurances  of  compliance  with  provisions  of  the 
legislation  with  respect  to  organization  and  operations. 

Section  1310  of  the  HMO  Act  requires  employers  of  25  or  more  persons  who 
offer  health  benefits  plans  to  include  the  choice  of  membership  in  a qualified 
HMO,  if  one  is  available,  to  their  employees  ("dual-choice").  "Qualified" 

HMOs  must  be  certified  by  the  Secretary  as  meeting  the  requirements  of  the 
HMO  Act  and  of  the  regulations  pursuant  to  the  Act.  Such  HMOs,  as  well 
as  those  which  have  received  assistance  under  the  Act,  are  subject  to 
continued  regulation  by  the  Department.  Civil  suits  may  be  brought  against 
organizations  which  fail  to  comply  with  the  assurances  made  when  applying 
for  certification  under  Section  1310  or  for  financial  assistance. 

An  appropriation  of  $60,000,000  is  requested  for  the  HMO  program  in 
fiscal  year  1975.  The  following  table  shows  the  estimated  distribution 
of  1974  and  1975  funds  and  the  number  of  projects  to  be  funded  in  each 
category  of  financial  assistance: 


HMO  1974 1975  

Activity  No.  Amount  No.  Amount 


Feasibility  studies 60  $3,000,000  60  $3,000,000 

Planning 48  6,000,000  48  6,000,000 

Initial  development 20  16,000,000  39  31,000,000 

Loans 20  35,000,000  38  15,000,000 

Program  support — 5,000,000  5,000,000 


Total 148  65,000,000  185  60,000,000 


Financial  Assistance  Grants  and  Contracts 


Feasibility  Assistance  (Section  1303) : This  request  includes  an 

estimated  $3,000,000  for  approximately  60  organizations  in  1975  to  enable 
them  to  determine,  through  surveys  and  other  activities,  whether  it  is 
feasible  to  develop  or  expand  an  HMO.  Grants  and  contracts  for  feasibility 
assistance  are  limited  to  $50,000  per  award.  It  is  estimated  that  close 
to  75%  of  those  organizations  given  assistance  will  determine  that  it 
appears  feasible  to  develop  an  HMO  and  will  subsequently  move  on  to  the 
planning  phase. 

Planning  and  Initial  Development  (Section  1304) : Funds  totalling 

$6,000,000  are  requested  to  provide  grant  or  contract  support  in  1975 
for  approximately  48  planning  projects,  at  a maximum  of  $125,000  per 
award.  In  addition,  $31,000,000  is  requested  for  about  39  projects  in 
the  initial  development  stage,  at  a maximum  of  $1,000,000  and  an  average 
of  $800,000  each.  Loan  guarantees  will  be  available  to  profit-making 
HMOs  for  these  activities.  Planning  projects  are  required  to  include 
the  development  of  plans  for  marketing  the  services  of  the  HMO.  Initial 
development  assistance  will  help  support  (1)  implementation  of  an  enroll- 
ment campaign,  (2)  design  of  and  arrangement  for  health  services,  (3) 
development  of  administrative  and  internal  organizational  arrangements, 
including  development  of  capital  financing,  (4)  recruitment  and  training 
of  personnel,  and  (5)  payment  of  architects'  and  engineers'  fees.  Initial 
development  is  defined  to  include  the  significant  expansion  of  the  member- 
ship of,  or  the  areas  served  by,  an  HMO. 
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The  amount  of  money  needed  to  support  an  H>K)  in  its  planning  and 
initial  development  stages  will  depend  on  the  structure  and  sophistication 
of  the  organization.  Some  (such  as  established  multi-specialty  group 
practices)  may  require  relatively  small  amounts  of  support  to  convert 
to  HMOs.  For  others,  the  planning,  development,  capital,  and  operating 
costs  will  probably  be  higher.  It  is  estimated,  for  example,  that  a 
hospital-based  group  practice  that  develops  into  an  Hitt)  may  need  20,000 
to  30,000  enrollees  before  it  reaches  the  break-even  point.  This  is  a 
formidable  marketing  challenge,  requiring  substantial  funds  for  initial 
development. 


Direct  Loan and  Loan  Guarantee  Fund 


Loans  for  public  or  nonprofit  private  HMOs  and  loan  guarantees  for 
profit-making  HMOs  serving  medically  underserved  populations  are  authorized 
under  Section  1305;  such  loans  and  loan  guarantees  may  not  exceed  $1,000,000 
in  any  fiscal  year  and  $2,500,000  total  for  the  first  three  years  of 
operation. 

In  order  to  implement  the  loan  program,  $15,000,000  is  included 
in  this  request,  in  addition  to  $35,000,000  requested  as  a supplemental 
appropriation  for  1974,  to  provide  capitalization  of  the  direct  loan  and 
loan  guarantee  revolving  fund.  An  estimated  38  HMOs  will  receive  direct 
loans  from  the  fund  in  1975,  at  an  average  of  about  $500,000  per  year. 

This  represents  an  increase  of  18  new  Hftt)s  over  the  1974  level;  the  20 
initially  funded  in  1974  will  be  continued  in  1975.  Using  the  assumption 
of  25,000  enrollees  per  Hitt)  (which  is  applicable  primarily  to  hospital- 
based  HlK)s)  the  38  new  HMOs  would  have  an  eventual  capacity  to  serve 
approximately  1,000,000  people.  Loan  guarantees  will  also  be  available 
for  planning  and  initial  development. 

The  fund  will  be  replenished  by  sale  of  the  loans.  Once  sold,  the 
loans  become  loan  guarantees  for  which  the  Federal  government  guarantees 
the  payment  of  principal  and  interest  to  the  purchaser  of  the  loan.  The 
fund  will  be  used  to  make  any  necessary  assumption  of  payments  or  cover 
any  defaults.  Section  1308  authorizes  the  Secretary  to  borrow  from  the 
Treasury  if  funds  in  the  loan  guarantee  fund  are  insufficient  to  cover 
defaults. 


Program  Support 

For  fiscal  year  1975,  $5,000,000  and  125  positions  are  requested  for 
program  support.  The  request  includes  25  new  positions  of  which  the 
majority  will  be  allocated  to  the  Regional  Offices  to  expand  the  admin- 
istration of  the  financial  assistance  programs  and  to  provide  monitoring 
of  certified  HMOs  and  employers  for  compliance  with  Title  XIII.  Regional 
Office  staff  will  assume  an  increasingly  important  role  as  a focus  for 
coordinated  activity  at  the  regional  level  through  monitoring  of  assisted 
and  certified  HMOs.  Coordination  with  other  Federal  agencies.  States,  and 
organizations  in  the  private  sector  will  continue.  Support  services  will 
continue  to  be  provided  in  the  areas  of  technical  assistance  to  developing 
HMOs,  medical  care  administration,  grant  and  contract  management,  health 
care  financing,  data  services,  administrative  and  financial  management, 
and  policy  development. 
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Support  will  be  provided  to  HMOs,  both  directly  and  through  contracts, 
in  critical  areas  of  their  operations.  These  include  medical  records  (as 
a key  factor  in  quality  assurance  and  compliance  with  reporting  requirements) ; 
accounting  and  financial  management  systems  (particularly  with  regard  to 
assurance  of  fiscal  viability  after  termination  of  Federal  financial 
assistance);  actuarial  assistance  to  help  HMOs  develop  capitation  rates; 
consumer  education;  and  marketing  of  the  benefit  program. 

Initial  implementation  of  the  HMO  Act  in  1974  will  require  the  develop- 
ment of  policies,  regulations  and  guidelines,  definition  of  operating  re- 
lationships and  methods  of  operation,  recruitment  and  training  of  staff, 
and  establishment  of  effective  working  relationships  with  other  Federal 
agencies  for  the  purpose  of  beginning  the  certification  of  qualified  HMOs 
eligible  for  the  dual-choice  provisions  of  Title  XIII,  as  well  as  with 
agencies  responsible  for  the  purchase  of  health  care  for  their  beneficiaries. 


National  Health  Service  Corps 


1974 

Base 

1975 

Increase  or 
Decrease 

Pos. 

Amount 

Pos. 

Amount 

Pos . Amount 

Personnel  compensation 
and  benefits 

$7,117,000 

551 

$7,366,000 

+146  +$249,000 

Other  expenses 



2,732,000 



1,889,000 

-843,000 

Total 

. 405 

9,849,000 

551 

9,255,000 

+146  -594,000 

The  National  Health  Service  Corps  was  established  in  1971  to  improve 
the  delivery  of  health  services  to  persons  living  in  communities  and  areas 
of  the  United  States  where  health  personnel  and  services  are  inadequate  to 
meet  their  health  needs.  To  alleviate  the  critical  health  manpower  shortage, 
the  Corps  recruits  and  places  health  teams  consisting  of  physicians,  dentists, 
nurses,  and  allied  health  professionals  in  shortage  areas.  The  Corps  seeks 
to  inq)rove  health  services  in  communities  not  only  by  providing  temporary 
help  but  principally,  by  helping  these  areas  plan  and  build  their  own 
systems  of  health  care. 

Corps  personnel  help  communities  apply  for  assistance  from  the  program. 
The  application  must  include  certification  of  need  from  State  and  local 
health  societies  and  recommendations  from  other  health  agencies.  The 
applicant  community  is  required  to  arrange  for  adequate  facilities,  equip- 
ment, hospital  privileges,  and  consulting  arrangements. 

The  Corps  has  emphasized  the  development  of  an  effective  long-term 
recruitment  program  for  provider  personnel,  especially  physicians. 

Through  an  organized  campaign  of  visits  to  medical  schools,  contacts 
at  professional  meetings,  letters  to  prospective  members,  advertisements 
in  professional  journals,  exhibits  and  posters,  the  Corps  has  increased 
its  recruitment  of  physicians  and  dentists  from  14  in  1971  to  335  in 
1974. 


A major  activity  has  been  the  provision  of  assistance  to  community 
groups  in  setting  up  programs  that  link  assignees  to  other  provider  units. 

These  programs  greatly  improve  the  possibility  of  the  health  provider's 
remaining  in  the  community.  The  Corps'  retention  rate  for  1974  will  be 
25%  compared  to  3%  in  1973. 

The  assignee's  and  the  community's  needs  and  preferences  are  evaluated 
to  mesh  community  and  individual  priorities  as  closely  as  possible.  This 
interchange  of  information  minimizes  the  possibility  of  future  dissatisfaction 
of  either  party. 

Since  its  beginning,  the  Corps  has  approved  307  sites  for  Corps  assistance 
and  has  placed  340  doctors,  dentists,  nurses  and  other  health  professionals 
in  183  communities.  It  has  experimented  successfully  with  utilizing 
physician  extenders  (nurse  practitioners  and  physicians'  assistants)  to 
provide  health  services.  The  presence  of  Corps  personnel  has  drawn  other 
health  professionals  to  areas  which  were  medically  underserved. 
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By  the  end  ot  1974,  shtaf^?  will  have  been  recruited  and  matched  to  the 
needs  of  approximately  220  communities.  During  the  first  quarter  of 
1975  all  staff  will  have  reported  on  duty  and  begun  service  in  these 
communities.  This  budget  request  will  support  recruitment  of  an 
additional  146  health  personnel  for  field  assignments,  which  would 
provide  health  care  to  approximately  55  additional  communities  and 
continue  the  support  of  405  health  professionals  in  approximately  * 

220  communities  with  critical  health  manpower  shortages. 


1974 

1975 

Estimate 

Estimate 

Field  assignments: 

MD 

264 

358 

DDS 

71 

94 

RN,  Others 

70 

99 

Total 

551 

Communities 

275 

i 
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Quality  Assurance 


1974 

Base 

1975 

Increase  or 
Decrease 

Pos . 

Amount 

Pos. 

Amount 

Pos . Amount 

Personnel  compensation 

and  benefits 

Other  expenses 

224 

$4,241,000 

1.372.000 

224 

$4,402,000 

1,372.000 

+$161,000 

Total 

224 

5,613,000 

224 

5,774,000 

+161,000- 

The  Bureau  of  Quality  Assurance  in  partnership  with  the  Social  Security 
Administration's  Bureau  of  Health  Insurance  (BHI)  supplies  the  professional  health 
expertise  necessary  for  carrying  out  the  Federal  government's  responsibility  for 
j establishing,  implementing,  and  evaluating  Medicare  standards  and  related  policies. 

I Review,  assessment,  and  updating  of  all  Medicare  requirements  for  providers  of 

service  and  independent  laboratories  were  completed  in  1973.  Professional  staff 
worked  closely  with  Medicare  and  Medicaid  program  staff,  and  final  regulations  for 
Skilled  Nursing  Home  Facilities  were  published  in  the  Federal  Register  in  January 
I 1974.  Uniform  certification  procedures  for  these  facilities  were  also  published 
- as  Medicare  and  Medicaid  regulations  and  will  serve,  effective  February  1974,  as  the 
base  for  participation  under  both  financing  programs.  In  1975,  at  both  central  and  • 
q'  regional  level,  staff  will  continue  to  orient  State  agencies  with  respect  to  the 

new  standards  and  regulations  for  skilled  nursing  facilities  and  other  providers  of 
service,  and  will  carry  out  various  monitoring  and  validating  activities  in 
• relationship  to  the  application  of  the  standards. 

^ To  help  ensure  effective  application  of  Medicare  quality  standards,  physicians, 

> nurses,  and  other  health  services  specialists  assigned  to  regional  offices  provide 
. continuing  assistance  and  consultation  to  State  Medicare  agencies  and  regional 
Social  Security  staff.  The  resulting  improvement  of  facilities  and  services  has 
benefited  persons  of  all  ages,  has  strengthened  State  licensure  statutes  and  regu- 
lations for  health  facilities,  has  had  a positive  effect  on  voluntary  accrediting 
programs,  and  will  provide  the  base  for  assurance  of  quality  care  in  any  national 
health  insurance  program  the  Congress  may  enact.  ' 

In  1974,  substantial  staff  assistance  was  given  to  the  Social  and  Rehab ilita- 
tion  Service  in  the  enforcement  of  the  Medicaid  requirements  for  skilled  nursing 
•’*  homes.  Regional  personnel  assisted  with  monitoring  State  agency  performance, 

S conducted  facility  surveys,  and  otherwise  assisted  SRS  in  achieving  its  goal  of 

initiating  an  ongoing  survey  and  certification  program  for  all  participating  skilled 
nursing  homes.  In  1975,  both  headquarters  and  regional  personnel  will  provide 
direct  assistance  and  advice  to  the  Social  and  Rehabilitation  Service  on  the 
implementation  of  regulations  for  skilled  nursing  facilities,  intermediate  care 
facilities,  utilization  review,  and  medical  review  under  the  Title  XIX 
;;  (Medicaid)  program. 

Program  review  has  become  a major  continuing  process  for  evaluating  the  effec- 
tiveness of  the  application  of  the  Medicare  provider  standards  by  State  agencies. 
During  1974  and  1975,  review  teams  composed  of  representatives  of  the  Bureau  of 
Health  Insurance  and  the  Bureau  of  Quality  Assurance  central  and  regional  offices 
will  conduct,  on  a selective  basis,  reviews  in  various  States,  and  provide  in-depth 
evaluations  of  each  State's  Medicare  certification  operations.  Each  State  will  be 
evaluated  during  the  period  July  1,  1973  - June  30,  1975.  Year-roxind  evaluation  of 
' State  agencies  as  determined  by  regional  office  staff  will  be  enhanced  tnrough 
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quarterly  visits  and  sample  surveys  of  providers  in  each  of  the  State  agencies 
served  by  the  regional  office. 

In  addition,  with  the  implementation  of  a single  set  of  Medicare  and 
Medicaid  standards  and  common  enforcement  policies  for  skilled  nursing  facilities 
and  intermediate  care  facilities,  efforts  are  underway  to  put  into  effect  a 
program  review  process  which  will  monitor  the  survey  and  certification  f unct ’.ons 
at  the  State  level  for  both  programs.  * 

Training  efforts  for  State  survey  personnel  will  continue  in  1975  to 
encompass  a more  integrated  and  complete  program.  Special  attention  will  continue 
to  be  given  to  standardized  orientation  for  Federal  and  State  employees,  regional 
office  orientation,  advanced  survey  and  consultation  techniques,  and  supervisory 
development.  Programmed  instruction  will  be  utilized  where  applicable. 

Consultation  is  provided  to  the  Social  Security  Administration  on  a 
continuous  basis  on  questions  concerning  covered  services  under  Medicare, 
professional  ethics,  termination  of  provider  status,  emergency  hospital  claims, 
chiropractic  and  other  practitioners'  services,  and  the  development  of  policy 
and  procedures  not  related  specifically  to  standards  for  providers  or  suppliers, 
which  have  an  impact  on  quality  or  delivery  of  service. 

The  Social  Security  Amendments  of  1972,  P.L.  92-603,  require  the  Secretary 
to  provide  a route  to  qualification,  other  than  formal  education  requirements,  for 
a variety  of  health  disciplines.  In  1973,  staff  initiated  a number  of  activities 
related  to  this;  (1)  review  of  related  programs,  both  governmental  and  otherwise, 
from  which  the  Medicare  program  could  benefit;  (2)  development  of  intra-govern- 
ment agreements  for  use  of  existing  examinations;  and  (3)  contracting  for  the 
development  and  administration  of  proficiency  examinations  which  would  qualify 
specified  health  care  personnel.  Such  examinations  will  apply  to  waivered 
licensed  practical  nurses,  cytotechnologists  and  clinical  laboratory  technologists 
not  meeting  Medicare's  formal  professional  qualifications,  physical  therapists, 
radiologic  technicians  and  psychiatric  technicians.  In  FY  1975  an  evaluation 
program  will  be  designed  to  measure  the  effectiveness  of  this  proficiency 
examination  program. 

Another  major  responsibility,  under  P.L.  92-603  (Section  2991),  is  the  end- 
stage  renal  disease  program.  Planning  and  development  of  interim  regulations 
occurred  in  1974.  The  planning  for  the  statutory  requirements  for  establishing 
medical  review  boards  will  begin  in  1974.  Also,  planning  for  a national  patient 
transplant  and  dialysis  outcome  registry  will  be  conducted  in  1974.  In  1975, 
the  implementation  for  these  stages  of  the  regulations  will  be  conducted. 
Development  of  the  conditions  of  participation  for  the  long-range  program  will 
begin  in  1974  and  be  completed  in  1975. 

A total  of  $5,774,000  is  requested  for  this  activity.  The  Increase  of 
$161,000  over  the  1974  level  of  operations  is  requested  to  cover  mandatory  items. 
This  program  is  funded  in  its  entirety  by  reimbursement  of  funds  to  this 
appropriation  from  the  Social  Security  Trust  Funds. 
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Patient  Care  and  Special  Health  Services 


I97l 

Base 

1975 

Increase  or 
Decrecise 

Pos. 

Amount 

Pos . Amount 

Pos.  Amount 

Personnel  coiJ5>ensation 

and  benefits 5,^99 

$85,579,000  5,499  $88,245,000 

— *42,666,000 

Other  expenses 

39,254,000 

41,151,000 

+1,897,000 

Total 5,^99 

124,833,000  J 

5,499  129,396,000 

+4,563,000 

Beimbursable  obligations . 

-20,165,000 

-20,212,000 

-47,000 

Direct  obligations 

104,668,000 

109,184,000 

+4,516,000 

Introduction 

This  program  provides  direct  and  contract  health  care  to  the  500,000  legal 
beneficiaries  of  the  Public  Heaith  Service.  Major  beneficiary  groups  are  Ameri- 
can  seamen,  personnel  and  dependents  of  the  Coast  Guard  and  the  Public  Health 
Service  Commissioned  Corps,  Federal  employees*  con^nsation  cases  and  persons 
' with  Hansen's  disease.  Health  care  is  provided  for  participants  and  certain 
spouses  and  children  of  participants  in  the  Public  Health  Service  study  of  un- 
treated syphilis  initiated  in  1932.  On  a reimibursable  basis,  care  is  provided 
V in  PHS  hospitals  and  outpatient  clinics  to  foreign  seamen  and  beneficiaries  of 
j other  Federal  agencies,  and  to  Federal  employees  in  Federal  employee  health  units. 


Patient  Care 


1974 

Base 

1975 

Increase  or 
Decrease 

Pos. 

Amount 

Pos. 

Amount 

Pos . Amount 

Personnel  compensa- 
tion and  benefits . . 

5,084 

$78,643,000 

5,084 

$81,191,000 

+$2,548,000 

Other  expenses 



31.271.000 



33,035.000 

+1,764,000 

Total 

5,084 

109,914,000 

5,084 

114,226,000 

+4,312,000 

Reimb\irsable  obliga- 
tions  

-15.165.000 

-15,165,000 

Direct  obligations... 

94,749,000 

99,061,000 

+4,312,000 

I»lis3ion 

The  primary  mission  of  this  program  is  to  provide  comprehensive 
health  care  to  Public  Health  Service  beneficiaries.  On  a reimbursable  basis, 
health  care  is  also  provided  in  PHS  hospitals  and  outpatient  clinics  to  foreign 
seamen  and  beneficiaries  of  other  Federal  agencies. 

The  program  operates  eight  general  medical  and  stirgical  hospitals,  most 
with  teaching  and  research  programs,  ejid  the  National  Leprosarium  at  Car\'-ille, 
Louisiana.  In  addition,  the  system  operates  26  outpatient  clinics  and  contracts 
with  about  200  physicians  and  dentists  to  provide  health  care  to  ambulatory 
patients.  When  PHS  facilities  are  not  readily  accessible,  beneficiaries  receive 
care  in  other  Federal  and  non-Federal  facilities. 

Future  Plans 

In  1975,  this  program  will  continue  to  operate  the  PHS  hospitals  and  out- 
patient clinics  in  accord  with  Public  Law  93-155,  which  provides  that  the  PHS 
hospitals  continue  to  furnish  all  patient  care  services  unless  Congress  agrees 
to  a planned  change.  In  view  of  this  legislation,  the  Department  has  established 
a task  force  within  the  Public  Health  Service  to  define  the  position  and  roles  of 
the  PHS  general  hospitals  and  their  relationships  with  other  HEW  programs.  It  is 
expected  that  the  task  force  will  find  ways  in  which  the  hospitals  can  be  better 
utilized  to  the  benefit  of  this  program,  as  well  as  to  programs  of  those  health 
agencies  and  communities  which  may  utilize  the  capabilities  of  the  PHS  hospitals. 
For  exan?)le,  there  appear  to  be  good  opportunities  for  PHS  facilities  to  par- 
ticipate in  such  programs  as  the  National  Health  Service  Corps.  In  addition, 
the  hospitals ’ existing  levels  of  participation  in  community  programs  involving 
renal  dialysis,  alcoholism  treatment,  family  planning,  and  community  mental  health, 
can  most  probably  be  expanded;  at  the  same  time  the  program  would  be  taking 
initiatives  in  new  kinds  of  community  health  programs. 


Estimted  patient  care  workloads  for  19?4  and  I975  are  as  follows: 


Workload 

197U 

1975 

Change 

Average  daily  patient  load  (ADPL) 

in  PHS  hospitals  1,520 

1,778 

+258 

Outpatient  visits  to: 

PHS  hospitals 

745,000 

792,000 

447,000 

FHS  outpatient  clinics 

725,000 

765,000 

440,000 

Contract  care: 

ADPL  in  non-PKS  hospitals 

99 

89 

-10 

Visits  to  contract  phj’-si- 

cians 

68,000 

6i^,000 

-4,000 

Research 

Research  activities  currently  conducted  in  PHS  hospitals  include  both 
clinical  and  health  services  research.  Clinical  research  activities  are  con- 
cerned primarily  with  major  disease  problems  of  the  United  States,  such  as 
cardiovascular  disease,  cancer,  and  chronic  kidney  disease.  Health  Services 
research  projects  are  directed  to  the  need  to  in5>rove  the  quality,  efficiency, 
and  economy  of  the  delivery  of  health  services. 

The  PHS  hospitals  have  the  capacity  to  broaden  research  activities, 
especially  where  these  projects  can  be  funded  by  other  agencies.  Currently, 
the  bulk  of  the  research  is  being  funded  by  agencies  such  as  the  National 
Institutes  of  Health.  A more  varied  and  expanded  research  program  in  turn 
will  aid  recruitment  and  retention  of  health  professionals.  The  task  force 
will  be  considering  new  areas  for  utilizing  the  hospital  capabilities. 


Training 

Part  of  the  overall  strategy  for  efficient  utilization  of  FHS  facilities 
is  strengthening  present  training  programs  and  developing  new  ones.  The 
additional  manpower  trained  and  the  upgraded  performance  of  existing  personnel 
would  help  overcome  the  recent  manpower  shortages  in  the  hospitals  and  clinics. 

Presently  in  training  are  l46  medical  residents  and  57  medical  interns. 
Dental  training  includes  eight  residents  auid  35  interns.  Thirty-five  physician 
assistants  are  being  trained  for  patient  care  enployment  in  the  hospitals  and 
clinics.  Affiliations  with  universities  and  colleges  provide  paramedical  and 
professional  training  to  over  6(X)  persons.  In  addition,  HIS  facilities  provide 
on-the-job  experience  to  about  1,200  allied  health  personnel,  such  as  nursing 
assistants,  dental  hygienists  and  assistants,  orthopedic  assistants,  and 
laboratory  technicians. 


Budget  Request 

An  amount  of  $1,600,000  is  requested  in  1975  to  provide  health  care  to  the 
participants  in  the  Public  Health  Service  study  of  untreated  syphilis.  Health 
care  will  also  be  provided  to  members  of  their  immediate  families.  The  balance 
of  the  1975  request  reflects  continuation  of  the  197^  programs,  allowing  for 
mandatory  increases.  Obligations  include  estimated  reimbursements  to  be  re- 
ceived principally  for  care  provided  in  PHS  hospitals  to  foreign  seamen  and 
beneficiaries  of  other  Federal  agencies. 
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Coast  Guard  Medical  Services 


197A  Increase  or 

Base 197^ Decrease 

Pos, Amount Pos, Amount Pbs . Amount 


Personnel  conapensation 


and  benefits 151  $3,070,000  151  $3,127,000  — +$57,000 

Other  expenses — - 5,084,000  — - 5,217,000  — +133,000 

Total 151  $8,154,000  151  $8,3^,000  — +190,000 


The  budget  estimate  provides  for  medical  services  to  Coaat  Guard  personnel 
aboard  their  vessels  and  at  their  air  and  other  shore  stations.  It  also  provides 
for  care  in  contract  medical  facilities,  hospitalization  in  Federal  facilities 
other  than  those  operated  by  the  Bxblic  Health  Service,  and  emergency  medical 
treatment  in  non-contract  facilities  as  authorized  by  law.  Not  included  in  this 
budget  for  medical  services  are  costs  funded  by  the  Coast  Guard  such  as  space, 
utilities,  medical  and  dental  equipment,  mobile  dental  units,  fumitTire,  office 
appliances,  and  pay  and  travel  allowances  of  Coast  Guard  personnel  assigned  to  the 
program. 

Full-time  medical,  dental,  and  ancillary  staff  are  assigned  where  sufficient 
concentrations  of  personnel  exist  to  make  operation  of  such  facilities  economical 
to  the  Government.  When  USPHS  facilities  are  inaccessible,  contract  care  is  pro- 
vided by  the  utilization  of  civilian  or  other  Federal  agency  health  care  facili- 
ties. Drug  abuse  and  alcohol  rehabilitation  programs  are  in  operation  to  provide 
prevention,  detection,  treatment,  and  rehabilitation  of  personnel.  In  addition, 
the  major  recruit  training  centers  are  operating  facilities  to  rehabilitate  per- 
sonnel with  minor  psychological  disorders.  To  enable  the  Coast  Guard  to  meet  its 
military  and  other  commitments,  we  are  attenpting  to  broaden  the  scope  of  the 
health  care  delivery  system  to  include  industrial,  environmental,  aviation,  and 
underwater  medical,  services. 

Health  care  facilities  of  the  Coast  Guard  medical  program  are  as  follows: 


Major  shore  facilities  10 

Minor  shore  facilities  and  dispensaries  84 

Mobile  dental  units  9 

Vessels 

High  endurance  cutters  and  icebreakers  30 

Small  ships  59 

Total  facilities  192 


The  funds  requested  for  1975  would  be  used  to  continue  the  program  at  its 
current  level.  The  increase  of  $190,000  is  for  mandatory  items  such  as  statutory 
salary  increases  and  price  increases  for  medical  supplies  and  contract  medical 
care. 
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Federal  En5>loyee  Health  Services 


197A 

Base 

1975 

Increase  or 
Decrease 

Pos . Amount 

Pos. 

Amount 

Pos.  Amoimt 

Personnel  compensation 
and  benefits 

264  $3,866,000 

264 

$3,927,000 

-461,000 

Other  expenses 

— 1,699,000 



1,699,000 



Total 

264  5,565,000 

264 

5,626,000 

->61,000 

Reimbursable 

obligations 

-5,000,000 

-5,047,000 

-47,000 

Direct  obligations . . . 

565,000 

579,000 

-1-14,000 

Responsibility  for  Federal  en5>loyee  health  is  assigned  to  the  Public  Health 
Service  under  P.L.  79-658,  August  8,  I9U6  (5  USC  7901),  and  the  Bureau  of  the 
Budget  Executive  Circular  No.  A-72,  JUne  lo,  I965. 

Uie  services  authorized  include  emergency  diagnosis  and  treatment  of  injury 
or  illness  occurring  during  working  hours;  pre -employment  examinations;  inservice 
examinations  determined  necessary  by  the  Department  or  agency  head;  administra- 
tion of  treatments  and  medications  under  certain  circumstances ; preventive 
services  to  appraise  and  report  work  environment  health  hazards;  health  education, 
and  specific  disease  screening  examinations  and  immunizations ; and  referral  to 
private  physicians,  dentists,  and  other  comnunity  health  resources.  The  speci- 
fied goal  is  the  provision  of  these  services  for  all  Federal  enployees  who  work 
in  groups  of  300  or  more. 

The  Division  of  Federal  Qiployee  Health  has  established  the  following 
objectives: 

a.  To  provide  consultation  on  the  organization  and  establishment  of 
enployee  health  services  to  any  Federal  agency  requesting  advice; 
to  provide  standards  and  criteria  for  the  furnishing  of  such  em- 
ployee health  services;  and,  when  requested,  to  assist  agencies 
of  the  Government  in  the  ev^uation  of  such  services, 

b.  To  organize,  administer,  and  operate  Federal  enployee  health  services 
for  x>articix>ating  Federal  agencies  on  a reimbursable  basis. 

In  1975,  it  is  expected  that  over  100  health  units  will  be  operating  \ander 
this  activity,  providing  occupational  health  services  to  an  estimated  l80,000 
Federal  enployees.  This  continues  the  level  of  operation  reached  during  197^. 

Ihe  requested  increases  of  $47,000  in  reimbursable  funds  and  $l4,000  in 
appropriated  funds  are  for  built-in  items  of  expense. 


Paynient  to  Hawaii 


1974 

Increase  or 

Base 

1975 

Decrease 

Pos . Amount 

Pos.  Amount  * 

Pos . Amount 

Other  expenses 

$1,200,000 

— 

Federal  legislation  was  passed  on  J\ine  25,  1952,  providing  for  payments  to 
the  Board  of  Health  of  the  Territory  of  Hawaii  for  the  care  and  treatment  in  its 
facilities  of  persons  with  Hansen’s  disease.  Funding  for  this  program  began 
in  F.Y.  1953  in  the  amount  of  $500,000;  from  F.Y.  1954  thru  F.Y.  i960,  $1,000,000 
was  appropriated  each  year,  and  from  F.Y.  I96I,  $1,200,000  has  been  appropriated 
annually. 

It  should  be  noted  that  reimbursement  is  based  on  actual  expenses  so  that 
the  requested  amount  will  not  be  paid  unless  it  is  act\ially  needed.  Any  expenses 
above  the  $1,200,000  are  borne  by  the  State  of  Hawaii. 

The  table  below  shows  the  estimated  average  daily  patient  load,  patient 
days,  per  diem  cost,  and  appropriation  requests  for  1974  and  1975. 

1974  1975 


Average  daily  patient  load l43 

Patient  days 52,200 

Inpatient  per  diem  cost $35.33 


l40 

51,000 

$36.57 


Inpatient  cost. 
Outpatient  cost 
Total  cost. . 


$1,844,000  $1,865,000 

36,000  43,000 

ITBBoTooo  1,908,000 


1,200,000 


Appropriation  request 


1,200,000 
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Buildings  and  Facilities 


1974  Increase  or 

Base 1975 Decrease 


Pos . Amount  Pos . Amount  Pos . Amount 

Other  expenses $12,000,000  $T,027,000  — -$6,973,000 

Budget  authority ($14,250,000)  ($1,300,000)  —(-$12,950,000) 


The  facilities  of  the  Federal  Health  Programs  Service  include  a system  of 
eight  Public  Health  Service  hospitals,  the  Leprosarium  at  Carville,  Louisiana, 
and  26  outpatient  clinics. 

The  1975  budget  requests  $1,300,000  to  support  remodeling  projects  at  three 
existing  outpatient  clinics  and  for  the  relocation  of  three  outpatient  clinics. 
It  will  also  s^2pport  three  major  inprovement  projects  at  the  Carville  hospital. 

The  197^  appropriation  provided  funding  for  rex>air  and  modernization  of  the 
HiS  hospitals.  These  facilities  are  about  40  years  old  and  none  has  had  sig- 
nificant in5>rovement  or  modernization  in  recent  years.  We  are  now  developing  a 
plan  for  use  of  the  appropriated  funds. 
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Program  Management 


1974 

1975 

Increase  or 
Decrease 

PoS . 

Amount 

Pos. 

Amount 

Pod. 

Amount 

Personnel  compensation 
and  benefits 

. 893 

$19,166,000 

903 

$18,825,000 

+10 

-$341,000 

14,011,000 



16,958.000 



+2,947,000 

Total . . 

. 893 

$33,177,000 

903 

$35,783,000 

+10 

+$2,606,000 

Subactivities: 

a.  Bureau  of  Comm. 

Health  Services. 

. 627 

$26,367,000 

637 

$24,534,000 

+10 

-$1,833,000 

b.  Patient  Care  and 
Special  Health 
Services 

2,893,000 

95 

2,813,000 

-80,000 

c.  Office  of  the 

Administrator. . . 

. 171 

3,917,000 

171 

3,907,000 



-10,000 

d . Payment  to 

GSA 

4,529,000 

+4,529,000 

893 

$33,177,000 

903 

$35,783,000 

+10 

$2,606,000 

Introduction 


The  Program  Management  activity  provides  for  a staff  of  903  positions  and 
$35,783,000. 

The  primary  purpose  of  this  activity  is  the  administration  and  provision  of 
program  support  to  the  Bureau  of  Community  Health  Services,  and  Patient  Care  and 
Special  Health  Services  programs.  Provision  is  also  being  made  for  the  payment 
of  rent  to  the  General  Services  Administration.  In  addition,  the  Office  of  the 
Administrator  provides  for  the  overall  planning,  direction  and  administration  of 
the  Health  Services  Administration  programs. 

a.  Bureau  of  Community  Health  Services; 

The  primary  purpose  of  this  subactivity  is  to  provide  national  leadership  and 
direction  to  legislatively  mandated  programs,  and  to  provide  full  support  to  the 
decentralized  grant  programs  of  the  Bureau  of  Community  Health  Services. 

The  headquarters  staff  is  responsible  for  activities  such  as  (1)  the  develop- 
ment of  policies,  regulations,  guidelines,  and  standards  for  the  health 
care  delivery  programs;  (2)  applied  research  and  training  in  program 
areas  for  the  improvement  of  health  services  delivery;  (3)  development 
of  policies,  guidelines,  and  mechanisms  for  the  improvement  of  financial 
aspects  of  the  programs,  such  as  maximization  of  third-party  reimbursements; 

(4)  development  and  testing  of  improvements  in  the  organization  and  structure 
of  health  care  delivery  systems;  (5)  development  and  implementation  of 
standards  for  measuring  project  performance  and  quality;  and  (6)  planning. 
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monitoring,  and  analysis  activities  to  improve  program  management  and  assure 
the  most  effective  allocation  of  resources.  In  addition,  the  headquarters 
staff  provides  overall  program  direction  and  management  support  for  the 
. programs  of  the  Bureau  of  Community  Health  Services,  performs  national 
i reporting  and  analysis  activities,  and  provides  specialized  program  back-up 
to  the  regional  offices  and  grantees. 

The  regional  staff  has  the  primary  responsibility  for  project  grant 
administration  for  four  major  programs:  community  health  centers,  maternal 

and  child  health,  family  planning,  and  migrant  health.  The  regional  staff 
also  provides  technical  assistance  and  program  guidance  to  present  and 
potential  grantees  in  the  four  major  programs'  areas.  Regional  office  staff 
also  furnishes  program  support  to  National  Health  Service  Corps  field 
assignees. 

For  1975,  an  increase  of  10  positions  over  the  1974  comparable  level  and 

I a net  decrease  of  $1,833,000  is  shown  in  this  request.  The  net  decrease 

i reflects  the  following:  (1)  mandatory  increases  amount  to  $693,000  (2)  a 

j program  increase  of  $50,000  for  the  10  new  administrative  positions  to 
I support  the  increased  number  of  corps  field  assignees;  (3)  a decrease  of 
i $1,729,000  representing  a reduction  in  contract  requirements;  and  (4)  de- 
creased costs  of  $832,000  resulting  from  the  1974  redxictlon  of  53  Maternal 
and  Child  Health  positions  which  supported  the  project  grant  authority  that 
will  terminate  in  1975;  C5)  a decrease  of  $15,000  for  one-time  equipment  costs. 

The  National  Health  Service  Corps  will  continue  the  assignment  and 
support  of  health  professionals  and  allied  health  workers  in  communities 
designated  as  critical  health  manpower  shortage  areas.  The  requested 
increase  of  146  field  positions  for  the  Corps  will  allow  it  to  serve  an 
additional  55  communities,  above  the  present  level  of  405  field  positions 
serving  220  communities.  The  10  new  positions  within  this  subactivity  will 
augment  the  Regional  Office  technical  assistance  effort  to  field  stations 
and  communities,  in  line  with  the  increased  level  of  Corps  activity.  The 
Increase  will  also  assist  the  efforts  of  the  Corps  to  strengthen  its  rela- 
tionships with  professional  associations  and  community  groups,  while 
attenq>ting  to  reduce  the  communities'  dependence  on  the  Federal  government, 
i Central  Office  staff  will  concentrate  on  two  major  activities:  recruitment 

of  new  health  personnel;  and  general  Improvement  of  administration  by 
I development  of  policies,  guidelines  and  procedures  that  are  necessary  for 
the  efficient  operation  of  a mature  program. 

High  priority  will  be  given  to  securing  increased  third-party  payments 
in  existing  projects  which  have  demonstrated  a capacity  to  obtain  these 
pa3ments.  Emphasis  also  will  be  on  Improving  project  management  and  quality 
of  care  delivered  through  all  Bureau  of  Community  Health  Services  funded 
! service  programs. 

The  conversion  of  Maternal  and  Child  Health  project  grants  to  formula 
grants  as  provided  by  Section  502  of  the  Social  Security  Act  will  be 
implemented  in  1975.  This  will  require  States  to  plan  and  develop  new 
i projects  as  required  by  law.  Assistance  will  be  provided  to  the  States 
for  this  purpose. 

A major  accomplishment  during  fiscal  years  1973  and  1974  has  been  the 
f transfer  of  OEO  projects  relating  to  community  health  services  and  family 
j planning  to  the  Bureau  of  Community  Health  Services.  Many  of  the  transferred 
i family  planning  projects  have  been  consolidated  with  existing  projects, 
i resulting  in  improved  program  and  management  capabilities.  All  transferred 
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projects  will  be  reviewed  in  relation  to  current  HEW  program  priorities  and 
receive  assistance  in  improving  their  management  and  increasing  third-party 
reimbursements . 

Another  accomplishment  was  the  initiation  of  systematic  approaches  to 
increase  the  level  of  third-party  reimbursements  in  approximately  800 
Bureau  of  Community  Health  Services  funded  health  service  delivery  projects. 
This  required  a strengthening  of  the  financial  planning,  management  and 
collection  capabilities  of  the  projects.  Besides  an  Increased  level  of 
third-party  financing,  an  important  benefit  to  be  gained  will  be  the  better 
preparation  of  all  health  services  delivery  projects  to  relate  to  expanded 
national  health  service  financing  programs. 

The  reorganization  of  the  program  and  support  staff  of  the  components 
of  the  Bureau  of  Community  Health  Services  was  also  accomplished  in  1974. 

This  reorganization  has  resulted  in  a functional  alignment  of  headquarters 
staff  with  greater  flexibility  in  staff  utilization  and  improved  coordination 
among  the  programs  administered  by  the  Bureau.  The  reorganization  has  also 
improved  the  ability  of  the  Central  Office  to  function  in  the  context  of 
a decentralized  program. 

b.  Patient  Care  and  Special  Health  Services; 

The  1975  request  for  this  subactivity  includes  $2,813,000  and  95 
positions  which  represents  a net  decrease  of  $80,000  for  non-recurring 
equipment  and  contract  costs.  This  request  supports  the  Federal  Health 
Programs  Service  headquarters  offices  which  provide  the  management  necessary 
to  direct  the  operations  of  the  eight  PHS  hospitals,  the  National  Lepro- 
sarium at  Carvllle,  Louisiana,  26  outpatient  clinics,  the  Coast  Guard 
medical  program,  and  103  Federal  employee  health  units. 

The  major  objective  in  1975  will  be  to  develop  alternative  ways  of 
operating  the  PHS  hospitals  to  ensure  that  they  are  maximally  utilized. 

c . Health  Seirvlces  Administration,  Office  of  the  Administrator; 

The  1975  request  for  this  subactivity  includes  $3,907,000  and  171 
positions.  It  supports  a central  staff  necessary  to  planning,  direction 
and  administration  of  the  broad  scope  of  programs  and  activities  in  the 
Health  Services  Administration.  Support  is  provided  the  Administrator  in 
the  formulation  of  policies  and  program  plans,  and  in  evaluating  Agency 
progress  in  mission  accomplishment.  Also,  staff  assistance  is  provided 
in  the  areas  of  contracts  and  grants  administration,  financial  management, 
personnel  management,  property  management,  legislative  services,  communi- 
cations and  public  affairs,  equal  employment  opportunity,  and  general 
services. 

In  1975  the  principal  objectives  of  the  Office  of  the  Administrator  are 
to  structure.  Implement,  move-forward,  and  oversee  the  following  major  new 
program  initiatives: 

(1)  Health  Maintenance  Organization  legislation  - staffing  an  appropriate 
organization,  the  developing  of  regulations  and  guidelines,  the  structuring 
of  a review  process  for  the  award  of  funds,  designing  of  an  accountability 
mechanism,  and  the  funding  of  projects. 

(2)  Professional  Standards  Review  Organization  provisions  of  the  Social 
Security  Act  (P.L.  92-603)  - concluding  agreements  for  implementation 
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activities  with  the  Social  Security  Adalnlatratlon  and  the  Social 
Rehabilitation  Service,  the  providing  of  technical  aaslatance  to  devel** 
oping  PSROa  and  State  councils,  staffing  an  appropriate  organisation, 
and  the  development  of  regulations  and  guidelines. 

(3) bergency  Medical  Service  Systems  - staffing,  developing  of 
regulations  and  guidelines,  and  the  funding  of  projects. 

(4)  Third-Party  Relabursement  - implementing  of  procedures  to  Increase 
the  level  of  support  to  PHS  funded  health  care  projects. 

In  addition,  the  Office  of  the  Administrator  vlU  provide  policy  and 
program  leadership,  and  monitor  and  evaluate  progress  In  achieving  on- 
going program  objectives  relating  to  the  health  status  of  American  Indians 
and  Alaska  Natives,  direct  health  care  to  Federal  beneficiaries,  family 
planning,  maternal  and  child  health  services,  neighborhood  health  centers, 
the  National  health  service  corps,  and  the  Federal  employee  health  program. 

d.  Payment s-Oeneral  Services  Administration; 

This  budget  proposes  an  increase  of  $4,529,000  to  cover  the  cost  of 
rental  payments  to  GSA  for  building  space  occupied  by  the  organisation 
supported  by  this  appropriation.  Heretofore,  these  costs  were  borne 
directly  by  GSA  rather  than  by  the  Individual  agencies.  The  enactment  of 
the  Public  Buildings  Amendments  of  1972  (P.L.  92-313)  and  the  implementation 
of  the  Federal  Buildings  Fuad  requires  that  the  rental  charges  be  made 
directly  to  the  using  organisation  for  the  buildings  under  GSA  control. 
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HEALTH  SERVICES  ADMINISTRATION 
Health  services 

Program  Purpose  and  Accomplishments 

Activity:  Community  health  services  — Community  health  centers 

(PHS  Act,  Section  314(e)) 


1975 

Budget 


1974 Estimate 


Pos. 

Amount 

Authorization  Pos . 

Amount 

— 

$205,500,000 

1/ 

$200,400,000 

Purpose:  This  program  provides  a mechanism  for  meeting  special  health  needs 

of  people  regionally,  for  meeting  those  needs  considered  to  be  of  national 
significance,  and  for  developing  and  initially  supporting  new  health  services 
programs.  It  also  provides  an  effective  means  for  upgrading  and  expanding 
the  capacity  to  provide  ambulatory  health  services  in  medically  underserved 
areas  and  allowing  response  to  health  needs  of  specific  groups  either  en- 
rolled in  projects  or  residing  within  limited  geographic  boundaries. 

Explanation:  Under  Section  314(e)  of  the  PHS  Act,  project  grants  are  awarded 

to  public  or  nonprofit  private  agencies,  institutions  or  organizations  to 
support  ambulatory  health  service  programs  which  provide  primary  care  and 
develop  arrangements  for  the  provision  of  specialty  and  Inpatient  care. 

Accomplishments  in  1974:  In  1974  approximately  118  community  health  centers 

have  provided  a range  of  preventive,  therapeutic,  and  rehabilitative  ambulatory 
services  to  an  estimated  target  population  of  4,660,000.  The  centers  Include 
former  OEO  projects  which  have  been  transferred  to  DHEW  over  the  past  several 
years.  The  number  of  people  receiving  services  in  these  centers  is  estimated 
at  1,200,000. 

There  are  also  39  family  health  centers.  In  1974,  25  of  these  centers 
will  be  operational  and  the  remaining  14  will  be  completing  their  develop- 
mental work.  It  is  estimated  that  the  operational  centers  will  serve 
approximately  35,000  people. 

Significant  activity  centers  around  working  with  health  centers  to 
enable  them  to  improve  their  overall  management  capabilities,  particularly 
financial  management.  A major  financial  inventory  team  site-visit 
approach  was  initiated  with  the  intent  of  identifying  critical  financial 
management  Issues  and  of  increasing  third-party  reimbursement  levels  through 
improved  project  administration  and  management.  The  original  HEW  community 
health  centers  have  engaged  in  this  process  and  it  is  expected  that  the  newly 
transferred  OEO  centers  will  complete  the  process  by  the  end  of  1974.  Current 
plans  call  for  using  the  site-visit  financial  inventory  approach  for  all 
community  health  centers  and  family  health  centers  which  receive  over 
$500,000  in  grant  support.  Projects  receiving  less  than  $500,000  will 
engage  in  approaches  involving  cost  accounting  procedures,  training,  and 
audit  guide  to  improve  their  financial  management. 


}J  Authorization  expires  June  30,  1974.  Extension  being  proposed. 
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Efforts  with  respect  to  third-party  reimbursements  have  also  been  fostered 
through  the  development  and  implementation  of  data  systems.  All  centers,  includ- 
ing those  newly  transferred  from  OEO,  are  expected  to  be  meeting  the  reporting 
requirements  by  the  end  of  this  fiscal  year. 

Objectives  for  1975:  A major  priority  will  be  to  continue  efforts  to  set 

realistic  third-party  collection  targets,  to  improve  the  financial  manage- 
ment capabilities  of  the  centers,  and  to  promote  a technical  assistance 
program  to  help  community  health  centers  achieve  and  maintain  program 
obj ectives. 

The  $5,100,000  decrease  in  direct  Federal  funding  for  community  health 
centers  will  be  counter-balanced  by  expected  savings  resulting  from  internal 
project  management  improvements  and  will  not  adversely  affect  the  number  of 
patients  served  or  the  quality  of  services.  In  1975  an  estimated  1,320,000 
will  receive  services  as  compared  with  1,200,000  in  1974. 

Further,  a substantial  initiative  to  improve  the  quality  and  efficiency 
of  services  will  be  mounted.  In  addition  to  maintaining  outside  evaluation 
of  the  quality  of  health  center  services,  projects  will  be  assisted  in 
developing,  conducting  and  utilizing  their  own  quality  of  care  assessments. 
Projects  will  also  be  encouraged  to  develop  improved  strategies  for  attracting 
and  keeping  high  quality  physicians  and  other  health  providers  and  to  attack 
high  priority  community  health  problems,  such  as  infant  mortality  and  hyper- 
tension. 

The  family  health  center  efforts  will  continue  support  of  the  39  projects. 

It  is  anticipated  that  at  least  30  projects  will  be  operational  and  that  an 
estimated  105,000  people  will  be  served  in  1975,  an  Increase  of  70,000  over 
1974.  This  increase  will  be  due  to  expansion  of  service  delivery  in  current 
operational  projects  as  well  as  the  addition  of  people  served  from  about  five 
more  projects  expected  to  become  operational  in  1975. 


228 


HEALTH  SERVICES  ADMINISTRATION 
Health  services 

Program  Purpose  and  Accomplishments 

Activity:  Community  health  services  — Comprehensive  health  grants 

to  States  (PHS  Act,  Section  314(d)) 


1975 

1974 

Budget 

Estimate 

Fos. 

Amount 

Authorization 

Pos.  Amount 

63 

$90,000,000 

1/ 

$90,000,000 

Purpose:  These  formula  grants  are  awarded  to  the  States'  public  health 

authorities  to  assist  the  States  In  establishing  and  maintaining  adequate 
public  health  services  in  accord  with  priorities  and  goals  established  by 
the  States. 

Explanation:  Under  Section  314(d)  of  the  PHS  Act,  grant  allocations  are 

based  on  a State's  population  and  per  capita  Income. 

Accomplishments  In  1974:  State  health  and  mental  health  agencies  have 

utilized  their  funds  to  assist  In  the  support  of  a broad  range  of  basic 
health  programs  provided  at  the  State  and  local  level.  Among  the  ongoing 
activities  that  provide  health  services  to  both  the  general  population  of 
the  States  and  to  high-risk  groups  within  the  States  are  communicable 
disease  control,  environmental  health  programs,  laboratory  services, 
vital  statistics,  nursing  services,  and  a variety  of  connaunity  mental 
health  services.  In  addition  to  supporting  services  which  benefit  all 
citizens,  these  funds  are  expended  for  personal  health  services  such  as 
cervical  cancer  screening,  immunization  and  hypertension.  Some  States 
use  the  flexibility  of  these  funds  to  support  new  approaches  to  the 
delivery  of  these  health  progranu;  others  have  expanded  Into  new  areas 
of  services  for  their  State  and  local  health  agencies,  such  as  family 
planning,  dental  and  medical  care  clinics. 

Objectives  for  1975:  The  1975  budget  request  would  allow  the  States  to 

continue  the  same  level  of  support  for  their  public  health  programs  as 
in  1974. 


jL/  Authorization  expires  June  30,  1974.  Extension  being  proposed 


HEALTH  SERVICES  ADMINISTRATION 


Health  services 

Program  Purpose  and  Accomplishments 

Activity:  Community  health  services  — Maternal  and  child  health 

grants  to  States  (Social  Security  Act  as  amended  through 
1967,  Sections  503  and  504) 

1975 

Budget 

1974  Estimate 

Pos.  Amount  Authorization  Pos.  Amount 

$243,951,000  1/  Indefinite  by  $243,951,000 

activity  7J 

Purpose;  Grants  to  States  for  maternal  and  child  health  and  crippled  children's 
services  are  designed  to  (1)  reduce  infant  mortality  and  otherwise  promote  the 
health  of  mothers  and  children,  and  (2)  locate,  diagnose,  and  treat  children 
who  are  suffering  from  crippling  or  other  handicapping  illnesses.  Project 
grants  provide  comprehensive  health  care  to  poor  and  near-poor  mothers  and 
children  who  might  otherwise  not  receive  such  services. 

Explanation;  Grants  are  made  to  States  on  a formula  basis  and  to  State 
agencies  and  public  or  nonprofit  institutions  of  higher  learning  for  special 
projects  of  regional  or  national  significance  which  contribute  to  the  health 
of  mothers  and  children,  including  crippled  and  mentally  retarded  children. 

In  both  the  maternal  and  child  health  services  and  crippled  children's  ser- 
vices formula  grant  programs,  one-half  of  the  amount  appropriated  in  each 
case  is  apportioned  among  the  States  on  a population-related  formula  basis 
and  must  be  matched  dollar-for-dollar . From  the  remaining  half  of  the 
appropriation,  specified  amounts  are  reserved  for  special  project  grants 
and  the  balance  is  apportioned  by  formula  (inverse  population  and  per 
capita  income  ratio)  among  the  States.  Matching  is  not  required  for  funds 
awarded  from  the  second  half  of  the  appropriation. 

Section  502  of  the  Social  Security  Act  provides  that  for  the  fiscal  year 
beginning  July  1,  1974  and  each  year  thereafter,  90  percent  of  the  appropriation 
shall  be  for  allotments  pursuant  to  Sections  503  and  504.  The  allotment  of  90 
percent  of  appropriation  by  formula  in  1975  and  each  year  thereafter  will 
result  in  significant  changes  in  the  States'  maternal  and  child  health  pro- 
grams. Whereas  at  present  36  States  have  maternity  and  infant  care  pro- 
jects, beginning  in  1975  all  States  will  be  required  by  statute  to  have 
a program  of  maternity  and  infant  care  projects.  Similarly,  all  States 
will  have  children  and  youth  projects,  whereas  at  present,  31  States 
have  such  projects.  Each  State  program  will  also  include  dental  care,  neo- 
natal intensive  care,  and  family  planning  projects. 


U This  amount  is  distributed  as  follows:  $125,678,000  for  Grants  to 

States  (Sections  503  and  504),  $111,273,000  for  Project  Grants  (Sections 
508,  509,  510)  and  $7,000,000  for  Grants  to  States  (Section  516). 

2J  Authorization  for  all  programs  under  Title  V,  Social  Security  Act,  is 
$350,000,000. 
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Accomplishments  In  1974 — Grants  to  States;  The  1974  program  continued  to 
provide  a variety  of  health  services  to  mothers  and  children.  Including 
the  following: 


1974 

Estimate 

Mothers  receiving  prenatal  and  postpartum  care 


in  maternity  clinics 359^000 

Women  receiving  family  planning  services 1,017,000 

Children  attending  well-child  conferences 1,500,000 

Children  receiving  nursing  services 2,700,000 

Crippled  children  receiving  physicians' 

services 500,000 

Children  receiving  dental  treatment 800,000 


Project  grants:  The  1974  program  has  been  designed  to  provide  a variety 

of  services  to  poor  and  near-poor  mothers  and  children  in  order  to  improve 
their  health  status.  The  following  are  some  of  the  services  provided  and 
estimates  of  numbers  of  individuals  reached: 


1974 

Estimate 


Admissions  for  comprehensive  services: 

Mothers...'. 142,000 

Infants 47,000 

Women  receiving  family  planning  services 115,000 

Children  registered  for  comprehensive  health 

care 483,000 

Children  caredfor  in  dental  projects 21,000 


Objectives  for  1975:  In  1975,  services  formerly  provided  under  project 

grants  will  be  funded  through  the  State  grant  mechanism.  The  1975  pro- 
gram will  continue  to  provide  a variety  of  health  services  to  mothers 
and  children  at  about  the  same  level  as  in  1974. 

1975 

Estimate 


Mothers  receiving  prenatal  and  postpartum  care 

in  maternity  clinics 501,000 

Infants  admitted  for  comprehensive  services...  47,000 

Women  receiving  family  planning  services 1,432,000 

Children  attending  well-child  conferences 1,500,000 

Children  receiving  nursing  services 2,700,000 

Crippled  children  receiving  physicians'  services  500,000 

Children  registered  for  comprehensive  services  483,000 

Children  receiving  dental  treatment 821,000 
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HEALTH  SERVICES  ADMINISTRATIOH 
Health  services 

Program  Purpose  and  Accomplishments 

Activity:  Community  health  services — ^Maternal  and  child  health  research  and 

training  (Social  Security  Act  as  amended  through  1967, 

Sections  511  and  512) 

1975 

Budget 

1974 Estimate 

Po8.  Amount  Authorization  Pos.  Amount 


$21,917,000  Indefinite  by  $21,917,000 

activity  }J 

Purpose:  ' These  programs  are  designed  to  Improve  health  and  medical  services 
to  mothers  and  children  through  applied  research  and  through  training  of 
personnel  Involved  In  providing  health  care  and  related  services  to  mothers 
and  children,  particularly  mentally  retarded  and  multiply-handicapped 
children. 

Explanation:  Primary  effort  has  been  given  to  support  of  training  In 

university-affiliated  centers for  the  mentally  retarded.  These  centers 
provide  specialized  clinical  training  In  a multidisciplinary  setting  for 
physicians  and  other  health  personnel  who  focus  their  activity  on  the 
multiply-handicapped  child.  Grants  to  public  or  nonprofit  Institutions 
of  higher  learning  provide  support  for  faculty,  traineeships,  services, 
clinical  facilities  and  short-term  Institutes  and  workshops.  Research 
grants  and  contracts  are  made  with  public  or  nonprofit  private  agencies  and 
appropriate  research  organizations.  The  research  effort  Is  concerned  with 
mothers  and  children  In  all  classes  of  our  society,  with  high  priority  given 
to  special  problems  for  those  segments  of  the  population  not  receiving 
adequate  health  care. 

Accomplishments  In  1974:  The  training  program  provides  staffing  support  for 

a total  of  20  university-affiliated  mental  retardation  centers  In 
geographically  dispersed  areas.  The  primary  effort  of  these  centers  has  been 
to  support  advanced  training  of  professionals  In  maternal  and  child  health 
fields.  In  addition  to  supporting  training  for  300  Individuals  In  1974  these 
centers  offer  a complete  range  of  services  for  mentally  retarded  and  multiply- 
handicapped  children.  The  1974  program  also  provides  for  training  of  up  to 
150  nurse  midwives,  pediatric  nurses  and  other  physicians'  assistants.  This 
program,  which  was  Initiated  In  1972,  Is  separate  from  the  training  efforts  of 
the  university-affiliated  centers. 

The  research  program  through  68  projects,  la  focused  on  Improving  health 
and  medical  services  to  mothers  and  children.  Two  of  Its  major  undertakings 
concentrate  on  evaluation  and  assessment  of  the  comprehensive  medical  care 
projects.  Other  accomplishments  Include  Important  findings  In  nutrition 
related  to  maternal  and  Infant  health,  and  development  of  a Clinic  Self- 
Evaluation  Manual  for  Improving  services  of  outpatient  clinics. 

Objectives  for  1975:  The  1975  budget  continues  the  training  and  research 

programs  at  the  same  level  as  In  1974. 

y 

Authorization  for  all  programs  under  Title  V,  Social  Security  Act,  Is 
$350,000,000. 


232 


S6 


HEALTH  SERVICES  ADMINISTRATION 
Health  services 

Program  Purpose  and  Accomplishments 

Activity:  Community  health  services  --  Family  planning  project  grants  and 

contracts  (PHS  Act,  Title  X)  • 


1975 

1974 

Budget 

Estimate 

Pos.  Amount 

Authorization 

Pos . Amount 

$100,615,000 

1/ 

$100,615,000 

Purpose:  The  goal  of  the  family  planning  service  program  is  to  provide  a 

full  range  of  high  quality  family  planning  services  to  all  women  who  might 
want  such  services  but  cannot  afford  comprehensive  family  planning  services. 

Explanation:  Project  grants  are  made  under  Title  X of  the  Public  Health 

Service  Act  to  State  and  local  health  departments  and  other  public  or 
nonprofit  private  organizations  to  provide  family  planning  services. 

Title  X authorizes  project  grants  and  contracts  for  the  training  of  family 
planning  workers,  studies  of  new  and  improved  methods  of  delivering  family 
planning  services,  and  the  development  and  distribution  of  family  planning 
education  materials. 

Accomplishments  in  1974:  Successful  project  consolidation  efforts  will  reduce 

the  number  of  grants  which  must  be  administered  from  approximately  500  to 
approximately  350.  These  efforts  are  expected  to  result  in  lower  unit  costs  wit 
no  reduction  in  the  number  of  women  served.  Approximately  1,900,000  persons 
will  receive  services  during  1974. 

Project  grants  and  contracts  totalling  $6,115,000  will  be  awarded  for 
the  short-term  training  of  family  planning  workers;  the  development  and 
distribution  of  improved  educational  materials  related  to  family  planning; 
and  for  operational  research,  planning  and  evaluation,  and  technical 
assistance  to  improve  the  delivery  of  family  planning  services.  Over  5,000 
people  received  short-term  training  related  to  family  planning  in  1973  and 
a similar  number  is  expected  in  1974.  Technical  assistance  was  provided  to 
the  HEW  regional  offices.  State  and  local  governments,  and  private  agencies 
on  a short-term  (less  than  30  days)  basis.  These  activities  consist  of  task- 
oriented  aid  and  guidance  ranging  from  basic  matters  such  as  setting  up 
records  through  more  complex  Issues  such  as  increasing  the  usefulness  of 
reports  or  coordinating  patient  follow-up  with  patient  scheduling,  improving 
project  community  relations  or  conducting  special  cost  analysis  studies. 


1/  Subject  to  extension  of  PHS  Act  Title  X which  expires  June  30,  1974. 
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Objectives  for  1975;  In  1975,  priority  will  be  given  to  improving  program 
management  capabilities  and  accounting  practices  in  order  to  assist  grantees 
to  obtain  third-party  reimbursements.  The  increased  reimbursements  from 
third-party  sources  such  as  Medicaid  and  AFDC  social  services  will  enable 
projects  to  serve  additional  women.  The  total  number  of  women  served  by  all 
sources, including  private  physicians,  is  expected  to  total  over  5,000,000  in 
1975. 

Emphasis  will  continue  on  consolidating  or  coordinating  existing  grants 
within  States  or  designated  areas  to  Improve  the  efficiency  of  services 
delivery.  The  Integration  of  family  planning  services  into  regiilar  health 
care  settings  will  continue  to  be  a priority,  as  will  the  monitoring  of 
medical  care  standards. 

The  training  grants  and  contracts  program  level  of  $3,000,000  will 
continue  to  provide  direct  short-term  training  to  approximately  5,000  family 
planning  professional  and  allied  health  workers  in  1975. 

The  family  planning  education  program  of  $600,000  will  permit  the 
continued  dissemination  of  useful,  appropriate  information  about  family 
planning  techniques  to  potential  consumers  so  that  they  may  be  better  able  to 
voluntarily  determine  the  utilization  of  services  and  the  size  of  their 
families. 

The  services  delivery  Improvement  contract  program  of  $2,515,000  will 
continue  to  emphasize  technical  assistance  to  grantees  in  the  areas  of 
program  development  and  management.  The  technical  assistance  effort  will 
be  used  to  assist  grantees  in  developing  data  management  techniques  and 
accounting  systems  to  facilitate  the  collection  of  third-party  reimbursements 
and  in  utilizing  patient  data  for  program  planning,  management  and  evaluation 
purposes.  The  technical  assistance  effort  in  1975  will  also  support  the 
implementation  of  research  findings  on  how  to  better  serve  hard-to-reach 
consumers  such  as  adolescents,  rural  people,  low-income  workers  and  the 
handicapped. 
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HEALTH  SERVICES  ADMINISTRATION 
Health  services 

Program  Purpose  and  Accomplishments 

Activity:  Community  health  services  — Migrant  health  (PHS  Act,  ^ 

Section  310) 


1975 

1974 

Budget 

Estimate 

Pos.  Amount 

Authorization 

Pos.  Amount 

$23,750,000 

1/ 

$24, 000, ( 

Purpose:  This  program  provides  access  to  health  care  services  to  migrant 

and  seasonal  farmworkers  and  their  families  in  order  to  improve  and  maintain 
the  level  of  their  health  relative  to  that  of  the  general  population. 

Explanation;  Under  Section  310  of  the  PHS  Act,  support  is  provided  to 
finance  part  of  the  costs  (no  specific  matching  requirement)  of  establish- 
ing family  health  services  clinics  and  to  improve  the  health  services  and 
health  condition  of  agricultural  migrant  workers  and  their  families  by 
providing  health  care  services. 

Accomplishments  in  1974;  In  1974,  355,000  persons  are  expected  to  receive 
services,  involving  about  630,000  patient  visits.  Otherwise,  program  efforts 
will  continue  along  lines  Similar  to  1973,  with  emphasis  on  improved  management 
and  attempts  to  secure  higher  levels  of  reimbursements.  A uniform  utilization 
and  cost  data  reporting  system  will  be  implemented  in  1974,  which  will  have 
the  potential  to  provide  projects  with  data  to  assist  them  with  management, 
evaluation  and  planning. 

A special  project,  designed  to  gather  and  evaluate  data  on  hospital 
utilization  and  cost  of  hospital  services  for  a selected  migrant  population, 
was  initiated  in  1974  at  a level  of  $3,000,000.  The  Bureau  of  Health 
Insurance,  SSA,  serves  as  the  fiscal  intermediary  for  reimbursing  hospitals 
for  care  provided  to  eligible  migrants  in  this  demonstration.  Six  migrant 
health  projects  have  initiated  programs  with  nine  hospitals  to  provide 
access  to  inpatient  services  at  a fixed  dally  rate  for  approximately  50,000 
migrants. 

As  a result  of  a survey  and  analysis  to  determine  the  nature  of 
sanitary  conditions  at  selected  migrant  camps,  active  coordination  efforts, 
with  Labor  Department  officials  responsible  for  occupational  health  and 
safety,  will  be  emphasized  in  order  to  accomplish  corrective  measures  in 
the  sanitation  area. 

Objectives  for  1975;  Activities  will  continue  generally  at  current  levels. 
Projects  will  be  assisted  in  lnq>roving  their  fiscal  management  capabilities 
to  secure  additional  third-party  reimbursements;  analysis  of  the  hospitaliza- 
tion experience  will  begin;  and  utilizing  the  $250,000  requested  increase, 
limited  experimental  efforts  will  be  directed  to  improving  service  delivery 
in  low  impact  areas. 


1/  Authorization  expires  June  30,  1974.  Extension  being  proposed. 
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HEALTH  SERVICES  ADMINISTRATION 
Health  services 

Program  Purpose  and  Accomplishments 

Activity:  Community  health  services  — Health  maintenance  organizations 

(PHS  Act,  Section  301  and  Title  XIII) 


1975 

Budget 

1974  Estimate 

Pos.  Amount  Authorization  Pos.  Amount 

100  $65,000,000  1/  125  $60,000,000 

Purpose:  The  Health  Maintenance  Organization  Act  of  1973  (P.L.  93-222) 

provides  authority  for  a five-year  program  of  assistance  to  promote  the 
development  of  new  and  expansion  of  existing  health  maintenance  organizations 
(HMOs) . The  legislation  is  based  on  the  concept  that  assistance  to  HMOs  is 
one  of  the  more  effective  means  of  dealing  with  specific  major  problems  in 
health  care  today,  such  as: 

— the  rapid  inflation  in  medical  costs 

— the  inadequate  emphasis  on  Illness  prevention 

— an  increasing  unevenness  in  the  distribution  and  quality 
of  medical  care. 

HMOs  provide  comprehensive  health  services  on  a prepaid,  capitation 
basis  with  emphasis  on  primary  care,  preventive  services,  and  efficiency 
of  operations. 

Explanation:  Financial  assistance  is  provided  to  public  and  private  non- 

profit HMOs  in  the  form  of  grants  and  contracts  for  feasibility  studies, 
planning  and  initial  development,  and  loans  to  help  cover  operating  costs 
during  the  first  three  years  of  operations.  Profit-making  HMOs  are  eligible 
for  loan  guarantees  for  planning,  development,  and  initial  operating  costs 
if  they  will  serve  medically  underserved  populations.  Priority  for  all 
types  of  assistance  will  be  given  to  HMOs  which  will  serve  such  populations; 
20%  of  the  funds  are  set  aside  for  rural  H^K)s.  The  request  Includes 
$15,000,000  to  provide  additional  capitalization  of  the  HMO  Direct  Loan 
and  Loan  Guarantee  Fund.  This  will  be  a revolving  fund;  loans  will  be 
sold  to  provide  funds  for  new  loans,  with  loans  thus  sold  becoming 
guaranteed  loans.  The  request  of  $5,000,000  is  for  program  support  which 
includes  the  costs  for  125  positions  and  contracts  for  technical 
assistance  to  developing  HH)s. 


1/  Financial  assistance  grants  and  contracts  (1309(a)), $55,000,000;  direct 
loans  (1309(b)),  $75,000,000  in  the  aggregate  for  1974  and  1975;  loan 
guarantees  (1308(d)),  Indefinite;  program  support  (301),  indefinite. 
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Accomplishments  In  1974;  An  estimated  20  new  HMDs  will  become  operational 
in  1974  through  funds  requested  as  a supplemental  appropriation.  The 
average  loan  amount  is  estimated  at  $500,000  per  year.  These  new  HMOs 
have  an  estimated  eventual  enrollment  of  approximately  half  a million 
people.  The  financial  assistance  grants  and  contracts  program  will 
support  an  estimated  128  projects,  as  shown  in  the  accompanying  table. 
Program  support  objectives  for  1974  Include  the  recruitment  and  training 
of  staff;  development  of  regulations  for  the  grant  and  contract  program; 
establishment  and  Implementation  of  processes  for  allocation  of  funds  and 
review  of  applications;  making  Initial  awards  of  financial  assistance;  im- 
plementation of  the  loan  fund;  and  provision  of  technical  assistance. 
Liaison  will  be  established  with  other  Federal  agencies  for  the  purpose 
of  beginning  the  certification  of  qualified  HMOs  eligible  for  the  dual- 
choice  provisions  of  Title  XIII,  as  well  as  with  agencies  responsible 
for  the  purchase  of  health  care  for  their  beneficiaries. 

Objectives  for  1975:  The  loan  fund  will  provide  assistance  to  about 

38  operational  HMOs,  Including  18  which  will  begin  operations  in  1975. 

The  38  new  HMOs  will  have  an  estimated  eventual  capacity  to  serve 
approximately  1,000,000  people.  Grants  will  be  awarded  to  assist  new 
HMOs  In  their  various  stages  of  development,  as  shown  by  the  table  below. 
Most  of  the  25  new  positions  will  be  allocated  to  regional  office  staff, 
which  will  assume  an  increasingly  Important  role  in  carrying  out  the 
program,  through  monitoring  of  assisted  and  certified  HMOs.  Certification 
of  qualified  HMOs  eligible  for  the  dual-choice  provisions  of  Title  XIII, 
and  liaison  with  the  Department  of  Labor  to  assure  the  compliance  of 
employers  with  those  provisions  will  be  expanded  as  existing  labor  con- 
tracts expire.  A system  for  marketing  direct  loans  to  replenish  the  loan 
fund  will  be  Implemented. 


HMO  Activity 

1974 

1975 

No. 

Amount 

No. 

Amount 

Feasibility  studies 

60 

$3,000,000 

60 

$3,000,000 

Planning 

48 

6,000,000 

48 

6,000,000 

Initial  development 

20 

16,000,000 

39 

31,000,000 

Loans 

20 

35,000,000 

38 

15,000,000 

Program  support 

5,000.000 

5.000,000 

148 


Total 


65,000,000 


185 


60,000,000 
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HEALTH  SERVICES  ADMINISTRATION 
Health  Services 

Program  Purpose  and  Accomplishments 

Activity:  Community  health  services  — National  health  service 

corps  (PHS  Act,  Section  329,  as  amended) 


2^75 

Budget 

1974  Estimate 

Pos.  Amount  Authorization  Pos.  Amount 


405  $9,849,000  1/  551  $9,255,000 

Purpose:  The  purpose  of  the  National  Health  Service  Corps  is  to  alleviate 

the  critical  health  manpower  shortage  by  providing  health  professionals 
to  communities  where  shortages  exist. 

Explanation:  This  activity  is  responsible  for  the  recruiting  and  assign- 

ing of  appropriate  health  personnel  to  critical  health  manpower  shortage 
areas  and  assisting  communities  in  the  development  of  self-sufficient 
local  health  delivery  systems. 

Accomplishments  in  1974:  As  of  January  31,  1974,  there  were  340  health 

professionals  (240  doctors,  38  dentists,  43  clinical  nurses  and  nurse 
practitioners,  and  19  other  allied  health  personnel)  assigned  to  183 
communities.  Despite  discontinuation  of  the  "doctor  draft",  the  Corps 
has  recruited  a pool  of  health  provider  personnel.  From  this  pool,  188 
health  professionals,  including  137  physicians  and  25  dentists,  will  be 
placed  in  communities  with  health  manpower  shortages  by  June  30,  1974. 

The  placement  of  these  personnel  to  fill  vacancies  and  to  staff  positions 
in  approximately  30  new  sites  will  utilize  the  405  positions  authorized 
for  FY  1974.  In  addition,  50  personnel,  available  for  placement  in 
shortage  areas  in  July,  have  been  recruited. 

During  FY  1974,  the  National  Health  Service  Corps  more  clearly 
defined  its  program  functions  and  strengthened  its  relationships  with 
professional  associations  and  community  groups.  The  confrontation  of 
problems  with  management  of  sites,  principles  of  medical  practice, 
community  support  in  the  form  of  equipment  and  supplies,  and  review 
and  evaluation  of  Corps  sites  resulted  in  the  development  of  useful 
procedures  in  program  operations.'  The  Corps  will  continue  to  develop 
and  improve  regulations,  policies  and  procedures,  as  well  as  criteria 
for  conmunity  designation.  Program  activities  continue  to  assist  community 
sites  in  developing  self-sustaining  capabilities  to  manage  a local  primary 
care  delivery  system. 


1/  Authorization  expires  June  30,  1974.  Extension  being  proposed. 
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Emphasis  has  been  placed  on  developing  an  effective  long-term  re- 
cruitment program  for  provider  personnel  with  special  enq>hasls  on  physician 
recruitment.  A major  activity  has  been  assisting  community  groups  In 
setting  up  programs  that  link  assignees  to  other  provider  units.  These 
programs,  that  foster  lmpro'<  ‘‘.d  systems  of  care  and  develop  professional 
and  personal  relationships,  will  greatly  improve  the  possibility' of  the 
health  provider's  remaining  In  the  community.  The  Corps'  retention  rate 
for  1974  will  be  25%  compared  to  3%  for  1973.  Because  of  improved  matching 
techniques  and  community  assistance  activities,  this  rate  should  Increase 
in  1975. 

Objectives  for  1975;  This  request  %d.ll  permit  the  recruitment  of  an 
additional  146  health  personnel  who,  when  recruited,  will  serve  approximately 
55  additional  communities.  It  will  also  continue  the  support  of  4C5  health 
professionals  In  approximately  220  communities  with  critical  health  man- 
power shortages. 


\ 
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HEALTH  SERVICES  ADMINISTRATION 
Health  services 

Program  Purpose  and  Accomplishments 

Activity:  Quality  assurance  (PHS  Act,  Sections  301  and  311) 

1975 


Budget 

1974 Estimate 


Pos, 

Amount 

Authorization 

Pos . 

Amount 

Budget  Authority 
Obligations 

224 

$5,613,000 

Indefinite 

224 

$5,774,000 

Purpose ; The  Bureau  of  Quality  Assurance  provides  the  professional  health 
expertise  necessary  for  implementing  the  Department's  responsibilities,  through 
standard  setting  and  enforcement,  for  assuring  the  health  and  safety  of  Medicare 
and  Medicaid  beneficiaries,  as  well  as  the  appropriateness  and  quality  of  services 
provided  to  such  beneficiaries. 

Explanation:  This  activity  provides  for  the  development  of  specialized  programs 

related  to  medical  care  administration,  including  the  professional  health  aspects 
of  Title  XVIII  of  the  Social  Security  Act.  The  Bureau  accomplishes  its  objective 
by  participating  with  the  Bureau  of  Health  Insurance  (SSA)  and  the  Medical  Services 
Administration  (SRS)  in  the  development,  interpretation  and  evaluation  of  program 
regulations,  policies  and  procedures,  and  in  the  field  administration  of  such 
program  requirements. 

Accomplishments  in  1974:  A complete  review  and  revision  of  Medicare  conditions  of 

participation  and  the  certification  procedures  for  providers  of  services  (hospitals,* 
skilled  nursing  facilities,  home  health  agencies)  and  independent  laboratories,  was 
completed  in  1973  and  final  regulations  will  be  issued  this  year. 

Experimental  standards  for  ambulatory  health  care  centers  were  developed  and  field 
tested  in  1973  and  such  standards  will  be  applied  and  their  effects  evaluated  in 
1974. 

A major  responsibility  stemming  from  the  Social  Security  Amendments  of  1972 
(P.L.  92-603,  Section  2991)  concerns  the  End-Stage  Renal  Disease  Program. 

Planning  for  and  development  of  interim  regulations  occurred  in  1973.  In  1974 
the  interim  program  will  be  conducted,  the  development  of  the  conditions  of 
participation  for  the  long-range  program  will  begin,  and  the  medical  review  boards 
will  be  established. 

Planning  for  the  consolidation  of  standard  setting  and  certification  responsibili- 
ties as  they  affect  all  providers  of  service  under  Medicare  and/or  Medicaid  will  be 
conducted  in  1974  in  BQA  and  PHS  regional  offices.  To  help  ensure  effective 
application  of  Medicare  quality  standards,  physicians,  nurses,  and  other  health 
services  specialists  are  assigned  to  regional  offices  to  implement  program  policies, 
regulations  and  guidelines  and  provide  continuing  assistance  and  consultation  to 
State  Medicare  and  Medicaid  agencies  and  regional  BHI  and  MSA  staff.  The  resulting 
upgrading  of  facilities  and  services  accomplished  through  the  Federal-State 
partnership  has  benefited  persons  of  all  ages,  has  strengthened  State  licensure 
statutes  and  regulations  for  health  facilities,  has  had  a positive  effect  on 
voluntary  accrediting  programs,  and  will  provide  the  base  for  future  quality 
assurance  methods  especially  under  a national  health  program. 


32-029  0 - 74  - 16 
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Objectives  for  1975;  The  Bureau  of  Quality  Assurance  will  continue  to  implement 
Public  Law  92-603  provisions  for  which  it  has  a responsibility.  Of  prime 
importance  will  be  the  development  and  implementation  of  the  conditions  of 
participation  for  facilities  participating  in  the  end-stage  renal  disease 
treatment  program.  Data  collection  and  evaluation  of  program  experience  during 
1974  will  be  conducted. 

Implementation  of  the  standards  consolidation  activity  will  take  place  with 
realignment  of  staff,  responsiblities  and  reporting  channels.  Continued  emphasis 
on  surveyor  improvement  programs  will  occur. 

Continued  regional  office  and  State  agency  evaluation  of  Medicare  and  Medicaid 
provider  standards  through  program  review  will  occur  in  a stepped-up  fashion. 
Objective  performance  assessment  will  become  the  method  used  fot  such  review. 
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HEALTH  SERVICES  ADMDTISTRATION 
Health  services 

Program  Purpose  and  Acccagplishments 

Activity:  Patient  caire  and  special  health  services  — Patient  care 

(PHS  Act,  Sections  301,  311,  321,  322,  324,  326,  328,  331,  332, 
502,  504,  and  42  U.S.C.  253a) 


1979 


1974 

Budget 

Estimate 

Pos.  Amount 

Authori zation  Pos . 

Amount 

Budget  Authority 

5,084  $94,749,000 

Indefinite  5,084 

$99,061,000 

Obligations 

5,084  109,914,000 

5,084 

U4,226,000 

Purpose:  The  primary  purpose  of  this  program  is  to  provide  for  the  comprehensive 

health  care  of  American  seamen.  Coast  Guard  and  PHS  Conmissioned  Corps  personnel, 
and  persons  vrLth  Hansen's  disease.  On  a reimbursahle  basis,  health  care  is  also 
provided  in  FKS  hospitals  and  outpatient  clinics  to  foreign  seamen  and  bene- 
ficiaries of  other  Federal  agencies. 

Explanation : To  carry  out  this  mission,  funds  have  been  appropriated  to  operate 

Public  Health  Ser\-ice  hospitals  and  clinics  and,  where  necessary,  to  provide  for 
care  of  primary  beneficiaries  through  contractual  arrangonents  with  other  Federal 
and  non- Federal  hospitals,  and  with  private  physicians  and  dentists.  Medical 
care  is  also  provided  to  beneficiaries  of  other  Federal  agencies  on  a reimburs- 
able basis. 

Accomplishments  in  1974:  Health  care  was  made  available  to  an  estimated  500,000 

PHS  beneficiaries,  in  addition  to  foreign  seamen  and  beneficiaries  of  other 
Federal  agencies.  In  the  hospitals,  there  was  a daily  average  of  1,520  inpa- 
tients and  an  annual  total  of  1,470,000  outpatient  visits  to  PHS  facilities. 
Contract  care  in  other  Federal  and  non-Federal  facilities  averaged  99  inpatients 
per  day;  in  addition,  68,000  outpatient  visits  were  made  to  private  physicians 
and  dentists.  Recruitment  efforts  for  hiring  physicians,  nurses,  and  other 
medical  enployees  were  intensified  to  rebuild  staff  that  the  hospitals  had  been 
losing  over  the  past  few  years. 

Objectives  for  1975:  The  budget  1975  provides  for  continued  operation  of 

the  PHS  hospital  and  clinic  system  while  undertaking  a study  on  how  these  hos- 
pitals mi^t  be  best  utilized.  With  the  expected  increase  in  professional 
staff  and  treatment  cspabilities  resulting  from  recruitment  efforts,  the  patient 
workloads  in  PHS  hospitals  and  clinics  will  Increase  as  the  table  below  shows: 


Workload: 

1974 

1975 

Change 

Average  daily  patient  load 
in  PB3  hospitals 

1,520 

1,778 

4558 

Outpatieit  visits  to: 
PHS  ho3pited.s 

745,000 

792,000 

+47,000 
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1974 

1975 

Change 

IHS  outpatient  clinics 

725,000 

765,000 

4^0,000 

Contract  care: 

ADPL  in  non-PHS  hospitals 

99 

89 

. -10 

Contract  physician  visits 

68,000 

64,000 

-4,000 
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HEALTH  SERVICES  ADMINISTRATIOR 
Health  services 

Program  Purpose  and  Accomplishments 

Activity;  Patient  care  and  special  health  services  — Coast  Guard  medical 
seirvices  (PHS  Act,  Section  326) 


197^ 


1974 

Budget 

Estimate 

Pos. 

Amount 

Authorization 

Pos . Amount 

151 

$8,154,000 

Indefinite 

151  $8,344,000 

Purpose;  The  Coast  Guaard  Medical  Program,  under  the  direction  of  the  Chief 
Medical  Officer,  U.  S.  Coast  Guard,  provides  for  delivery  of  health  care  to 
personnel  vho  support  the  operational  mission  of  the  Coast  Guard  at  its  air  and 
shore  stations  and  abcard  its  vessels.  Coast  Guard  personnel  are  also  provided 
inpatient,  outpatient  and  emergency  medical  care  and  ser'-ices  on  a contractual 
basis  in  areas  without  PHS  facilities  or  in  cases  needing  special  care. 

Explanation ; Appropriated  funds  are  used  to  finance  health  care  provided  throu^ 
a system  of  medical  facilities  classified  as  dispensaries  and  sick  bays,  and  by 
contract  with  other  hospitals,  physicians,  and  dentists,  inhere  sufficient  con- 
centrations of  personnel  exist,  large  dispensaries  with  full-time  medical,  dental, 
and  ancillary  staff  provide  comprehensive  care  to  authorized  beaeficiaries. 

Smaller  concentrations  of  personnel  are  served  by  smaller  dispensaries  and  sick 
bays  which  may  have  medical  and  dental  officers  assigned  or  may  be  staffed  by 
Coast  Guard  hospital  corpsmen.  In  many  instances,  small  concentrations  of  per- 
sonnel are  provided  health  care  by  local  contract  physicians,  dentists,  and 
hospitals,  as  well  as  through  utilization  of  Federal  medical  facilities  where 
available.  The  Coast  Guard  operates  one  accredited  hospital,  located  at  the 
Coast  Guard  Academy,  New  London,  Connecticut. 

Accomplishments  in  19?U;  In  197^,  care  was  made  available  to  approximately 
138,000  Coast  Guardsmen  (active  duty  and  retired)  and  their  dependents.  Out- 
patient medical  and  dental  visits  by  all  beneficiary  classifications  were  in 
excess  of  600,000.  A total  of  approximately  14,000  inpatient  days  were  recorded 
in  Coast  Guard  medical  facilities.  Currently,  care  is  being  provided  for  100 
patients  a year,  for  four  months  each,  at  alcoholic  rehabilitation  centers. 

Objectives  for  197^;  Objectives  in  1975  will  be  to  meet  the  needs  of  the 
beneficiary  population  of  approximately  138,000.  Programs  started  in  prior 
years  will  be  continued  and  expanded  to  the  extent  possible.  Efforts  to  improve 
the  effectiveness  of  health  care  delivery  in  pursuit  of  the  above  stated  objec- 
tives will  continue. 
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HEALTH  SERVICES  ADMINISTRATION 
Health  services 

Program  Purpose  and  Accomplishments 

Activity:  Patient  care  and  special  health  services  — Federal  employee  health 

services  (P.L.  79-658,  August  8,  19^+6,  5 USC  7901) 


1974 

1975 

Budget 

Estimate 

Pos . Amount 

Authorization  Pos.  Amount 

Budget  Authority 

264  $565,000 

Indefinite  264  $579,000 

Obligations 

264  5,565,000 

264  5,626,000 

Purpose;  Appropriated  funds  for  Federal  en5>loyee  health  services  provide  for 
consultation  to  and  surveys  of  Federal  agencies  on  the  conduct  of  Federal 
employee  occupational  health  programs.  This  program  also  operates  health  units 
providing  selected  services  for  Federal  agencies  on  a reimbursable  basis. 

Explanation;  Prior  to  establishing  a Federal  employee  health  program,  all 
Federal  agencies  must,  by  law,  consult  with  the  Riblic  Health  Service  regarding 
program  standards.  The  appropriated  funds  provide  for  consultation  services 
to  any  Federal  agency,  on  request,  on  the  establishment  or  evaluation  of  Federal 
employee  occupational  health  programs.  Within  its  capabilities,  the  Public 
Health  Service  also  provides,  under  reimbursable  authority,  direct  clinical 
health  services  to  Federal  agencies  on  request. 

Accomplishments  in  197^:  In  1974  over  100  consultations  to  Federal  agencies, 

executive  boards,  and  associations  were  provided  on  the  evaluation  and  establish- 
ment of  Federal  enqployee  health  act ivitiea  By  the  end  of  1974,  health  care  ser- 
vices will  have  been  provided  to  ai>proximately  l80,000  Federal  employees  in  103 
health  units. 

Objectives  for  1975:  The  estimate  for  1975  will  permit  maintenance  of  employee 

health  activities  at  the  same  level  reached  in  1974.  The  program  will  continue 
to.  be  responsive  to  other  Federal  agencies  for  requested  consultation  and  evalu- 
ation of  their  occupational  health  programs.  It  will  also  continue  operation  of 
103  health  units  providing  services  to  approximately  l80,000  Federal  employees. 
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HEALTH  SERVICES  ADMINISTRATION 
Health  services 

Program  Purpose  and  Aoconplishments 

Activity:  Patient  care  and  special  health  services  — Payment  to  Hawaii 

(PHS  Act,  Section  331) 


1215 

Budget 

1974  Authorization  Estimate 


$1,200,000  Indefinite  $1,200,000 

Purpose ; Payments  are  made  to  the  State  of  Hawaii  for  care  and  treatment  of 
persons  with  Hansen's  disease. 

Explanation ; The  appropriated  funds  are  paid  as  a reimbursement  of  actual 
expense  to  the  Department  of  Health  of  Hawaii  to  assist  in  that  care  and  treat- 
ment in  its  facilities.  Any  expenses  above  the  appropriated  funds  are  borne 
by  the  State  of  Hawaii. 

Accomplishments  in  1974;  Care  will  have  been  prpvided  to  an  estimated  daily 
average  of  143  inpatients.  This  is  a continuation  of  the  decreasing  inpatient 
load  of  recent  years.  Of  the  total  program  costs  estimated  to  be  $1,880,000, 
the  share  borne  by  Hawaii  is  $680,000. 

Objectives  for  1975 ‘ The  average  daily  patient  load  is  expected  to  be  l40  in 
1975.  The  total  program  requirements  are  estimated  to  be  $1,908,000,  of  which 
the  Federal  government  will  pay  $1,200,000. 
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HEALTH  SERVICES  ADHIiaSTRATIDN 
Health  services 

Proj  am  Purpose  and  Accomplishments 
Activity:  Buildings  and  facilities. 


1974 

Amount 

1975 

Budget 

Estimate 

Authorization  Amount 

Budget  Authority 

$14,250,000 

Indefinite  $1,300,000 

Obligations 

12,000,000 

5,027,000 

Purpose : For  construction,  alterations,  and  repairs  and  improvements  of 

buildings  and  facilities,  including  preparation  of  plans  and  specifications. 

Explanation : Projects  anticipated  for  1975  require  new  budget  authority; 

amounts  appropriated  remain  available  until  expended. 

Accomplishments  in  1974:  In  1974  the  obligational  authority  was  directed  toward 

modernization  of  the  PHS  hospitals  from  both  a safety  and  utilization  viewpoint. 
Obligations  were  incurred  as  priorities  of  work  were  established. 

Objectives  for  1975:  The  $1,300,000  requested  for  1075  would  support  nine 

repair  and  improvement  projects  for  the  Carville,  Louisiana  Leprosarium  and 
the  PHS  outpatient  clinics. 
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HEALTH  SERVICES  ADMINISTRATION 


Health  services 


Program  Purpose  and  Accomplishments 
Activity:  Program  Management  (PHS  Act,  Section  301) 

1975 

1974 


Budget 

Estimate 


Pos. 


Amount 


Authorization 


Pos. 


Amount 


893 


$33,177,000 


Indefinite 


903 


$35,783,000 


Purpose;  This  activity  provides  for  the  overall  planning,  direction  and  adminis- 
tration of  the  Health  Services  Administration  programs. 

Explanation:  This  Is  a direct  operating  program  which  Includes  salaries  and  other 

operating  funds  to  provide  management  support  for  the  Health  Services  Administra- 
tion's programs.  The  positions  supported  In  this  activity  are  utilized  In  head- 
quarters to  provide  national  leadership  and  direction  to  legislatively  mandated 
programs,  and  In  Regional  Offices  to  provide  grant  administration  and  a full  range 
of  technical  assistance  and  program  guidance  to  present  and  potential  grantees. 

Accomplishments  In  1*974;  (1)  Provided  management  and  technical  assistance  to  54 

former  OEO  neighborhood  health  centers  and  networks  and  187  family  planning  pro- 
jects which  were  transferred  from  OEO  during  1974.  (2)  Completed  the  health  ser- 

vices funding  regulations  and  publ'lshed  them  In  the  Federal  Register  January  9, 
1974.  These  regulations  are  focused  upon  Improving  project  management  and 
Increasing  the  level  of  third-party  reimbursements  for  approximately  800  health 
services  projects.  (3)  Began  the  Implementation  of  the  health  services  funding 
regulations.  In  this  regard,  a financial  Inventory  for  over  200  of  the  Bureau's 
largest  projects  was  completed. 

On  June  30,  1974,  project  grant  authority  for  Maternal  and  Child  Health  expires 
and  all  former  project  grant  funds  will  be  allocated  to  States  under  the  formula 
grant  provisions  of  Title  V.  The  title  stipulates  that  services  formerly  provided 
under  project  grants  In  1974  will  continue  to  be  provided  to  the  same  population 
groups  In  1975  and  future  years.  A further  requirement  Is  that  each  State  must 
have  a plan  which  Includes  "programs  of  projects"  In  the  five  areas.  The  projects 
Include  maternity  and  Infant  care.  Intensive  care  of  newborns,  comprehensive  care 
of  children  and  youth,  dental  health  of  children  and  family  planning  services. 

In  order  to  fulfill  these  requirements.  Central  and  Regional  staffs  will  concen- 
trate their  efforts  on  the  provision  of  technical  assistance  and  professional 
consultation  to  the  States. 

In  family  planning  projects,  emphasis  will  continue  to  be  placed  on  consolidating 
or  coordinating  existing  grants  within  States  or  designated  areas  to  Improve  the 
efficiency  of  services  delivery.  The  Integration  of  family  planning  services 
Into  regular  health  care  settings  will  continue  to  be  a priority,  as  will  the 
monitoring  of  medical  care  standards. 

< In  migrant  health,  data  collected  In  the  hospitalization  demonstration  project  will 
.V  be  evaluated.  This  will  provide  needed  Information  on  migrant  hospitalization 
« utilization  and  costs.  Limited  experimental  efforts  will  be  directed  to  Improving 
^ service  delivery  In  low  Impact  areas. 

The  National  Health  Service  Corps  will  recruit  an  additional  146  health  personnel 
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and  provide  health  care  to  an  additional  55  conununlties.  This  will  enable  551 
health  professionals  to  provide  health  care  to  275  communities.  Ten  new  positions 
are  requested  within  this  activity  to  augment  the  Regional  Office  technical  assis- 
tance effort.  Central  Office  staff  will  concentrate  on  two  major  activities: 
recruitment  of  new  health  personnel;  and  general  improvement  of  administration  by 
development  of  policies,  guidelines  and  procedures  that  are  necessary  for  the 
efficient  operation  of  a mature  program. 

These  projects  are  developing  plans  for  maximizing  third-party  reimbursements. 

(4)  Completed  the  development  and  Installation  of  the  ambulatory  health  care 
information  system  and  the  uniform  cost  accounting  system  in  nearly  100  neigh- 
borhood health  centers.  These  systems  will  improve  decision-making  and  overall 
project  management.  (5)  Launched  a special  demonstration  project  which  involves 
selected  migrant  camps  to  provide  hospital  care  for  migrants  and  itinerant  farm- 
workers and  to  gather  and  evaluate  data  on  hospital  utilization  and  cost. 

( 6)  Completed  a survey  and  an  analysis  of  selected  migrant  camps  to  determine  the 
general  nature  of  sanitary  conditions  in  the  camps.  Department  of  Labor  was 
requested  to  cooperate  in  the  elimination  of  the  causes  of  identified  problems. 

(7)  Provided  405  health  professionals  to  support  220  communities  with  critical 

health  manpower  shortage  areas.  This  is  an  increase  of  72  health  professionals 
and  50  additional  communities  than  were  being  served  as  of  June  1973.  (8)  Provide 

guidance  and  administrative  support  toward  the  implementation  of  major  new  program 
Initiatives  such  as  Health  Maintenance  Organizations,  Professional  Standards 
Review  Organizations,  Emergency  Medical  Service  Systems,  and  third-party  reimburse- 
ments. 

Objectives  in  1975:  A major  priority  will  be  to  continue  to  improve  the  financial 

management  capabilities  of  Bureau  projects.  Emphasis  will  be  placed  on  the  pro- 
vision of  technical  assistance  to  aid  projects  in  the  achievement  of  third-party 
reimbursement  goals.  Special  emphasis  will  be  on  over  200  projects  which  were 
subjected  to  the  Intensive  site-visit  financial  Inventory  approach.  The  increased 
collections  received  from  third-party  sources  may  be  used  to  serve  a greater  number 
of  people  residing  in  target  populations. 

A substantial  effort  will  be  made  to  Improve  the  quality  and  efficiency  of  services 
delivered  in  community  health  centers.  In  addition  to  maintaining  outside  evalu- 
ation of  the  quality  of  health  center  services,  projects  will  be  assisted  in 
developing,  conducting  and  utilizing  their  own  quality  of  care  assessments. 

The  Office  of  the  Administrator's  principal  objp<^t Ives  will  be  to  continue  to 
structure.  Implement,  and  oversee  major  new  program  initiatives,  such  as:  Health 

Maintenance  Organizations,  Professional  Standards  Review  Organizations,  Emergency 
Medical  Service  Systems,  and  third-party  reimbursements.  In  addition,  the  Office 
of  the  Administrator  will  begin  to  plan  toward  the  eventual  Interface  between 
the  more  than  800  health  delivery  projects  and  a National  Health  Insurance  Program. 

Payments  to  the  General  Service  Administration  for  rent  will  be  provided. 
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HEALTH  SERVICES  ADMINISTRATION 
Allocations  of  Grants  to  States  for  Comprehensive  Health  Services 


1/ 


State 

1973 

Actual 

1974 

Estimate 

1975 

Estimate 

Alabama  

$1,676,000 

$1,655,300 

Alaska  

. . . 397,600 

400,400 

402,400 

American  Samoa  

265,700 

265,700 

Arizona  

971,600 

1,001,200 

Arkansas  

1,076,400 

1,086,900 

California  ...  

6,816,400 

6,813,200 

Colorado  

1,090,300 

1,102,200 

Connecticut  

. . . 1,242,900 

1,248,400 

1,243,400 

Delaware  

. . . 479,400 

478,600 

478,300 

District  of  Columbia  . . . 

. . . 516,600 

514,400 

513,100 

Florida  . 

. . . 2,767,600 

2,803,000 

2,882,900 

Georgia  

2,002,500 

2,005,500 

Guam  

. . . 304,000 

304,000 

319,800 

Hawaii  

554,400 

561,500 

Idaho  

580,000 

578,800 

Illinois  . 

3,834,900 

3,803,500 

Indiana  . 

2,102,100 

2,091,100 

Iowa  

1,300,500 

1,285,500 

Kansas  

1,053,600 

1,059,800 

Kentucky  . 

. . . 1,557,500 

1,545,000 

1,542,500 

Louisiana  . 

1,716,700 

1,713,600 

Maine 

. . . 672,000 

683,500 

681,800 

Maryland  . 

. . . 1,599,400 

1,606,200 

1,599,200 

Massachusetts  . 

. . . 2,149,800 

2,156,400 

2,162,200 

Michigan  . 

3,254,200 

3,188,200 

Minnesota  

1,626,000 

1,622,900 

Mississippi  

. . . 1,243,200 

1,240,400 

1,217,100 

Missouri  

1,936,600 

1,915,900 

Montana  

557,600 

553,400 

Nebraska  

818,700 

819,700 

Nevada  

464,100 

471,300 

New  Hampshire  

569,900 

569,900 

New  Jersey  

. . . 2,589,400 

2,606,500 

2,576,700 

New  Mexico  

. . . 690,200 

701,900 

713,700 

New  York  

5,953,000 

5,945,100 

North  Carolina  

2,231,200 

2,207,600 

North  Dakota  

529,400 

533,100 

Ohio  

. . . 3,919,000 

3,908,900 

3,849,200 

Oklahoma  

1,261,600 

1,263,600 

Oregon  

. . . 1,049,400 

1,049,100 

1,056,100 
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HEALTH  SERVICES  ADMINISTRATION 


1/ 


Allocations  of  Grants  to  States  for  Comprehensive  Health  Services  (Cont’d.) 


State 

1973 

Actual 

1974 

Estimate 

,1975 

Estimate 

Pennsylvania  

Puerto  Rico  

Rhode  Island  

South  Carolina  .... 
South  Dakota  .... 

. . . . $4,310,800 
. . . . 2,058,500 
. . . . 624,500 
. . . . 1,332,200 
. . . . 552,100 

$4,304,600 

1.996.300 

625.200 

1.334.300 

550.200 

$4,266,000 

2,160,700 

623,100 

1,334,300 

550,500 

Tennessee  

Texas  

Trust  Territory  . . . 

Utah 

Vermont  

. . . . 1,825,700 
. . . . 4,380,500 
. . . . 446,700 
. . . . 710,600 
. . . . 465,600 

1,823,000 

4,427,700 

440,500 

715,300 

465,000 

1,820,100 

4,458,500 

454,800 

722,400 

470,100 

Virgin  Islands  .... 

Virginia  

Washington  

West  Virginia  .... 
Wisconsin  

. . . . 265,700 

. . . . 1,960,000 

. . . . 977,400 

. . . . 1,857,500 

265,700 

1,949,000 

1,457,600 

975,300 

1,861,900 

265,700 

1,933,300 

1,441,400 

968,300 

1,859,000 

Wyoming 420,000 418,300  418,900 


Total  

2/ 

. 89,059,211 

89,100,000 

89,100,000 

Evaluation  Amount  . . . 

900,000 

900,000 

900,000 

Grand  Total  . 

. 89,959,211 

90,000,000 

90,000,000 

Ij  Allocations  are  awarded  to  States  based  on  population  and  per  capita 
income  with  a minimum  program  requirement. 


2/  Authorized  by  P.  L.  91-296. 
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HEALTH  SERVICES  ADMINISTRATION 

Allocations  of  Grants  for  Maternal  and  Child  Health  Services 

Actual  and  Estimated  Awards  — ^ 

Fiscal  Years  1973-5 


od 


States 

1973  2/ 
Actual 

1974 

Estimated 

1975  3/ 
Estimated 

Alabama  

$1,170,263 

$1,220,100 

$4,017,300 

Alaska  

204,191 

189,500 

323,100 

American  Samoa  

— 

147,200 

159,900 

Arizona  

427,684 

421,700 

1,487,600 

Arkansas  

711,532 

687,000 

2,011,600 

California  

2,910,939 

3,141,400 

9,169,400 

Colorado  

489,699 

504,100 

3,070,900 

Connecticut  

507,000 

497,800 

1,675,000 

Delaware  

216,607 

212,600 

507,300 

District  of  Columbia  .... 

275,171 

246,100 

3,554,200 

Florida  

1,659,063 

1,581,200 

5,542,000 

Georgia  

1,662,802 

1,627,700 

4,756,400 

Guam 

158,600 

159,400 

231,900 

Hawaii  

239,667 

252,600 

968,600 

Idaho  

254,200 

239,500 

691,100 

Illinois  

1,719,924 

1,779,600 

7,964,700 

Indiana  

1,273,560 

1,345,800 

3,911,700 

Iowa 

723,339 

735,300 

2,136,500 

Kansas  

474,873 

483,700 

1,475,400 

Kentucky  

1,184,800 

1,172,400 

3,430,800 

Louisiana  

1,373,610 

1,321,000 

3,857,000 

Maine  

' 341,200 

343,900 

998,800 

Maryland  

1,079,299 

1,086,700 

5,633,700 

Massachusetts  

829,533 

898,300 

4,227,800 

Michigan  

1,990,200 

2,007,100 

6,694,800 

Minnesota  

927,461 

940,200 

2,869,000 

Mississippi  

1,081,800 

1,041,700 

3,051,300 

Missouri  

1.082,733 

1,154,600 

3,356,400 

Montana  

230,755 

224,500 

610,800 

Nebraska  

363,321 

355,900 

1,751,200 

Nevada  

207,694 

205,100 

380,900 

New  Hamphire  

232,200 

232,200 

584,200 

New  Jersey  

1,102,133 

1,121,700 

3,219,000 

New  Mexico  

342,200 

340,800 

985,200 

New  York  

2,669,162 

2,669,500 

13,545,400 

North  Carolina  

1,911,072 

1,835,300 

5,373,100 

North  Dakota  

220,350 

217,700 

586,200 

Ohio 

2,337,224 

2,351,400 

7,402,400 

Oklahoma  

627,587 

624,600 

1,810,700 

Oregon  

539,104 

571,100 

1,659,900 
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Allocations  of  Grants  for  Maternal  and  Child  Health  Services  (Cont'd) 

Actual  and  Estimated  Awards  — ^ 

Fiscal  Years  1973-5 


States 

1973  1/ 
Actual 

1974 

Estimated 

1975  1/ 
Estimated 

Pennsylvania  

Puerto  Rico  

Rhode  Island  

South  Carolina  

South  Dakota . 

$2,605,000 

1,685,200 

252,326 

1,164,600 

230,150 

$2,553,700 

1,375,700 

251,000 

1,131,400 

223,100 

$7,465,600 

5,856,000 

482,100 

3,315,500 

643,800 

Tennessee  

Texas  

Trust  Territory  

Utah . 

Vermont  

1,256,800 

2,606,235 

123,000 

423,049 

205,572 

1,231,000 

2,646,500 

164,800 

430,100 

197,000 

3.593.100 
7,659,600 

295,500 

1.249.100 
492,200 

Virgin  Islands  

Virginia  

Washington  

West  Virginia  

Wisconsin  

157,400 

1,343,300 

832,700 

646,200 

1,032,757 

158,200 

1,300,400 

881,300 

603,100 

1,056,000 

647,500 

3.787.000 

2.560.000 
1,760,900 
3,066,700 

Wyoming  

165,011 

183,200 

289,700 

Total  distribution  by 
formula  \J  

50,481,852 

50,574,500 

168,847,500 

Special  projects  for 
mentally  retarded 
children  

>,729,969 

4,750,000 

4,750,000 

Other  special  projects  . . . 

5,431,402 

5,453,500 

5.453,500 

Total  

60,643,223 

60,778,000 

179,051,000 

\j  (a)  One-half  of  the  amount  appropriated  for  each  year  is  apportioned 
among  States  on  the  basis  of  a uniform  grant  of  $70,000  and  an 
additional  grant  in  proportion  to  the  number  of  live  births  in 
the  State.  Amounts  awarded  must  be  matched  dollar  for  dollar. 

(b)  The  remaining  half,  after  being  reduced  by  the  amounts  reserved 
for  the  two  categories  of  special  projects  is  apportioned  by 
formula.  Each  State  receives  an  amount  which  varies  directly  with 
the  number  of  urban  and  rural  births  in  the  State  and  inversely  with 
State  per  capita  income.  No  State  receives  less  than  $70,000  and 
rural  live  births  are  given  twice  the  weight  of  urban  births. 

(c)  The  1974  and  1975  figures  represent  tentative  apportionment  of  the 
amount  requested. 

7j  Amounts  reflected  in  this  column  are  actual  obligations  including  non- 
recurring "B"  funds  released  to  some  States  after  they  received  their 
notification  of  allocation  of  funds. 

V Included  are  $25,000,000  in  funds  distributed  under  Section  516.  These 
funds  are  not  distributed  on  the  basis  of  the  formula  described  in 
1(a)  and  (b)  above. 
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HEALTH  SERVICES  ADMINISTRATION 
Maternal  and  Child  Health 


Grants  to  States 


State 


1974  1./ 

Supplemental 


Alabama 

Alaska $24,400 

American  Samoa... 20,800 

Arizona 

Arkansas 74,000 

California 15,300 

Colorado 

Connecticut 

Delaware 75,400 

District  of  Columbia 

Florida 

Georgia 208,700 

Guam 18,500 

Hawaii 

Idaho 47,100 

Illinois 

Indiana 535,800 

Iowa 301,400 

Kansas 28,300 

Kentucky 402,400 

Louisiana 143,500 

Maine 144,900 

Maryland 

Massachusetts 

Michigan 

Minnesota 22,000 

Mississippi 443,300 

Missouri 186,500 

Montana 23,600 

Nebraska 

Nevada 

New  Hampshire 49,800 

New  Jersey 343,600 

New  Mexico 34,300 

New  York 

North  Carolina 689,000 

North  Dakota 95,200 

Ohio 

Oklahoma 153,700 

Oregon 56,800 


254 


HEALTH  SERVICES  ADMINISTRATION 

Maternal  and  Child  Health  (Cont'd.) 
Grants  to  States 


1974  1/ 

State Supplemental 

Pennsylvania $184,200 

Puerto  Rico 

Rhode  Island 3,100 

South  Carolina 362,200 

South  Dakota 105,600 


Tennessee 416,800 

Texas 311,800 

Trust  Territory 44,800 

Utah 186,500 

Vermont 72,000 


Virgin  Islands 

Virginia 

Washington. . . . 

West  Virginia. 

Wisconsin 

Wyoming 28,300 

Total 7,000,000 


221,100 

282,900 

183,100 

459,300 


1/  These  funds  may  be  used  for  either  maternal  and 
child  health  services  or  crippled  children's 
services,  at  the  option  of  the  State. 

(Section  516,  Title  V,  SSA) 


‘r.\> 
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HEALTH  SERVICES  ADMINISTRATION 

Allocations  of  Grants  for  Crippled  Children’s  Services 

Actual  and  Estimated  Awards  — 

Fiscal  Years  1973-5 


1973  2/  1974  1975 

State  Actual  Estimate  Estimate 


Alabama  $1,373,500  $1,331,800  $1,307,500 

Alaska  191,500  191,400  192,400 

American  Samoa  35,200  146,100  146,200 

Arizona  536,900  511,600  496,600 

Arkansas  695,457  807,700  763,400 

California  2,813,100  2,809,200  2,844,900 

Colorado  579,000  563,700  548,400 

Connecticut  543,800  543,200  542,100 

Delaware  219,600  219,400  219,100 

District  of  Columbia  ....  237,842  230,400  229,600 

Florida  1,562,629  1,602,100  1,537,200 

Georgia  1,686,900  1,656,500  1,596,500 

Guam  225,000  154,900  155,100 

Hawaii  336,675  252,700  254,200 

Idaho  360,547  299,300  290,500 

Illinois  1,758,240  1,784,600  1,872,600 

Indiana  1,478,000  1,436,900  1,494,600 

Iowa  897,416  882,500  889,300 

Kansas  599,000  598,500  569,800 

Kentucky  1,314,200  1,288,500  1,221,700 

Louisiana  1,332,510  1,306,800  1,315,500 

Maine  . 360,400  360,200  379,400 

•Maryland 846,300  845,800  861,100 

Massachusetts  894,878  895,600  982,300 

Michigan  2,021,153  1,990,100  2,120,900 

Minnesota  1,060,028  1,103,600  1,102,800 

Mississippi  1,121,300  1,120,200  1,072,600 

Missouri  1,197,700  1,196,900  1,198,100 

Montana  286,001  - 261,100  261,400 

Nebraska  453,600  453,300  431,600 

Nevada  286,800  211,700  213,100 

New  Hampshire  251,100  243,900  249,500 

New  Jersey  1,030,700  1,099,200  1,100,600 

New  Mexico  494,100  373,900  377,500 

New  York  2,427,356  2,465,600  2,594,400 

North  Carolina 2,142,085  2,111,300  2,033,300 

North  Dakota  271,500  271,400  256,000 

Ohio  2,463,100  2,461,500  2,516,700 

Oklahoma  754,200  753,700  737,800 

Oregon  584,900  584,500  587,500 
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HEALTH  SERVICES  ADMINISTRATION 


Allocations 

of  Grants  for  Crippled  Children’s 

Services  (Cont'd) 

Actual  and  Estimated 
Fiscal  Years  1973- 

A ^ 

Awards  ~ 
-5 

States 

1973 

Actual 

1974 

Estimated 

1975 

Estimated 

Pennsylvania  , 

Puerto  Rico 

Rhode  Island  

South  Carolina  

South  Dakota  ....... 

. . 1,570,933 

$2,675,600 

1,570,400 

261,100 

1,180,600 

274,800 

$2,814,400 

1,484,300 

261,300 

1,132,500 

273,600 

Tennessee  , 

Texas 

Trust  Territory  . . . . . 

Utah 

Vermont  . 

. . 208,871 

1,422,200 

2,918,900 

159,800 

346,300 

204,400 

1,353,300 

2,840,500 

160,000 

341,100 

204,000 

Virgin  Islands  

Virginia  

Washington  . 

West  Virginia 

Wisconsin  

. . 150,900 

. . 741,700 

. . 1,239,800 

150.900 
1,493,000 

789.900 

740.900 
1,238,800 

151,300 

1,402,500 

812,600 

740,000 

1,313,800 

Wyoming  . 

188.600 

188.500 

Total  distribution  by 
formula  %/ 

. . 53,410,385 

53,037,500 

53,037,500 

Special  projects  for 
mentally  retarded 
children  

. . '4,996,045 

5,000,000 

5,000,000 

Other  special  projects  . 

. . 6.294.498 

6.862.500 

6.862,500 

Total  

64.900.000 

64.900.000 

_!/  (a)  One-half  of  the  amount  appropriated  for  each  year  is  apportioned 

among  States  on  the  basis  of  a uniform  grant  of  $70,000  and  an 
additional  grant  in  proportion  to  the  number  of  children  under  21 
years  in  the  State.  Amounts  awarded  must  be  matched  dollar  for 
dollar. 

(b)  The  remaining  half,  after  being  reduced  by  the  amounts  reserved  for 
the  two  categories  of  special  projects,  is  apportioned  by  formula. 

Each  State  receives  an  amount  which  varies  directly  with  the  number  of 
children  under  21  years  in  urban  and  rural  areas  in  the  State  and 
varies  Inversely  with  State  per  capita  Income.  No  State  receives  less 
than  a specific  minimum  amount  and  children  in  rural  areas  are  given 
twice  the  weight  of  those  in  urban  areas. 

(c)  The  1974  and  1975  figures  represent  tentative  apportionment  of  the 
amount  requested. 

y Amounts  reflected  in  this  column  are  actual  obligations  including  non- 
recurring "B"  funds  released  to  States  after  they  received  their 
notification  of  allocation  of  funds. 
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New  Positions  Requested 


1975 

Annual 


Grade 

Number 

Salary 

Health  maintenance  organizations 

Program  analyst 

GS-15 

1 

$28,263 

Program  analyst 

6 

145,482 

Program  analyst 

7 

144,739 

Program  analyst 

GS-11 

1 

14,671 

Grants  clerk 

GS-9 

1 

12,167 

Secretary 

GS-7 

3 

29,907 

Secretary 

GS-5 

6 

48,330 

25 

423,559 

National  Health  Service  Corps 

Medical  Officer 

GS-13 

35 

916,615 

Dentist 

GS-13 

10 

206,770 

Public  Health  Advisor 

10 

206,770 

Nurse  Practitioner/Primex  Nurse 

35 

513,485 

Commissioned  Officers 

Medical  Officer 

SA 

56 

806,680 

Dental  Officer 

SA 

10 

144,050 

156 

2,794,370 

Total  new  positions,  all 

activities 

181 

3,217,929 
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Friday,  March  22,  1974. 
CENTEE  FOE  DISEASE  CONTEOL 
Preventive  Health  Services 

WITNESSES 

DR.  DAVID  J.  SENCER,  DIRECTOR,  CENTER  FOR  DISEASE  CONTROL 
DR.  MARCUS  M:.  KEY,  DIRECTOR,  NATIONAL  INSTITUTE  FOR  OCCU- 
PATIONAL SAFETY  AND  HEALTH 
JAMES  D.  BLOOM,  EXECUTIVE  OFFICER,  CENTER  FOR  DISEASE 
CONTROL 

JAMES  H.  EAGEN,  ACTING  EXECUTIVE  OFFICER,  NATIONAL  INSTI- 
TUTE FOR  OCCUPATIONAL  SAFETY  AND  HEALTH 
CLAUDE  F.  PICKELSIMER,  FINANCIAL  MANAGEMENT  OFFICER, 
CENTER  FOR  DISEASE  CONTROL 

WILFORD  FORBUSH,  DIRECTOR,  DIVISION  OF  BUDGET  FORMULA- 
TION 


PROGRAM  AND  FINANCING  (IN  THOUSANDS  OF  DOLLARS) 


1973  1974  1975 

actual  estimate  estimate 


Program  by  activities: 

Direct  program: 

1.  Disease  control : 

(a)  Research  grants 

(b)  Project  grants 

(c)  Disease  investigations,  surveillance  and  control. 

(d)  Laboratory  improvement 

(e)  Health  education 

2.  Occupational  health: 

(a)  Grants 

(b)  Direct  operations 

3.  Buildings  and  facilities 

4.  Program  management: 

(a)  Program  direction 

(b)  Regional  offices 

Total,  direct  program 

Reimbursable  program: 

1.  Disease  control 

2.  Occupational  health 

Total,  reimbursable  program 

Total  program  costs,  funded  i 

Change  in  selected  resources  (undelivered  orders) 

Total  obligations 

Financing: 

Receipts  and  reimbursements  from: 

Federal  funds 

Non-Federal  sources 

Unobligated  balance  available,  start  of  year 

Unobligated  balance  transferred  from  other  accounts 

Unobligated  balance  available,  end  of  year 

Unobligated  balance  lapsing 

Unobligated  balance  restored 


1 755 

54,’  095  59, '550  50,’600 

42, 095  39, 706  40, 049 

8, 351  9, 832  8, 227 

3, 772  3, 206  3, 471 

3,906  3,764  2,252 

21, 212  29, 526  23, 596 

964 

4, 133  4, 257  7, 319 

2, 863  2, 383  2, 300 


142, 182  152, 224  138, 778 

6, 036  8, 000  8, 000 

44  330  330 


6, 080  8, 330  8, 330 

148, 262  160, 554  147, 108 

970  


149,232  160.554  147,108 


-5,828  -7,699  -7,699 

-252  -631  -631 

. -1,964 

-1,964  

1,964  1,000 

16,987  


-15,982 


Budget  authority 160,139  136,242  137,814 


Budget  authority: 

Appropriation 159,872  134,565  137,814 

Transferred  to  other  accounts —33  —112 

Transferred  from  other  accounts 300  


Appropriation  (adjusted) 160,139  134,453  137,814 

Proposed  transfer  for  civilian  pay  raises 1, 789  


See  footnotes  at  end  of  table. 
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PROGRAM  AND  FINANCING  CLASSIFICATION  (IN  THOUSANDS  OF  DOLLARS)-Continued 


1974  1975 

1973  actual  estimate  estimate 


Relation  of  9bligations  to  outlays: 


Obligations  incurred,  net 

Obligated  balance,  start  of  year 

Obligated  balance  transferred  net 

Obligated  balance,  end  of  year 

Adjustments  in  expired  accounts 

H3, 152 

84, 016 

-84, 954 

-5,986  .. 

152, 224 
84, 954 
897  ... 
-70,  030 

138,  778 
70,030 

-73,637 

Outlays,  excluding  pay  raise  supplemental 

Outlays  from  civilian  pay  raise  supplemental 

136, 229 

166,308 

1,737 

135,119 

52 

1 Includes  capital  outlay  as  follows:  1973,  $2,370,000;  1974,  $2,129,000;  1975,  $2,129,000. 

Note.— Excludes  $35,000  in  1975  for  activities  transferred  to:  salaries  and  expenses.  Office  of  Assistant  Secretary  for 
Health  Comparable  amounts  for  1973,  $35,000;  1974,  $35,000  are  included  above.  Also  excludes  $14,000  in  1975  for  ac- 
tivities transferred  to  mental  health.  Comparable  amounts  for  1973,  $14,000;  1974,  $14,000  are  included  above. 


OBJECT  CLASSIFICATION  (IN  THOUSANDS  OF  DOLLARS) 


1974  1975 

1973  actual  estimate  estimate 


Direct  obligations: 

Personnel  compensation: 

Permanent  positions 

Positions  other  than  permanent- 
other  personnel  compensation.. 

Total  personnel  compensation. 

Personnel  benefits:  Civilian 

Benefits  for  former  personnel 

Travel  and  transportation  of  persons. 

Transportation  of  things 

Rent,  communications,  and  utilities.. 

Printing  and  reproduction 

Other  services 

Supplies  and  materials 

Equipment 

Lands  and  structures 

Grants,  subsidies,  and  contributions. 
Insurance  claims  and  indemnities... 


49, 481 
618 
1,101 

48, 322 
1,078 
1, 192 

49,455 

1,078 

1,192 

51,200 

50,  592 

51,725 

6,604 

5, 652 

5, 733 

37 

72 

3, 164 

3, 513 

3,  513 

624 

733 

733 

3,482 

3, 694 

6,  940 

722 

914 

997 

15, 400 

35, 282 

17, 390 

4,165 

4,184 

4,159 

2,370 

2,129 

2,129 

118 

8 

8 

55, 260 

7 

45, 453 

45,453 

Subtotal 

Quarters  and  subsistence  charges... 

Total  direct  obligations 

Reimbursable  obligations: 

Personnel  compensation: 

Permanent  positions 

Positions  other  than  permanent. 
Other  personnel  compensation.. 

Total  personnel  compensation 

Personnel  benefits:  Civilian 

Travel  and  transportation  of  persons. 

Transportation  of  things 

Rent,  communications,  and  utilities.. 

Printing  and  reproduction 

Other  services 

Supplies  and  materials 

Equipment 

Total  reimbursable  obligations 

Total  obligations 


143, 153 

152,226 

138, 780 

-1 

-2 

-2 

143, 152 

152,224 

138, 778 

3,  559 
24 
94 

2, 079 
20 
40 

2, 079 
20 
40 

3, 677 

2, 139 

2,139 

389 

192 

192 

281 

802 

802 

83 

233 

233 

151 

349 

349 

24 

68 

68 

695 

2,  735 

2,  735 

619 

1,339 

1,  339 

161 

473 

473 

6,  080 

8, 330 

8, 330 

149, 232  160, 554  147, 108 


PERSONNEL  SUMMARY 


Total  number  of  permanent  positions.. 
Full-time  equivalent  of  other  positions. 

Average  paid  employment 

Average  GS  grade 

Average  GS  salary 

Average  salary  of  ungraded  positions. 


4, 272 
103 
4, 330 
8.7 
$13,  869 
$9, 824 


3, 599 
154 
3, 707 
8.9 
$14, 474 
$9, 770 


3, 656 
154 
3,  749 
q 3 
$14,990 
$9, 770 
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Mr.  F LOOD.  The  committee  will  come  to  order. 

We  will  hear  the  Preventive  Health  Services. 

The  presentation  will  be  made  by  Dr.  David  J.  Sencer,  Director  for 
the  Center  for  Disease  Control.  The  biographical  sketch  that  we  have, 
Doctor,  we  will  insert  in  the  record  at  this  point. 

[The  information  follows :] 

Department  of  Health,  Education,  and  Welfare,  Center  for  Disease  Control 

(Biographical  Sketch) 

Name:  David  J.  Sencer,  M.D. 

Position : Director,  Center  for  Disease  Control. 

Birthplace  and  date : Grand  Rapids,  Mich.,  November  10,  1924. 

Education : Wesleyan  University,  Middletown,  Conn.,  1944 ; University  of 
Mississippi,  1946 ; University  of  Michigan,  1951,  M.D. ; University  Hospital,  Ann 
Arbor,  Mich.,  1951,  internship ; internal  medicine  residency,  1954 ; and  Harvard 
University  School  of  Public  Health,  1958,  M.P.H.,  magna  cum  laude. 

Experience : 

Present : Director,  Center  for  Disease  Control,  Atlanta,  Ga. 

.January  1973-May  1973:  Acting  Administrator,  Health  Services  and  Mental 
Health  Administration. 

1964^66 : Deputy  Chief,  Center  for  Disease  Control,  Atlanta,  Ga. 

1960-64 : Assistant  Chief,  Communicable  Disease  Center,  U.S.  Public  Health  Serv- 
vice,  Atlanta,  Ga. 

1959-60 : Program  OflBcer,  Bureau  of  State  Services,  U.S.  Public  Health  Service, 
Washington,  D.C. 

1955-59 : Medical  Officer  in  Charge,  Muscogee  County  TB  Field  Research  Fa- 
cility, DSPBS,  Columbus,  Ga. 

1955:  Medical  Consultant,  Tuberculosis  Program,  U.S.  Public  Health  Service. 

Teaching  appointments : Visiting  lecturer  on  tropical  public  health,  Harvard 
University  School  of  Public  Health,  Boston,  Mass. ; clinical  professor  of  prevent- 
ative medicine,  Emory  University  School  of  Medicine,  Atlanta,  Ga. 

Association  memberships : American  Medical  Association ; American  Public 
Health  Association ; American  Thoracic  Society  ; American  Society  of  Tropical 
Medicine  and  Hygiene;  Delta  Omega;  Georgia  Tuberculosis  Association;  Inter- 
national Epidemiological  Association ; diplomat  with  American  Board  of  Pre- 
ventive Medicine ; and  fellow  with  American  College  of  Preventive  Medicine. 
Scientific  publications : 

Comstock,  G.  W.,  Keltz,  H.,  and  Sencer,  D.  J.,  ‘“Clay  eating  and  sarcoidosis,”  a 
controlled  study  on  the  State  of  Georgia.  Am.  Rev.  Resp.  Dis.  84:  130-134,  1961. 
Sencer,  David  J.,  “Followup ; services  for  nonhospitalized  patients — the  na- 
tional picture,”  Bull.  Natl.  TB  Asso.  51 : 13-15,  1965. 

Sencer,  David  J.,  “Management  of  turberculosis  in  the  general  hospital,”  in  Proc. 
of  Institute  on  Control  of  Infections  in  Hospitals  held  at  University  of  Michi- 
gan, Ann  Arbor,  Mich.,  Mar.  1-3,  1965,  pp.  119-122. 

Sencer,  David  J.,  Dull,  H.  Bruce,  and  Langmuir,  Alexander  D.,  “Epidemiologic 
basis  for  eradication  of  measles  in  1967,”  a statement  by  the  Public  Health 
Service.  Public  Health  Rep.  82 : 253-256,  1967. 

Sencer,  David  .1.,  “A  program  to  eradicate  measles”  (editorial).  Am.  J.  P.H.  57; 
729^730, 1967. 

Sencer,  David  J.,  “Public  understanding  of  the  health  sciences,”  Ann.  N.Y.  Acad. 
Sci.  142  : 539-542, 1967. 

Sencer,  David  J.,  “Health  protection  in  a shrinking  world,”  Am.  J.  Trop.  Med. 
18  : 341-345, 1969. 

Sencer,  D.  X,  Witte,  J.  J.,  and  Karchmer,  A.  W.,  “The  epidemiology  of  rubella 
in  the  United  States,”  in  Proc.  International  Symposium  on  Rubella  Vac- 
cine. Symp.  Series  Immunobiol.  Standard.  Vol.  II.  Basel/New  York,  Karger, 
1969,  pp.  9-14. 

Sencer,  David  J.,  and  Staff  of  Laboratory  Division  and  Epidemiology  Program, 
“Emerging  diseases  of  man  and  animals,”  Ann.  Rev.  Microbiol.  25  : 465-486, 
1971.  In  press. 

Mosley,  X W.,  and  Sencer,  D.  J.,  “Isoniazid  toxicity,”  JAMA  218  : 447,  1971. 
Sencer,  David  J.,  and  Rubin,  Robert  J.,  “Risk  as  the  basis  for  immunization 
policy  in  the  United  States,”  prepared  for  delivery  at  Symposium  on  Influenza 
Vaccines  for  Men  and  Horses,  November  1972,  London,  England. 


261 


Department  of  Health,  Education,  and  Welfare,  Public  Health  Ser\hce, 
Center  for  Disease  Control,  Preventive  Health  Services 

Mr.  Chairman,  you  have  before  you  the  1975  budget  for  Preventive  Health 
Services  which  requests  $137,814,000  for  1975.  This  budget  will  enable  the  Center 
for  Disease  Control  to  press  ahead  with  programs  and  activities  designed  to 
improve  the  health  of  the  people  of  the  United  States  by  preventing  or  con- 
trolling diseases,  improving  laboratory  performance,  and  assuring  safe  and 
healthful  working  conditions  for  the  Nation’s  work  force.  In  working  toward 
these  ends,  the  Center  undertakes  a full  range  of  activities  including  research, 
technical  and  financial  assistance,  standard  setting,  and,  in  some  instances, 
regulation.  The  document  emphasizes  the  accomplishments  we  anticipate  if  our 
appropriation  request  is  approved.  I would  like  to  take  this  opportunity  to  give  an 
accounting  which  highlights  what  we  will  achieve  this  year ; providing,  hope- 
fully, a more  complete  picture  of  where  we  are  now  in  relation  to  where  we  hope 
to  be  next  year. 

DISEASE  CONTROL — VENEREAL  DISEASES 

I can  report  that  the  expanded  venereal  disease  control  campaign  which  we 
Started  in  late  1972  is  showing  demonstrable  progress.  Continued  pressure  on  the 
venereal  disease  problem  has  had  results  in  both  infectious  syphilis  and  gonor- 
rhea. During  the  first  6 months  of  1974,  infectious  syphilis  declined  by  2.4  per- 
cent— the  first  such  decline  since  1969.  This  represents  significant  improvement 
since  infectious  syphilis  actually  increased  at  a faster  rate  during  1973,  the 
first  full  year  of  the  intensified  national  program.  Because  these  improve- 
ments began  during  the  second  half  of  1973  and  have  accelerated  so  far  this 
year,  we  are  projecting  a 5 percent  decline  in  infectious  syphilis  next  fiscal 
year  (1975). 

Although  gonorrhea  remains  on  the  increase  in  the  United  States  at  the  pres- 
ent time,  the  changes  in  incidence  have  been  in  some  ways  more  impressive  than 
the  record  against  syphillis.  The  average  annual  rate  of  increase  in  reported 
gonorrhea  has  been  approximately  15  percent  over  the  past  5 years  with  an  in- 
crease of  12.7  percent  recorded  in  1973.  During  1973  the  first  year  of  the  program, 
approximately  5 million  screening  tests  for  gonorrhea  were  provided  to  women 
which  resulted  in  the  diagnosis  and  treatment  of  almost  a quarter  of  a million 
infections.  As  would  be  expected,  the  number  of  females  diagnosed  with  gonor- 
rhea during  1973  increased  by  more  than  36  percent  over  1972.  Male  cases  in- 
creased by  only  2 percent  which  is  the  lowest  annual  rate  of  increase  recorded 
in  the  past  decade.  However,  during  the  first  6 months  of  this  year,  reported 
cases  of  gonorrhea  have  increased  by  only  6.2  percent  compared  'with  the  same 
period  of  a year  ago.  Even  more  significant  is  the  fact  that  during  the  second 
quarter,  male  cases  actually  decreased  3 percent  and  the  rate  of  increase  for 
female  cases  dropped  to  only  15  percent.  All  of  this  has  occurred  at  the  same  time 
that  screening  activities  were  expanded  to  the  point  where  some  600, (K)0  tests 
were  being  performed  per  month.  These  trends  lead  us  to  predict  that  the  in- 
crease in  gonorrhea  will  be  halted  next  year. 

DISEASE  CONTROL — IMMUNIZATION 

In  our  budget  justification,  we  have  expressed  the  progress  of  our  immuniza- 
tion programs  in  terms  of  anticipated  increases  in  the  levels  of  protection  against 
measles,  rubella,  and  polio.  This  approach  gives  you  a good  measure  of  how  our 
programs  are  doing,  but  it  does  not  tell  you  what  is  happening  with  the  diseases. 
For  example,  in  1971  project  grant  support  for  the  measles  control  program  was 
reinitiated  when  the  number  of  reported  cases  of  measles  jumped  to  more  than 
75,000.  By  1973,  the  number  of  ca.ses  dropped  to  less  than  27,000  and  so  far  this 
year  we  have  seen  an  additional  33  percent  decline  when  compared  with  the  same 
period  in  1973. 

The  track  record  against  rubella  parallels  the  measles  experience.  More  than 
56.000  cases  of  rubella  were  reported  in  1970;  less  than  28,000  in  1973.  Reports 
this  year  indicate  a decrease  of  49  i>ercent  compared  to  the  same  period  in  1973. 

Disease  incidence  is  down,  but  our  job  is  far  from  over.  Indeed,  our  job  will  be 
harder  as  we  zero  in  on  specific  problem  areas. 

DISEASE  CONTROL ENVIRONMENTAL  HEALTH  HAZARDS 

Many  families  in  our  Nation’s  urban  areas  are  sharing  living  space  with  large 
rat  poimlations.  While  the  rat  problem  is  a symptom  of  broader  problems  of  urban 
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decay,  there  are  public  health  control  measures  that  can  be  undertaken.  The 
urban  rat  control  grant  program  was  begun  in  1969  and  is  now  serving  seven  mil- 
lion target  area  residents  in  59  communities.  The  goal  of  these  projects  is  to  re- 
duce rat  infestations  to  a maintenance  level  which  will  permit  a less  costly,  locally 
supported  program  operation.  By  the  end  of  3974,  we  will  have  reached  the  main- 
tenance level  in  50  percent  of  the  target  areas  and  will  increase  this  to  60  per- 
cent by  the  end  of  next  fiscal  year. 

Another  environmental  health  problem,  especially  in  our  urban  areas,  is  the 
result  of  the  fact  that  many  children  live  in  dilapidated  housing  which  is  likely 
to  contain  lead-based  paint.  It  is  estimated  that  600,000  children  actually  ingest 
enough  paint  to  have  elevated  blood  lead  levels.  All  of  these  children  are  at  risk 
of  developing  illnesses  which  vary  from  mild  symptoms  to  severe  mental  re- 
tardation and  death.  Although  the  long-term  solution  to  the  problem  is  to  elim- 
inate lead-based  paint  from  all  dwelling  units,  the  immediate  problem  of  pre- 
venting unnecessary  illness  and  suffering  must  be  continued.  Until  the  housing 
problem  is  solved,  public  health  efforts  must  be  concentrated  in  screening  activi- 
ties to  identify  those  children  who  have  elevated  blood  levels.  One  of  the  major 
obstacles  to  the  continued  success  of  the  screening  program  is  the  inadequate 
number  of  laboratories  capable  of  performing  blood  lead  analyses.  Therefore,  in 
1974,  using  1973  restored  funds,  we  will  be  making  grants  to  State  laboratories 
to  enable  them  to  develop  the  necessary  competence  in  this  area.  Solution  to  the 
public  health  problems  of  lead-based  paint  poisoning  depends  upon  such  a 
strengthening  of  State  public  health  laboratories. 

DISEASE  CONTROL — INVESTIGATIONS,  SURVEILLANCE,  AND  EPIDEMIC  AID 

When  the  Center’s  disease  investigations,  surveillance,  and  control  activities 
are  mentioned,  many  people  think  of  our  epidemic  intelligence  service.  This 
highly  trained  corps  of  epidemiologists,  or  “disease  detectives,”  respond  to  disease 
outbreaks  throughout  the  country,  or  overseas,  on  a moment’s  notice.  In  1974,  we 
estimate  that  they  will  have  been  involved  in  over  1,200  disease  investigations. 
Less  glamorous  perhaps  but  just  as  vital  are  the  longer  term  studies  that  may 
yield  new  disease  control  information,  new  prevention  techniques,  or  new  diag- 
nostic tests.  In  addition,  disease  prevention  and  control  efforts  rely  heavily  upon 
the  maintenance  of  an  effective  surveillance  system  which  provides  current 
intelligence  on  disease  developments.  Since  the  budget  document  gives  a good 
idea  of  the  scope  and  depth  of  these  activities,  I will  mention  just  a few  episodes 
which  serve  to  illustrate  our  approach  to  solving  disease  problems.  Last  sum- 
mer a large  outbreak  of  gastroenteritis  was  reported  aboard  a cruise  ship  op- 
erating in  the  Caribbean.  Most  of  the  700  passengers  and  more  than  half  the 
crew  of  300  were  stricken.  A team  of  physicians  and  labor atorians  were  dis- 
patched from  the  Center  to  meet  the  ship  on  its  arrival.  The  problems  was  iden- 
tified as  stemming  from  inadequate  chlorination  of  the  ship’s  water  supply. 
After  corrective  measures  were  taken,  the  vessel  was  able  to  resume  operations. 
The  incident  triggered  a general  investigation  of  health  and  sanitation  aboard 
cruise  ships.  In  mid-February,  there  was  a meeting  in  Atlanta  with  represent- 
atives from  the  cruise  ship  lines  to  discuss  ways  to  prevent  such  outbreaks. 

Another  example  can  serve  to  illustrate  the  value  of  an  effective  surveillance 
system.  In  the  first  11  months  of  1973,  only  five  cases  of  salmonella  easthourne 
were  rei>orted  to  CDC.  But  in  December  and  January,  44  cases  were  reported 
from  11  States.  Preliminary  investigation  implicated  Christmas  candy  as  the 
source  of  infection.  Joint  investigations  carried  out  by  State  and  local  health 
departments,  the  Food  and  Drug  Administration,  and  CDC  confirmed  the  early 
findings  and  identified  the  specific  product  in  question.  On  February  1,  FDA  an- 
nounced the  voluntary  recall  of  the  chocolate  candy  by  the  manufacturer. 

There  is  one  area  where  we  feel  we  have  fallen  short  and  that  is  in  the  preven- 
tion of  hospital  infections.  Improved,  rapid  reporting  of  hospitally  acquired  in- 
fections is  a prerequisite.  But  in  many  cases,  an  outbreak  has  come  and  gone 
before  we  are  a-ware  of  it.  While  retrospective  investigations  add  to  our  knowl- 
edge, we  are  not  able  to  apply  our  knowledge  in  preventing  illnesses.  To  prevent 
hospital  infections  will  require  changes  in  the  thousands  of  hospitals  across 
the  Nation.  To  bring  about  changes  in  hospital  procedures  in  the  face  of  rising 
hospital  costs,  we  must  be  able  to  demonstrate  that  preventive  measures  will 
work  and  will  have  an  economic  payoff.  In  1975,  10  additional  positions  have  been 
requested  for  this  purpose. 
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DISEASE  CONTROL LABORATORY  IMPROVEMENT 

The  passage,  in  1967,  of  the  Clinical  Laboratory  Improvement  Act  (GLIA) 
marked  a significant  step  forward  for  the  Centers  laboratory  improvement  ac- 
tivities. Laboratory  quality  standards  under  medicare  and  FDA  regulation  of 
certain  diagnostic  products  have  added  dimensions  to  the  Department’s  impact 
on  clinical  laboratory  performance.  In  1974,  another  milestone  was  reached. 
Under  an  agreement  between  CDC,  the  'Health  Services  Administration,  and  the 
Social  Security  Administration,  the  Center  is  developing  common  technical  labora- 
tory standards  that  will  be  applied  to  more  than  half  the  Nation’s  estimated 

12.000  clinical  laboratories.  In  addition  to  extending  the  coverage  of  the  labor- 
atory improvement  program,  we  are  continually  evaluating  its  effectiveness.  For 
example,  a recent  study  indicates  that  normal  laboratory  performance  may  be 
below  the  levels  reflected  in  the  proficiency  testing  we  do  as  a part  of  the  licensure 
program.  If  further  analysis  verifies  these  early  findings,  it  will  be  necessary 
to  revise  our  approach  to  the  monitoring  of  the  quality  of  laboratory  perform- 
ance. To  carry  out  this  expanded  program,  we  are  requesting  10  additional 
positions  in  1975. 

DISEASE  CONTROL — HEALTH  EDUCATION 

In  1975,  CDC  will  undertake  an  important  new  initiative  designed  to  provide 
leadership  and  coordination  of  health  education  activities  which  have  been  lack- 
ing across  the  range  of  Federal  health  programs  and  the  private  sector  as  well. 
In  doing  so,  we  plan  to  build  upon  and  expand  the  promising  educational  programs 
already  underway  in  the  Center’s  National  Clearinghouse  for  Smoking  and 
Health.  We  shall  be  working  closely  with  voluntary  and  professional  associations 
in  helping  to  launch  the  private-sector-based  National  Center  for  Health  Educa- 
tion which  was  called  for  in  the  President’s  special  health  message  to  the  Con- 
gress. At  the  same  time,  working  with  and  through  a special  interagency  health 
education  committee,  we  hope  to  bring  together  major  educational  efforts  of  many 
Federal  agencies  so  that  they  will  reenforce  each  other,  rather  than  compete  for 
public  time  and  attention. 

OCCUPATIONAL  SAFETY  AND  HEALTH 

The  impact  of  occupational  injuries  and  disease  is  staggering.  Over  14,000 
deaths  occur  each  year  from  job-related  injuries,  and  we  estimate  that  up  to 

100.000  deaths  can  be  attributed  ot  occui>ational  disease.  Workmen’s  comi)ensation 
costs  alone  average  $2.3  billion  per  year.  Working  through  the  Center’s  National 
Institute  for  Occupational  Safety  and  Health,  our  Department  complements  the 
activities  of  the  Department  of  Labor  whose  prime  function  in  this  area  is  to  set 
and  enforce  occupational  safety  and  health  standards.  In  other  words,  we  develop 
safety  and  health  criteria  which  are  used  by  the  Department  of  Labor  to  set 
safety  and  health  standards.  Under  the  Federal  Coal  Mine  Health  and  Safety  Act 
we  are  responsible  for  promulgating  health  standards  and  conducting  research 
on  health  problems  of  coal  miners,  while  the  Department  of  Interior  is  charged 
with  the  safety  responsibilities. 

The  development  of  occupational  health  criteria  is  a process  which  may  take 
many  years  depending  upon  the  extent  of  our  knowledge  about  a given  occupa- 
tional disease  or  hazard.  Therefore,  the  selection  of  research  areas  is  of  critical 
importance.  This  fall,  formalized  joint  program  planning  between  NIOSH  and 
the  Occupational  Safety  and  Health  Administration  was  instituted.  While  both 
organizations  would  benefit,  we  expect  a sharpening  of  our  research  objectives  so 
that  we  can  better  plan  the  research  which  should  be  undertaken  in-house  and 
that  which  should  be  supported  by  contract.  To  support  and  extend  the  impact  of 
its  research  activities,  NIOSH  conducts  surveillance  of  occupational  illnesses  and 
accidents,  provides  training,  carries  out  industrywide  studies,  and  responds  to 
requests  from  employers  and  employees  for  health  hazard  evaluation. 

In  1974,  NIOSH  personnel  responded  to  some  200  requests  for  health  hazard 
evaluations.  One  such  request  relating  to  a plant  engaged  in  vinyl  chloride 
polymerization  uncovered  an  unusually  high  number  of  cases  of  angiosarcoma  of 
the  liver  among  the  workers.  This  is  an  exceedingly  rare  tumor.  The  clustering  of 
cases  among  a small  number  of  workers  at  a single  plant  is  a most  unusual  event 
and  raises  the  possibility  of  some  work-related  carcinogen,  and  the  possibility  that 
the  problem  may  be  industrywide.  Epidemiologic  studies  are  now  underway  to 
determine  the  extent  of  the  problem  in  the  United  States.  For  1975,  we  have  re- 
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(luostod  nn  ndditional  40  positions  in  order  to  strenstlien  onr  in-lionse  research 
cni>jil)ilities. 

Mr.  Chnirinnn.  T will  he  happy  to  answer  any  (piestions  that  you  or  other  mem- 
bers of  the  eoininittee  may  have. 

Ml-.  Flood.  1 )o  you  ha\  e soiuoone  with  you  that  you  want  us  to  know  ? 

Dr.  Si  ':n(-kk.  Yes.  Dr.  Marcus  M.  Key,  the  Director,  National  In- 
stitute for  Occu]>atioual  Safety  and  TTealth;  Mr.  James  D.  Bloom,  Ex- 
ecutive Oflicei-,  Center  foi*  Disease  Control,  on  my  left;  and  Mr.  Claude 
F.  Pickelsimer,  fir.,  (inancial  management  oflicer  of  the  C^enter  for  Dis- 
ease Conti*ol. 

]\fr.  Flood.  T see  you  liave  a prepared  statement  here  which  we  have 
examined  at  some  length,  so  we  will  question  you  and  see  how  your  an- 
swei-s  a re  this  morning.  The  statement  will  be  inserted  in  the  record  fol- 
lowing: your  biographical  sketch. 

i*KOOR.\]\rs  supported 

This  appropriation,  of  course,  supports  several  activities,  such  as  dis- 
ease control,  infectious  diseases,  rat  control,  lead-based  paint  poisoning, 
lalx>ratory  improvements,  and  occupational  safety  and  health. 

VENEREAL  DISEASE 

On  this  miatter  of  venei-eal  disease,  take  a look  at  page  110  of  your 
justifications.  There  is  stated:  “Venereal  diseases  are  epidemic  in  the 
ITnited  States.” 

AVe  ha  ve  been  listening  to  that  for  several  yeai-s.  I believe  that  is  ex- 
actly what  you  told  us  last  year.  If  it  is  true,  why  are  you  requesting 
exactly  the  same  funding  in  1975  that  you  had  available  in  1974? 

Dr.  Sencer.  AVe  are  requesting  the  same  funding  level,  Mr.  Chair- 
man, because,  we  are  through  with  our  startup  phase  of  the  program, 
and  are  now  actively  engaged  in  all  project  areas.  I think  if  you  will 
notice  in  our  opening  statement  that  we  do  point  out  that  while  it  is  epi- 
demic, we  are  Ix'ginning  to  see  some  signs  of  improvement.  Actually, 
infectious  syphilis  in  the  first  0 months  of  this  fiscal  year  has  declined. 
This  is  the  first  time  since  1909  that  we  have  seen  a decline  in  the  rate 
of  infectious  syphilis  in  this  country.  AA^e  attribute  that  to  the  fact  that 
there  has  Ix^en  an  incicased  effort  in  the  ai*ea  of  gonorrhea  as  well  as  of  | 
syphilis,  and  we  think  that  by  treating  the  many  cases  of  gonorrhea  ; 
now,  we  are  preventing  syphilis  from  occurring.  Tlie  incubation  period 
for  syphilis  is  considerably  longer  than  for  gonori'hea,  so  that  if  an 
individual  has  contracted  the  two  diseases  simultaneously,  by  ti*eating 
his  gonorrhea  we  have  also  treated  syphilis  before  it  has  made  its 
clinical  appearance. 

Mr.  Flood.  Are  you  doing  enough  to  infonn  the  public? 

Dr.  Sencer.  Yes.  AA^e  have  been  making  a concerted  effort  both  with 
the  medical  profession  and  the  public  in  the  past  year.  AA^e  have  been 
publishing  in  a variety  of  journals,  information  on  the  severity  of 
gonorrhea  if  it  is  unti-eated,  ]iarticularly  in  women.  AA^e  estimate  that 
the  amount  of  gonon-hea  that  we  have  treated  in  asymiitomatic  women 
this  past  year  has  prevented  about  $60  million  wortb  of  hosptialization 
for  the  treatment  of  pelvic  inflammatory  disease  in  women.  This  year 
we  have  undertaken,  with  the  JC’s,  an  intensive  nationwide  program 
to  inform  the  public  through  local  means. 

Mr.  Fix>od.  I have  seen  a good  deal  of  publicity  about  that.  That 
is  very  good. 
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Dr.  Sencer.  Yes.  We  also  have  a nationwide  prog'ram  now  called 
Operation  Venus,  which  is  funded  by  the  Public  Health  Service  but 
operated  by  a teenage  ^roup  in  Philadelphia.  I think  I have  mentioned 
this  before.  We  have  now  gone  nationwide  with  this  program  where 
any  teenager  who  is  concerned  about  venereal  disease,  can  call  Phil- 
adelphia not  on  an  open  line  but  on  a free  telephone  line,  and  get 
information  about  what  he  should  do  in  his  local  community. 

Mr.  Flood.  I remember  discussing  this  a couple  of  years  ago.  What 
are  you  doing  with  public  education  concerning  the  misunderstanding 
about  catching  V.D.  from  toilet  seats,  the  faucet  in  the  bathroom,  and 
all  these  kinds  of  things.  You  remember  the  long  list,  all  those  talks 
and  ideas,  whatever  they  were.  Are  you  still  with  those  things,  do  you 
just  blush  those  off,  or  what  ? 

Dr.  Sencer.  I think  the  public  has  become  considerably  more  sophis- 
ticated in  terms  of  what  can  be  said  and  how  it  can  be  said  in  public 
about  diseases  that  are  sexually  transmitted.  In  areas  where  venereal 
disease  is  particularly  prevalent,  in  the  inner  city  areas,  in  society 
groups  who  have  different  life  styles,  there  have  been  a number  of 
imaginative 

Mr.  Fix)Od.  Society  groups? 

Dr.  Sencer.  I am  thinking  of  some  of  the  hippie  communes,  the 
people  who  have  different  life  styles,  where  we  do  find  higher  rates 
of  venereal  disease.  There  have  been  many  imaginative  approaches 
to  publicizing  the  true  nature  of  venereal  disease,  the  true  nature 
of  its  transmission. 

Mr.  Fix>od.  Mrs.  Green  couldn’t  be  present  here  this  morning.  She 
had  a prior  commitment.  She  asked  me  to  address  this  question  to  you. 

Last  year  we  had  a discussion  of  the  reasons  why  you  were  pro- 
posing to  screen  only  women  and  not  men  for  gonorrhea.  I believe 
your  answer  was  that  women  may  have  this  disease  without  any  ap- 
parent symptoms,  but  that  men  who  have  it  are  likely  to  have  painful 
symptoms  and  to  seek  medical  care.  Are  you  aware  of  the  studies 
which  were  recently  reported  in  the  newspapers,  which  found  that 
many  men  carry  gonorrhea  without  knowing  it  because  they  have  no 
symptoms?  Would  these  findings  cause  you  to  change  your  policy 
with  respect  to  screening  of  men  as  well  as  of  women  for  venereal  dis- 
eases, especially  gonorrhea  ? 

Dr.  Sencer.  Yes,  sir. 

Mr.  Flood.  T want  to  insert  in  the  record  at  this  point  an  article 
from  the  Los  Angeles  Times  of  March  3,  1974  entitled  “Symptomless 
Vp  in  Men  Eeported”  as  well  as  another  article  from  the  Yew  York 
Times  of  January  20,  1974,  “Some  Gonorrhea  Lacks  Signs.” 

[The  information  follows :] 

[From  the  New  York  Times,  Jan.  20,  1974] 

Some  Gonorrhea  in  Men  Lacks  Sign 

STUDY  FINDS  MORE  UNKNOWN  CARRIERS  THAN  SUSPECTED 

(By  Lawrence  K.  Altman) 

A team  of  University  of  Washington  doctors  has  found  from  a study  of 
civilians'  and  soldiers  that  many  more  men  than  previously  believed  are  un- 
known carriers  of  gonorrhea.  Public  health  officials  say  that  this  venereal  dis- 
ease has  reached  epidemic  proportion  in  many  countries. 
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In  a report  of  this  week’s  issue  of  The  New  England  Journal  of  Medicine,  the 
Seattle  doctors  said  that  “a  major  factor  in  the  current  gonorrhea  pandemic  is 
the  failure  of  physicians  to  identify  and  treat”  symptomless  male  carriers  of 
the  bacterium  that  causes  gonorrhea.  New  York  City  venereal  disease  experts 
have  found  similar  results  from  an  unpublished  pilot  study. 

The  culture  test  used  to  detect  gonorrhea  is  generally  not  part  of  a routine 
medical  examination. 

Findings  from  such  studies  have  led  epidemiologists  to  develop  the  concept 
that  the  symptomless  man  or  woman  is  just  as  important  as  the  person  with 
clinical  symptoms  in  spreading  gonorrhea  to  a sex  partner — ^in  whom  symptoms 
may  or  may  not  develop. 

Question  of  mass  tests 

Accordingly,  the  U.S.  Public  Health  Service  has  recommended  that  physicians 
pay  more  attention  to  treating  sexual  partners  of  gonorrhea  patients. 

Also,  the  findings  have  raised  the  question  among  public  health  doctors 
whether  costs  of  mass  screening  tests  to  detect  symptomless  male  gonorrhea 
carriers  would  be  worth  the  benefits  of  reducing  the  impact  of  the  disease. 
Complications  of  gonorrhea  can  be  so  serious  as  to  produce  kidney  failure, 
arthritis,  sterility,  heart  damage  and  even  meningitis.  Most,  but  not  all,  such 
complications  follow  symptomatic  gonorrhea. 

Because  most  previous  studies  have  shown  that  only  a small  proportion  of 
male  contacts  of  women  with  gonorrhea  have  symptomless  infections,  the  Seattle 
doctors  said  that  “the  main  thrust  of  current  efforts  to  control  gonorrhea  is  the 
identification  of”  symptomless  female  carriers  by  encouraging  doctors  to  do 
screening  tests  for  gonorrhea. 

More  testing  urged 

Doctors  should  test  more  men  and  women  for  gonorrhea,  the  Seattle  team — 
Dr.  H.  Hunter  HandSfield,  Dr.  Timothy  O.  Lipman,  Dr.  James  P.  Harnisch, 
Evelyn  Tronca,  and  Dr.  King  J.  Holmes — said  on  the  basis  of  its  findings. 

As  one  part  of  their  study,  these  doctors  detected  gonorrhea  in  40  percent  of 
symptomless  male  contacts  of  women  with  gonorrhea  who  had  been  treated  at 
Seattle-King  County  veneral  disease  clinics. 

To  be  certain  that  they  had  detected  symptomless  carriers  and  not  patients 
incubating  clinical  infections,  the  doctors  asked  28  such  patients  to  refrain  from 
accepting  therapy  so  the  natural  course  of  these  infections  could  be  documented.  I 
The  patients  voluntarily  agreed  to  do  so  for  periods  ranging  from  7 to  165  days.  | 
Of  the  28  volunteers,  18  remained  symptomless.  Then  the  patients  were  treated,  j 

Study  of  soldiers  | 

This  phase  of  the  study  led  the  doctors  to  conclude  that  such  infections  tend  | 
to  persist  and  to  remain  without  symptoms,  and  that  cultures  taken  from  the 
front  part  of  the  urethera  (the  tube  through  which  urine  passes  out  the  penis)  j 
are  the  best  method  of  detection.  { 

The  doctors  then  studied  2,628  sexually  active  soldiers  undergoing  routine  i 
physical  examinations  at  Madigan  Army  Medical  Center  in  Tacoma  and  found  ' 
that  59,  or  2.2  percent  had  gonorrhea.  Of  these,  68  percent  were  symptomless 
infections.  The  investigators  also  documented  that  some  of  these  men  who  har- 
bored symptomless  gonorrhea  infections  had  spread  symptom-causing  infections  I 
in  women.  I 

The  doctors  said  that  the  previous  failure  to  recognize  the  importance  of 
symptomless  infections  in  men  had  led  to  two  misconceptions. 

The  first  is  that  gonorrhea  is  almost  always  symptomless  in  the  female  and  i 
symptomatic  in  the  male.  The  infection  can  by  symptomatic  or  symptomless  in  ! 
either  sex,  the  doctors  stressed.  ! 

The  second  misconception  is  that  men  get  gonorrhea  from  women  with  chronic 
symptomless  infections  but  that  women  get  gonorrhea  from  men  with  incubating 
or  symptomatic  infections.  Although  seldom  verbalized,  this  misconception  has  I 
served  as  a basis  for  public  health  practices  and  has  led  to  an  attitude  that  it  is  j 
futile  to  trace  male  sexual  contacts  of  women  with  gonorrhea,  because  the  male 
will  develop  symptoms  and  seek  treatment. 

Dr.  Vernal  Cave  of  the  New  York  City  Health  Department  argeed  in  a tele-  i 
phone  interview  that  symptomless  infections  in  men  “were  more  of  a problem 
than  originally  believed.”  He  said  that  the  department  was  undertaking  a study 
designed  to  help  reduce  the  impact  from  symptomless  gonorrhea  infections.  j 
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[From  the  Los  Angeles  Times,  Mar.  3,  1974] 

Symptomless  VD  in  Men  Reported 
(By  Harry  Nelson) 

San  Francisco. — After  many  years  of  believing  that  only  females  can  be 
symptomless  carriers  of  gonorrhea,  doctors  now  have  learned  that  males  also 
can  be  unknowing  carriers. 

Dr.  King  K.  Holmes  of  the  University  of  Washington  told  the  California 
Medical  Association  meeting  here  that  about  two-thirds  of  all  males  in  the 
community  with  gonorrhea  have  no  symptoms. 

Venereal  disease  authorities  have  said  that  males  almost  always  have  symp- 
toms which  alert  them  to  seek  treatment. 

Females,  they  have  said,  sometimes  have  symptoms,  but  often  do  not.  This 
reservoir  of  undetected  and  untreated  females  is  seen  as  part  of  the  reason  it 
has  been  so  hard  to  wipe  out  gonorrhea. 

The  discovery  by  the  University  of  Washington  team  that  males  can  have 
the  disease  without  symptoms  has  important  implications  in  venereal  disease 
control. 

Holmes  said  one  implication  is  for  women  who  voluntarily  go  to  private  phy- 
sicians for  treatment  because  they  have  symptoms. 

Sixty  percent  of  these  self-referred  women  are  infected  by  males  who  had 
no  symptoms,  he  said. 

Treating  these  women  is  not  effective,  he  said,  because  they  probably  will 
become  reinfected  by  the  same  symptomless  males. 

Untreated  gonorrhea  is  a major  cause  of  infertility  in  females  because  of 
the  scarring  action  it  causes  in  fallopian  tubes.  It  is  also  associated  with  some 
forms  of  arthritis. 

Dr.  Sencer.  Yes,  sir,  we  are  very  familiar  with  those  studies  since 
we  either  support  them  or  did  them  ourselves.  In  one  study  of  men 
in  venereal  disease  clinics  who  had  no  symptoms  we  found  11  percent 
of  these  men  to  be  positive  on  culture.  In  another  group  of  men  who 
had  no  symptoms  but  who  had  been  named  as  a sexual  partner  of 
women  with  gonorrhea  it  was  as  high  as  50  percent,  so  we  are  adjust- 
ing our  policies  to  include  screening  of  asymptomatic  men  who  ap- 
pear in  situations  such  as  venereal  disease  clinics  or  who  are  named 
as  contacts. 

RAT  CONTROL  PROGRAMS 

Mr.  Flood.  How  about  rat  control?  How  much  of  the  cost  of  the 
ongoing  rat  control  projects  are  the  local  governments  picking  up  ? 

Dr.  Sencer.  The  guidelines  are  that  the  local  government — did 
you  say  rats,  or  lead,  sir  ? 

Mr.  Flood.  Kat  control  projects. 

Dr.  Sencer.  At  the  present  time  49  percent  of  the  costs  of  the  rat 
control  program  are  being  paid  by  local  support.  When  the  program 
was  initiated  in  1969,  it  was  only  around  27  percent,  so  we  have 
doubled  the  amount  of  local  support  going  into  the  rodent  control 
program. 

Mr.  Flood.  Do  you  find  that  amount  increasing? 

Dr.  Sencer.  It  is  getting  difficult  to  get  it  increased  more.  Last 
year  it  was  45,  this  year  it  is  49  percent. 

Mr.  Flood.  In  my  district  last  Friday  I went  to  a luncheon  of  the 
first  anniversary  of  the  vector  control  program.  I asked  him  how 
are  you  doing  on  your  rats.  This  is  apparently  pretty  well  received. 

Dr.  Sencer.  Yes. 

Mr.  Flood.  Because  instead  of  being  in  the  inner  city  of  the  large 
cities,  this  was  in  the  area  there  which,  of  course,  is  not  a large  city. 
It  was  spreading  out  through  the  areas.  They  indicated  the  purpose 
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and  intent  of  the  program  is  to  reach  out  beyond  the  inner-city  area, 
the  large  city  area.  They  have  an  operation  in  Pittsburgh,  of  course, 
and  in  Philadelphia  and  so  on  in  region  3,  and  in  Baltimore,  Md.,  and 
Norfolk,  but  here  is  an  operation  going  on  for  years  very  successfully 
in  what  is  not  a large  city  area.  What  are  you  doing  about  that  ? Are 
you  spreading  this  out  ? 

Dr.  Sencer.  As  we  get  more  and  more  of  the  programs  into  the 
maintenance  phase,  where  the  Federal  dollar  is  not  as  important,  we 
are  trying  to  get  out  into  some  of  the  areas  where  rats  ^re  a problem 
that  is  not  quite  as  dramatic  as  in  the  inner  cities  of  New  York  and 
Chicago.  We  do  have  programs  in  several  of  the  smaller  communities 
in  upstate  New  York,  and  actually  we  have  been  able  to  get  the  Fed- 
eral Government  disengaged. 

Mr.  Flood.  As  a result  of  this  local  government  funding,  will  you 
be  able  to  initiate  new  projects  in  1975  with  this  budget? 

Dr.  Sencer.  Yes,  we  anticipate  new  projects.  I think  seven  new 
projects  will  be  initiated. 

Mr.  Flood.  Will  the  local  governments  eventually  pick  up  the  cost 
of  these  ? 

Dr.  Sencer.  We  feel  that  this  is  essential.  This  is  built  into  the 
regulations  that  we  have  promulgated  for  the  rodent  control  program. 
As  I say,  in  upstate  New  York,  two  cities  have  been  able  to  pick  it  up 
so  far.  The  initial  intent  of  the  program  was  for  5 years  of  Federal 
support ; we  feel  that  in  some  instances  we  may  have  to  go  as  far  as  7. 

Mr.  Flood.  What  cities  ? 

Dr.  Sencer.  Binghamton  was  one  of  them,  and  I will  have  to  give 
for  the  record  the  others. 

[The  information  follows:] 

Names  of  cities  that  have  picked  up  total  cost  of  rat  control  projects:  Bing- 
hamton, N.Y.,  and  Poughkeepsie,  N.Y. 

Mr.  Flood.  What  is  the  total  number  of  rat  control  projects  funded 
in  1974  ? Will  you  insert  in  the  record  where  these  projects  are  located  ? 

Dr.  Spencer.  Yes.  We  have  projects  in  59  communities.  We  will  in- 
sert it  for  the  record. 

Mr.  Flood.  And  where  you  expect  to  have  new  ones  in  1975. 

[The  information  follows :] 

Fiscal  Years  1974  and  1975 

Grant  funds  are  increasingly  used  to  initiate  new  rat  control  projects  with 
shorter  time  frames  for  reaching  a maintenance  level  of  control.  During  fiscal 
year  1975,  funds  will  be  available  to  support  approximately  seven  new  projects. 

It  is  anticipated  that,  in  addition  to  those  communities  which  have  already  ap- 
plied for  funds  but  have  not  received  support,  other  communities  will  request  rat 
control  funds.  Since  grants  are  awardel  on  the  basis  of  merit  of  proposed  proj- 
ects and  available  funds,  the  exact  location  of  communities  to  be  funded  will  not 
be  known  until  some  time  in  fiscal  year  1975.  A list  of  existing  grants,  and  the  ! 
communities  which  they  serve,  follows : j 
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Grantees  {SJ^)  and  communities  (59) 


1.  State  of  Arkansas  : 

(а)  Little  Rock. 

( б ) Pine  Bluff. 

(c)  Hot  Springs. 

(d)  Burdette. 

2.  San  Francisco  Bay  Area  Health  As- 

sociation : 

(a)  East  Palo  Alto. 

( &)  Richmond. 

3.  San  Francisco,  Calif. 

4.  Economic  Opportunity,  Inc.,  At- 

lanta, Ga. 

5.  Chicago,  111. 

6.  Indianapolis,  Ind. 

7.  Fort  Wayne,  Ind. 

8.  Kansas  City,  Kans. 

9.  New  Orleans,  La. 

10.  Baltimore,  Md. 

11.  Worcester,  Mass. 

12.  Flint,  Mich. 

13.  Kansas  City,  Mo. 

14.  St.  Louis.  Mo. 

15.  State  of  New  Jersey : 

(a)  Camden. 

(&)  Hoboken. 

(c)  Jersey  City. 

(d)  Newark. 

(e)  Paterson. 

(/)  Plainfield. 

(^7)  Trenton. 

16.  State  of  New  Mexico : 

(a)  Tucumcari 
(&)  Albuquerque 

(c)  Clovis. 

( d ) La.s  Cruces. 


16.  State  of  New  Mexico — Continued 

(e)  Raton. 

(/)  Alamagordo. 

17.  State  of  New  York : 

(a)  Binghamton. 

(b)  Buffalo. 

(c)  New  York  City. 

(d)  Poughkeepsie. 

(e)  Rochester. 

(f)  Syracuse. 

(g)  Cohoes. 

18.  Charlotte,  N.C. 

19.  Cleveland,  Ohio. 

20.  Tulsa,  Okla. 

21.  Chester,  Pa. 

22.  Northeast  Pennsylvania  Vector  Con- 
trol Association : 

(a)  Hazel  ton  City. 

(b)  Wilkes-Barre  City. 

(c)  Scranton. 

(d)  Luzerne  County. 

(e)  Nanticoke  City. 

(f)  Lackawana  County. 

23.  Philadelphia,  Pa. 

24.  Allegheny  County  (Pittsburgh,  Pa.). 

25.  York,  Pa. 

26.  Nashville,  Tenn. 

27.  Memphis,  Tenn. 

28.  Houston,  Tex. 

29.  Norfolk,  Va. 

30.  Seattle,  Wash. 

31.  Milwaukee,  Wis. 

32.  War  on  Rats,  Washington,  D.C. 

33.  Youth  Pride,  Inc.,  Washington,  D.C. 

34.  San  Juan,  P.R. 


LEAD-BASED  PAINT 

Mr.  Flood.  On  lead-based  paint,  your  budget  request  this  year  for 
lead-based  paint  is  the  same  level  as  last  year.  You  also  state  there  are 
2.5  million  children  in  the  United  States  who  are  at  risk.  How  many 
of  these  2.5  million  children  will  you  be  able  to  screen  with  this 
budget? 

Dr.  Sencer.  So  far,  sir,  we  have  screened  over  25  percent  of  the 
children  at  risk  since  the  program  was  started.  Actually  this  year  there 
will  be  an  additional  expenditure  because  of  some  one-time  money 
that  will  allow  us  to  get  all  of  the  State  health  department  labora- 
tories in  a position  where  they  can  provide  screening.  We  are  looking 
at  ways  in  which  the  screening  process  can  become  cheaper.  There  are 
tests  available  that  are  being  evaluated  at  the  present  time  which  may 
be  a more  sensitive  index  of  exposure  to  lead,  but  at  considerably  less 
cost. 
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Also  this  past  year  the  title  19  program  of  early  childhood  screening 
has  incorporated  into  it  provisions  for  screening  for  lead-based  paint, 
that  without  additional  expenditures  in  this  account,  we  feel  that 
we  will  be  reaching  more  children. 

Mr.  Flood.  Do  any  of  the  other  service  programs,  the  neighborhood 
health  centers,  the  maternal  and  child  health  centers,  family  health 
centers  and  so  on  perform  the  routine  screening  on  this  population 
to  detect  elevated  blood  levels  ? 

Dr.  Sencer.  We  have  not  encouraged  too  much  of  this  to  date,  Mr. 
Chairman,  because  of  the  unavailability  of  laboratory  services 

Mr.  Flood.  You  say  you  do  not  ? 

Dr.  Sencer.  We  have  not,  no,  sir. 

Mr.  Flood.  Why  not  ? Don’t  they  have  the  capability  to  peform  these 
tests? 

Dr.  Sencer.  No.  This  is  a very  difficult  test  to  perform.  It  takes  very 
expensive  equipment,  and  until  we  get  the  State  health  departments  in 
a position  where  they  can  pro\dde  this  testing  on  a centralized  basis, 
we  have  not  been  encouraging  too  much  activity  outside  of  those  areas 
which  we  specifically  support. 

Mr.  Flood.  You  state  in  your  budget  justifications  for  the  lead- 
based  program  that  emphasis  will  be  on  developing  the  necessary 
laboratory  competence  in  blood  lead  analysis  in  the  States,  and  the 
commimities.  How  are  you  going  to  go  about  that  ? 

Dr.  Sencer.  We  do  have  funds  available  this  year  to  provide  a grant 
to  each  State  health  department  that  will  gear  it  up  with  equipment 
and  with  trained  personnel  to  provide  these  services. 

Mr.  Flood.  We  have  talked  about  this  lead-based  thing  for  several 
years,  and  how  tough  it  is  and  how  hard  it  is  to  conduct  these  tests. 
Is  anybody  taking  a look  at  that  ? Has  anyone  been  able  to  develop  an 
inexpensive  test  for  detecting  lead  in  blood  ? 

Dr.  Sencer.  Yes,  sir.  We  are  evaluating  this  year,  as  I mentioned,  a 
new  test  that  has  been  developed  that  is  considerably  more  sensitive 
and  easy  to  perform  and  may  reduce  the  cost  by  over  50  percent. 

LABORATORY  IMPROVEMENT  PROGRAM 

Mr.  Flood.  I would  hope  so.  On  laboratory  improvement,  that  is  on 
page  118  of  your  budget  justifications,  you  state  that  the  standards 
as  defined  in  the  Clinical  Laboratories  Improvement  Act  will  be 
applied  to  an  estimated  1,150  laboratories.  How  many  laboratories 
across  the  country  are  covered  by  the  act  ? 

Dr.  Sencer.  Currently  there  are  around  1,200  laboratories  covered 
by  the  act.  This  is  out  of  a universe  of  14,000  laboratories  of  which 
7,000  are  in  hospitals  that  are  covered  by  medicare  regulations. 

Mr.  Flood.  When  do  you  expect  to  have  all  these  laboratories  tested, 
as  required  by  the  act  ? 

Dr.  Sencer.  These  are  the  laboratories  that  are  required  by  the  act, 
sir.  The  other  laboratories  are  laboratories  that  do  not  provide  services 
in  interstate  commerce.  Our  concern  is  that  we  need  to  extend  similar 
coverage,  not  necessarily  through  additional  legislation  but  by  utiliz- 
ing the  medicare  certification  to  extend  the  types  of  services  that  are 
provided  to  laboratories  in  interstate  commerce  to  all  laboratories 
that  we  can  reach. 
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Mr.  Flood.  What  about  capability?  Does  the  capability  for  doing 
more  in  terms  of  laboratory  improvement  exist  today  ? 

Dr.  Sexcer.  Yes.  The  capability  exists  if  you  combine  the  efforts  of 
the  Federal  Government  and  the  State  governments.  We  are  currently 
working  with  the  Bureau  of  Quality  Assurance,  and  the  Bureau  of 
Health  Insurance,  in  the  Social  Security  Administration,  to  link  the 
two  programs  so  that  we  have  common  high  standards  of  laboratory 
services  in  all  independent  laboratories. 

Mr.  Flood.  How  do  you  characterize  the  proficiency  level  of  the  labs 
that  you  have  tested  say  in  the  past  year? 

Dr.  Sexcer.  We  have  demonstrated  that  is  improving  in  most  of  the 
fields.  We  do  have  some  areas  of  considerable  concern,  and  we  are  look- 
ing into  these. 

One  of  the  areas  is  that  we  know  when  a laiboratory  gets  a pro- 
ficiency testing  specimen,  to  find  out  how  good  it  is,  it  puts  its  best 
technician  to  work  on  that  specimen.  What  we  are  measuring  in  the 
interstate  laboratory  program  is  the  best  level  of  effort. 

Mr.  Flood.  You  talk  about  the  States.  What  role  do  the  State  health 
departments  play  in  your  laboratory  improvement  program? 

Dr.  Sexcer.  State  health  departments  are  the  backbone  of  the  labo- 
ratory improvement  program.  As  I say,  we  can  only  reach  a limited 
number  of  laboratories,  and  we  work  with  the  States  so  that  they  in 
turn  can  put  on  training  courses  for  laboratories  within  their  States, 
can  do  proficiency  testing  for  laboratories  within  their  States.  We  are 
working  to  provide  them  an  inspection  manual  so  that  we  are  perform- 
ing inspections  in  a similar  manner  at  a high  standard  throughout  the 
country. 

Mr.  Flood.  By  the  way,  do  these  laboratories  pay  you  for  conducting 
these  proficiency  tests  ? 

Dr.  Sexcer.  No,  sir.  The  laboratories  that  are  in  interstate  com- 
merce pay  a licensing  fee,  but  the  proficiency  testing  is  done  on  a 
voluntary  basis  with  no  charge. 

COMMERCIAL  PACKAGED  REAGENTS 

Mr.  Flood.-  Again  in  your  justifications  you  state  that  you  are  test- 
ing commercial  packaged  reagents.  Do  you  do  this  routinely,  and  do 
you  do  it  prior  to  the  item  being  marketed  ? 

Dr.  Sexcer.  For  a few  reagents  we  have  a complete  premarket  clear- 
ance. A case  in  point  is  the  serum  that  is  used  to  diagnose  rubella 
(German  measles).  We  feel  that  much  of  the  serologic  testing  for 
German  measles  is  being  done  in  women  who  are  pregnant  to  make 
a determination  whether  she  may  have  contracted  the  disease  in  the 
early  stages  of  pregnancy.  This  may  lead  to  a deformed  baby, 
and  we  feel  that  this  is  a sensitive  enough  issue  that  all  material  that 
goes  on  the  market  should  be  tested. 

In  other  areas,  we  are  working  with  the  Food  and  Drug  Administra- 
tion ; we  develop  the  scientific  criteria  for  evaluating  the  products,  and 
then  they  enforce  them. 

Mr.  Flood.  How  many  new  commercial  package  reagents  come  on 
the  market  each  year  ? 

Dr.  Sexcer.  I will  have  to  supply  that  for  the  record,  sir.  It  is  an 
astounding  number.  It  is  a burgeoning  industry,  and  one  which  truly 
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is  frightening  in  some  respects,  because  any  physician  can  buy  one  of 
these  packaged  diagnostic  tests  and  do  it  in  his  office  with  untrained 
personnel.  We  are  working  very  closely  with  the  Food  and  Drug  Ad- 
ministration to  control  the  quality  of  the  reagents  that  are  put  into 
these  kits. 

[The  information  follows :] 

Number  of  New  (Commercial  Package  Reagents  Coming  on  the  Market  Each 

Year 

We  will  not  be  able  to  derive  an  accurate  answer  to  this  question  until  after 
the  Food  and  Drug  Administration  labeling  requirements  for  in  vitro  diagnostic 
products  become  effective  in  September  1974.  However,  it  is  estimated  that  the 
number  will  exceed  10,000  individual  products.  The  Communicable  Disease  Cen- 
ter has  been  accumulating  data  on  diagnostic  kits  for  several  years.  Our  infor- 
mation indicates  that  between  1971  and  1972  the  number  of  these  kits  increased 
from  1,233  to  1,499 — an  increase  of  266,  or  21.5  percent. 

DISEASE  CONTROL  ACTIVITIES 

Mr.  Flood.  On  this  matter  of  disease  control,  you  are  asking  for  10 
new  jobs  here  for  your  disease  investigations,  surveillance,  and  con- 
trol activities.  Why  do  you  need  10  new  positions  when  you  have  now 
1,495. 

Dr.  Sencer.  Yes,  sir.  This  is  a new  area  of  considerable  activity 
concerned  with  the  prevention  of  infections  caused  in  hospitals. 

Mr.  Flood.  Let’s  put  two  questions  together  then.  In  your  general 
statement  you  say,  “There  is  one  area  where  we  feel  we  have  fallen 
short.  That  is  in  the  prevention  of  hospital  infection.”  Put  the  two 
questions  into  one  and  show  us  how  will  this  budget  help  you  address 
that  problem? 

Dr.  Sencer.  We  estimate  that  5 percent  of  all  admissions  to  general 
acute  care  hospitals  develop  an  infection  while  they  are  in  the  hospital, 
and  that  this  adds  an  average  of  3 days  to  the  hospital  stay.  At  the  cost 
of  a day  of  hospitalization  you  can  see  what  this  adds  up  to  in  terms 
of  drain  on  the  medical  dollar  as  well  as  suffering  for  the  individual. 

We  are  in  the  process  of  developing  a system  using  sentinel  hospitals 
across  the  country,  some  83  sentinel  hospitals  that  are  developing  a 
common  reporting  system. 

Mr.  Flood.  WTiat  is  a sentinel  hospital  ? 

Dr.  Sencer.  It  is  a poor  choice  of  words.  It  is  a hospital  that  has 
agreed  to  voluntarily  report  to  us  all  infections  that  occur  within  the 
hospital,  with  certain  basic  data,  so  that  we  can  try  and  pick  up  early 
indications. 

Mr.  Flood.  What  can  we  do  to  make  all  hospitals  report  to  you 
whether  they  like  it  or  not  ? 

Dr.  Sencer.  I would  hate  to  see  a system  as  great  as  that,  because 
this  would  mean  so  many  million  reports  of  infections  coming  in  a 
year.  That  would  be  awfully  difficult  to  digest.  We  think  that  with 
about  80  hospitals  that  we  have  at  the  present  time,  we  can  get  sensitive 
enough  information  to  pick  up  problems  that  are  beginning  to  occur. 
A good  example  of  this  has  been  the  recent  report  in  two  or  three 
hospitals  that  reported  to  us  a sudden  increase  in  hepatitis  in  individ- 
uals who  had  been  receiving  a certain  biological  product.  We  were  able, 
starting  with  the  three  or  four  cases,  to  look  at  the  people  who  had 
received  this  biologic  product  across  the  country  and  had  found  that 
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it  was  contaminated  with  the  virus  of  hepatitis  and  the  Food  and 
Drug  Administration  has  issued  a recall. 

HEALTH  EDUCATION  PROGRAM 

Mr.  Flood.  With  reference  to  a health  education  program  you  are 
requesting  an  additional  $1.3  million  in  fiscal  year  1975  for  a national 
health  education  program.  Will  you  tell  the  committee  what  this  is 
and  why  is  there  a need  for  such  a program  ? 

Dr.  Senger.  Let  me  explain  the  $1.3  million,  sir.  A part  of  the  cur- 
rent budget  is  for  the  National  Clearinghouse  of  Smoking  and  Health. 
The  increase  for  1975  expands  beyond  that  program.  As  Dr.  Edwards 
mentioned  yesterday,  the  President’s  Committee  on  Health  Education 
pointed  out  that  there  was  no  concerted  effort  being  made  in  this 
country  to  provide  education  to  the  consumers  of  health  services.  We 
have  many  splinter  tilings  that  are  going  on.  We  have  educational 
programs  that  go  along  with  our  venereal  disease  program  which 
are  very  important.  We  have  educational  programs  that  go  along 
with  hypertension,  but  there  is  no  program  that  is  really  aimed  at 
educating  the  consumer  on  how  best  he  can  use  the  health  care  system 
to  stay  in  good  health  or  get  care  at  an  early  stage  if  needed. 

The  program  that  is  envisioned  is  not  a categorical  health  education 
program  that  will  take  over  the  educational  activities  being  done  by 
voluntary  agencies  or  by  other  parts  of  the  Public  Health  Service, 
but  will  aim  at  groups  that  are  not  getting  good  health  education  at 
the  present  time. 

For  example,  school  health  education  of  elementary  school  children 
is  very  inadequate  at  the  present  time.  I have  seen  the  things  that 
my  own  children  bring  home.  There  are  cartoon  books  about  nutrition 
that  are  giving  very  bad  information. 

Another  example:  At  the  present  time,  the  high  risk  group  for 
high  blood  pressure,  for  cancer  of  the  cervix,  for  gonorrhea,  for  cancer 
of  the  lung  is  black  women.  The  highest  rates  of  all  of  these  diseases 
are  seen  in  black  women.  There  needs  to  be  a concerted  effort  through 
neighborhood  groups  to  bring  to  black  women  better  information  about 
their  health.  We  see  the  need  for  developing  programs  for  specific 
population  groups  rather  than  specific  diseases. 

Also,  as  Dr.  Edwards  mentioned,  part  of  this  money  would  be 
devoted  to  helping  establish  a national  center  for  health  education 
outside  the  Government.  It  would  only  be  expended  if  there  were 
funds  available  from  the  private  sector.  We  have  under  way  this  fiscal 
year  a study  to  see  whether  the  private  sector,  the  insurance  industries, 
the  voluntary  agencies,  would  band  together  to  support  such  a national 
center  for  health  education. 

Mr.  Flood.  Your  justification  states  that  you  will  fund  “experi- 
mental programs  of  delivering  basic  health  education  as  against 
health  information.”  What  does  that  mean? 

Dr.  Sencer.  There  are  many  things  done  under  the  guise  of  health 
education  that  are  really  just  providing  somebody  with  a pamphlet 
about  a disease.  “Go  get  your  blood  pressure  checked.”  What  we 
en\usion  are  truly  educational  programs  that,  over  a period  of  time, 
say  in  the  schools,  get  children  with  a good  enough  understanding 
of  their  body  and  its  functions  so  that  they  will  be  able  to  make  in- 
formed decisions. 
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For  example,  if  we  teach  children  enough  about  their  lungs,  its 
structure,  its  function,  its  necessity,  and  what  things  will  do  to  it,  what 
air  pollution  will  do  to  it,  what  smoking  will  do  to  their  lungs,  if 
we  did  teach  them  that  at  the  age  of  7,  9,  and  12,  will  they  start  smok- 
ing at  the  age  16?  These  are  the  experimental  approaches  that  we 
would  like  to  take. 

Mr.  Flood.  How  is  that  going  to  benefit  the  so-called  man  in  the 
street? 

Dr.  Sencer.  That  is  just  one  example.  I would  think  that  there 
are  other  ways,  through  developing  programs  of  continuing  education 
in  the  offices  of  health  maintenance  organizations,  where  people  wait 
for  the  doctor — and  I am  sure  that  even  in  HMO  they  will  have  to 
wait,  there  is  an  opportunity  by  a trained  individual  to  be  talking 
to  them  about  their  health  situation,  what  choices  they  can  make  for 
better  health,  obesity,  smoking. 

Mr.  Flood.  This  isn’t  going  to  be  an  expanded  smoking  and  health 
program  ? 

Dr.  Sencer.  No,  sir. 

Mr.  Flood.  You  are  going  to  address  other  subjects  as  well  ? 

Dr.  Sencer.  Yes.  I used  smoking  just  as  an  example. 

OCCUPATIONAL  SAFETY  AND  HEALTH 

Mr.  Flood.  Now  on  occupational  health,  I am  sure  we  have  dis- 
cussed this  elsewhere  in  the  record,  but  let’s  make  it  crystal  clear 
here.  Why  is  there  a reduction  of  $3.3  million  in  the  budget  for  the 
National  Institute  for  Occupational^  Safety  and  Health? 

Dr.  Sencer.  The  reduction  in  the  budget,  Mr.  Chairman,  reflects 
a one-time  appropriation  in  1974  which  was  for  the  purpose  of  im- 
proving clinical  facilities  for  pulmonary  disease  in  areas  where  coal 
miners  work. 

Mr.  Flood.  Why  have  you  reduced  the  research  grants  by  50 
percent  ? 

Dr.  Sencer.  This  again  is  a reduction  that  shows  up  because  of  I 
carryover  money.  The  actual  research  grant  appropriation  is  the  same 
as  it  was  last  year.  I 

Mr.  Flood.  In  the  budget  justifications  for  fiscal  year  1974,  you  || 
showed  563  jobs.  This  year  in  your  justifications  you  show  in  the  , ! 
column  for  fiscal  year  1974,  525  jobs.  MTiat  did  you  do,  cut  that  pro- 
gram during  the  year  ? I 

Dr.  Sencer.  Actually,  sir,  my  table  doesn’t  show  the  same  numbers, 
but  we  are  requesting  40  new  positions  in  the  NIOSH  budget  for 
fiscal  1975  over  the  adjusted  figures  in  1974.  As  has  been  mentioned  | 
before,  there  was  a reduction  in  the  staff  of  NIOSH  in  1974  of  96,  i 
and  this  request  is  an  increase  of  40  over  the  revised  1974  budget.  i 

Mr.  Flood.  Last  year  this  committee  expressed  in  its  report  that  it  | 
did  not  agree  with  any  reduction  of  96  positions  for  fiscal  1974,  but  1 1 
it  appears  you  went  ahead  and  made  the  cut  anyway.  Have  you  i i 
decided  this  program  is  a low  priority  ? 

Dr.  Sencer.  Mr.  Chairman,  yesterday  I think  Mr.  Obey  asked  me  ^ . 
how  many  positions  we  had  requested  for  1975.  We  did  request  135  | ■ 

positions,  which  was  above  the  level  that  this  committee  and  the  i 
Senate  had  recommended. 
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Mr.  Flood.  Let’s  get  it  straight.  In  the  1971  budget  you  propose 
563  jobs  for  NIOSH.  That  is  a cut  of  96  jobs  from  the  659  which  they 
had  in  1973.  Both  the  House  and  the  Senate  committee  reports  express- 
ly disapproved  the  proposed  reduction.  Where  are  we?  Was  the  con- 
gressional directive  deliberately  ignored  ? 

Dr.  Sencer.  I think  the  report  restored  to  the  President’s  budget 
211  positions  for  the  preventive  health  sendees  activity  of  which  96 
were  for  NIOSH.  These  were  not  used. 

Mr.  Flood.  You  heard  the  question,  and  the  answers,  Y-E-S ! 

Dr.  Sencer.  Yes. 

Mr.  Flood.  In  your  general  statement  you  said  that  NIOSH  per- 
sonnel responded  to  some  200  requests  for  health  hazard  evaluations. 
How  many  of  these  evaluations  revealed  substances  Avith  a potential 
toxic  effect. 

Dr.  Sencer.  Could  I ask  Dr.  Key  to  respond  to  that,  please? 

Dr.  Key.  Mr.  Chairman,  all  of  them  had  potential  toxic  effects. 
Looking  at  the  total  that  we  have  done  since  the  beginning  of  our 
implementation  of  the  act,  there  were  364  such  requests  received.  We 
have  completed  256  of  these,  and  have  made  a determination  on  a 
little  over  100  as  to  whether  there  is  toxicity  or  no  toxicity.  I don’t 
have  the  breakdown  of  that  100  that  have  had  final  determinations, 
but  I Avill  be  glad  to  supply  that  for  the  record. 

[The  information  follows:] 
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Report  Date 
(Date  of  Transmis- 
sion to  DOL) 

BREAKDOWN  OF  100  HAZARD  EVALUATION 
DETERMINATIONS  FOR  TOXICITY 

Establishment  Location 

Toxicity  Determination 
(No.  of  Substances'^ 
Determined  Determined 

Toxic  Not  Toxic 

5/73 

Augusta,  Kansas 

0 . 

1 

5/73 

Denver,  Colorado 

0 

A 

5/73 

Cincinnati,  Ohio 

0 

2 

5/73 

Hyattsville,  Maryland 

0 

2 

5/73 

Pocatello,  Idaho 

0 

4 

6/73 

Little  Rock,  Arkansas 

0 

2 

6/73 

Grenada,  Mississippi 

0 

1 

6/73 

New  Boston,  Ohio 

3 

0 

' 6/73 

Cambridge,  Massachusetts 

0 

3 

6/73 

Bauxite,  Arkansas 

3 

2 

6/73 

Clarksburg,  West  Virginia 

1 

0 

6/73 

Newport,  Tennessee 

1 

0 

6/73 

Newport,  Tennessee 

2 

0 

6/73 

Dublin,  California 

1 

2 

6/73 

Loraine,  Ohio 

1 

8 

6/73 

Cincinnati , Ohio 

0 

4 

6/73  ' 

Missoula,  Montana 

0 

4 

7/73 

Lafayette,  Indiana 

0 

5 

7/73 

Loves  Park,  Illinois 

0 

3 

7/73 

Chelsea,  Michigan 

^ '2*  • 

3 

7/73 

Alton,  Illinois 

0 

1 

8/73 

Reading,  Pennsylvania 

0 

2 

8/73 

Huntingdon,  Pennsylvania 

0 

5 

8/73 

E.  Stroudsburg,  Pennsylvania  1 

0 

8/73 

Los  Angeles,  California 

0 

1 

8/73 

Bayonne,  New  Jersey 

0 

1 

8/73 

Denver,  Colorado 

0 

1 

9/73 

Lima,  Ohio 

0 

1 

9/73 

Warren,  Michigan 

0 

1 

9/73 

Kansas  City,  Missouri 

0 

5 

9/73 

St.  Louis,  Missouri 

1 

2 

9/73 

La  Veta,  Colorado 

0 

2 

9/73 

Turawater,  Washington 

1 

0 

9/73 

Olympia,  Washington 

1 

0 

9/73 

Renton,  Washington 

1 

0 

9/73 

Puyallup,  Washington 

1 

0 

9/73 

Renton,  Washington 

1 

0 

9/73 

Seattle,  \Jashington 

1 

0 

9/73 

Taylor,  Michigan 

0 

9 

9/73 

St.  Paul,  Minnesota 

0 

1 

10/73 

Yarmouth,  Maine 

0 

3 

10/73 

Lee’s  Summit,  Missouri 

0 

1 

10/73 

Berkeley,  California 

0 

2 

10/73 

San  Loren;:o,  California 

1 

0 

10/73 

Ogden,  Utah 

0 

1 
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Report  Date 
(Date  of  Transmis- 
sion to  DOL) 

Establishment  Location 

Toxicity  Determination 
(No.  of  Substances) 
Determined  Determined 

Toxic  Not  Toxic 

1/72 

Dearborn,  Michigan 

2 

0 

3/11 

St.  Louis,  Missouri 

1 

19 

4/72 

Forest  Park,  Georgia 

0 

1 

5/72 

Portage,  Indiana 

4 

0 

5/72 

Grant sville,  Maryland 

0 

6 

^ 5/72 

Bloomsburg,  Pennsylvania 

0 

3 

e/11 

Streater,  Illinois 

0 

3 

e/11 

Atlanta,  Georgia 

1 

0 

e/11 

Sharonville,  Ohio 

1 

0 

e/11 

Cincinnati,  Ohio 

2 

2 

6/72 

Rutherford,  New  Jersey 

0 

4 

e/11 

Richmond,  California 

0 

1 

1/11 

Hamilton,  Ohio 

1 

0 

8/-2 

Lima,  Ohio 

0 

2 

e/11 

Salt  Lake  City,  Utah 

0 

4 

e/11 

Los  Angeles,  California 

0 

1 

8/72 

Lima,  Ohio 

1 

0 

8/72 

New  Boston,  Ohio 

0 

e/11 

Belcamp , Maryland 

1 

0 

9/72 

Danville,  Illinois 

2 

2 

9/72 

Jefferson,  Ohio 

1 

0 

12/72 

Crawfordsville,  Indiana 

0 

10 

12/72 

Bucyrus , Ohio 

0 

1 

12/72 

Kansas  City,  Missouri 

0 

4 

11/11 

Ashtabula,  Ohio 

0 

7 

1/73 

Barberton,  Ohio 

0 

6 ■ 

2/73 

Mishawaka,  Indiana 

- 0 

8 

2/73 

Dayton,  Ohio 

0 

1 

2/73 

Goshen,  New  York 

0 

2 

3/73 

Denver,  Colorado 

0 

1 

3/73 

West  Hartford,  Connecticut 

0 

2 

3/73 

Paris,  Tennessee 

2 

7 

3/73 

Denver,  Colorado 

0 

1 

3/73 

Clinton,  Michigan 

1 

7 

3/73 

Sheffield,  Illinois 

1 

2 

4/73 

Mountain  View,  California 

0 

6 
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Report  Date 
(Date  of  Transmis- 
sion to  DOL) 

Establishment  Location 

Toxicity  Deterrolnation 
(No.  of  Substances) 
Determined  Determined 

Toxic  Not  Toxic 

10/7J 

Honolulu,  Hawaii 

0 

1 

x0//3 

Flint,  Michigan 

0 

1 

10/73 

Tigard,  Oregon 

2 

0 

10/7J 

Franklin,  Indiana 

0 

. 4 

10/73 

Bloomfield,  New  Jersey 

3 

u 

10/73 

Madisonville,  Kentucky 

1 

0 

10/73 

Sioux  Falls,  South  Dakota 

1 

0 

11/73 

Macomb,  Illinois 

2 

0 

11/73 

Nitro,  West  Virginia 

..  . 

0 

11/73 

Boulder,  Colorado 

1 

0 

11/73 

Barboursville,  West  Virginia  12 

0 

11/73 

San  Bernardino,  California 

4 

0 

11/73 

Menasha,  Wisconsin 

0 

1 

11/73 

Los  Angeles,  California 

0 

3 

12/73 

Wyoming,  Michigan 

0 

4 

12/73 

Los  Angeles,  California 

0 

5 

12/73 

Fairfield,  Illinois 

0 

1 

12/73 

Chicago,  Illinois 

0 

1 

12/73 

Pawcatuck,  Connecticut 

0 

3 

12/73 

Steubenville,  Ohio 

0 

1 

12/73 

Follansbee,  West  Virginia 

1 

0 

12/73 

Ypsilanti,  Michigan 

1 

0 

(Note: 

Of  the  103  Hazard  Evaluations 
43  had  at  least  one  substance 

completed 

determined 

74 

(104  reports) 
toxic. ) 

227 
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POTENTIALITY  HAZARDOUS  SIHISTANCTES 

Mr.  Flood.  What  do  you  do  when  you  discover  that  a particular 
substance  is  ixitentially  hazardous? 

Dr.  Key.  We  transmit  the  determination  to  the  Depai-tment  of 
Labor,  and  make  a recommendation  for  controlling  the  situation.  Most 
of  these  recommendations  are  in  terms  of  work  practices,  however, 
rather  than  a new  limit. 

Mr.  FitOod.  How  lon^  does  it  take  from  the  time  that  you  identify  a 
substance  as  being  potentially  hazaixlous  until  you  take  corrective 
action?  In  other  words,  will  these  forty  additional  }x>sitions  shorten 
that  time  lag  ? 

Dr.  Sencer.  Mr.  Chairman,  I think  there  is  a little  bit  of  a miscon- 
ception here.  We  cannot  take  the  corrective  action.  We  can  make  the 
recommendation  to  the  Department  of  Labor,  so  that  they  take  the 
corrective  action.  The  National  Institute  for  Occupational  !?>afety  and 
Health  is  not  the  enforcement  arm  of  this.  It  is  the  Department  of 
Labor's  duty. 

Yesterday  we  were  talking  about  the  number  of  criteria  documents 
that  have  been  transmitted  to  the  Department  of  Labor.  At  the  present 
time  we  have  sent  16  criteria  documents  to  the  Department  of  Labor, 
and  yet  only  one  standard  has  been  promulgated  by  the  Depaitment  of 
Labor. 

Mr.  FitOOd.  You  know  the  position  of  the  Senate.  You  know  the 
position  of  the  House.  Do  you  think  it  would  help  any  if  we  had  said 
please,  or  even  if  we  went  so  far  as  to  say  pretty  please  ? 

Dr.  Sencer.  I doubt  it,  sir. 

Mr.  Flood.  Well,  how  do  you  coordinate  your  efforts;  for  the  occupa- 
tional safety  and  health  administration  of  the  Department  of  Labor-? 

Dr.  Sencer.  As  we  have  mentioned  in  Dr.  Edward’s  testimony  yes- 
terday, Mr.  Chairman,  we  do  have  joint  planning  with  the  Department 
of  Labor.  Our  1975  budget  was  jointly  reviewed  by  the  exaniinei-s  at 
0MB  for  labor  and  health.  We  have  personnel  assigned  from  the 
National  Institute  for  Occupational  Safety  and  Health  to  work  in  the 
Office  of  the  Assistant  Secretary  of  Labor.  Our  regional  coordination 
is  very  close.  Both  OSHA  and  NIOSH  have  program  directors  in  each 
regional  office  who  jointly  review  all  of  the  State  programs  and  State 
plans. 

EMPLOYMENT  CEILINGS 

Mr.  Flood.  Let’s  get  this  straight.  Have  you  been  given  any  employ- 
ment ceilings  for  1974  and  1975  which  are  different  from  the  numbers 
of  positions  shown  in  the  budget  ? If  so,  what  are  they  ? 

Dr.  Sencer.  No,  sir.  They  are  the  same. 

Mr.  Fixx)d.  Mr.  Michel. 


^ VENEREAL  DISEASES 

i 

Mr.  Michel.  Thank  you,  Mr.  Chairman.  Fii-st,  Dr.  Sencer,  I don’t 
! hand  out  very  many  bouquets  in  this  committee  or  commend  wit- 
nesses vei-y  often,  but  I do  want  to  commend  you  for  one  thing  s])ecif- 
i ically.  That  is  giving  as  much  visibility  in  your  testimony,  as  much 
■ attention  first  and  forejmost  to  the  problem  of  venereal  disease  contr-ol. 

1 You  very  well  know  our  personal  interest  in  that  over  a period  of 
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years  when  we  were  scrapping  for  las  little  as  la  half  million  dollars 
a number  of  years  ago. 

Dr.  Sencer.  $600,000. 

Mr.  Michel.  Trying  to  get  something  moving,  right,  and  to  see 
in  your  testimony  that  that  is  the  first  item  talked  about,  and  several 
pages  devoted  to  it,  certainly  is  to  your  credit. 

I wonder  if  you  can  trace.  Doctor,  the  direct  casual  link  between 
this  expanded  venereal  disease  program  and  the  2.4  percent  decline 
in  infectious  syphilis  during  the  first  6 months  of  1974?  Eeally  to 
what  do  you  attribute  the  decline  ? 

Dr.  Sencer.  We  attribute  the  decline,  Mr.  Michel,  to  the  increasing 
numbers  of  individuals  being  screened  for  gonorrhea.  By  screening 
individuals  for  gonorrhea  we  are  finding  people  who  are  incubating 
their  syphilis,  and  by  treating  their  gonorrhea  we  simultaneously  treat 
their  syphilis  before  it  has  become  infectious.  Syphilis  does  not  become 
infectious  for  several  weeks  after  infection,  while  gonorrhea  becomes 
infectious  within  a week,  so  that  if  we  are  treating  more  people  with 
gonorrhea,  we  are  automatically  stopping  the  transmission  of  syphilis. 

Mr.  Michel.  You  say  that  the  number  of  females  diagnosed  with 
gonorrhea  during  1974  increased  by  more  than  36  percent  over  1972 
while  male  cases  increased  by  only  2 percent.  Is  this  difference  the 
result  of  the  screening  program  ? 

Dr.  Sencer.  This  is  the  result  of  the  increased  effort  that  is  being 
put  into  screening.  As  w^e  discussed  considerably  last  year,  much  of 
the  gonorrhea  in  females  is  asymptomatic,  and  we,  by  finding  the  cases, 
are  preventing  it  from  occurring  in  males. 

Mr.  Michel.  Last  year  you  spoke  of  reaching  some  4 million  people 
in  fiscal  year  1974  with  these  venereal  disease  programs.  How  many 
would  we  expect  to  be  reaching  this  year,  or  in  fiscal  year  1975  ? Would 
it  be  an  increase,  a decrease,  about  the  same  ? 

Dr.  Sexcer.  It  is  a slight  increase.  I think  the  approach  has  been 
pretty  much  a saturation  one.  We  are  now  beginning  to  concentrate  on 
specialized  population  groups  that  we  are  finding  at  perhaps  higher 
risk.  Recent  studies  have  shown  that  if  you  find  a woman  who  has 
asymptomatic  gonorrhea  and  treat  her,  and  then  find  a way  to  re- 
examine her  12  weeks  later,  she  quite  likely  has  become  reinfected,  and 
w^e  get  a much  higher  yield  of  case  finding.  In  this  way,  so  that  in 
addition  to  the  broad  scale  screening  of  around  600,000  a month,  we  do 
plan  to  concentrate  more  on  segments  of  the  population  that  we  have 
identified  that  are  at  higher  risk. 

SCREENING  OF  FEMALES  VERSUS  MALES 

Mr.  Michel.  Are  we  making  a mistake  by  putting  all  emphasis  on 
this  screening  of  females  than  men,  equal  treatment  for  the  male 
population? 

Dr.  Sencer.  Mrs.  Green  brought  this  up  earlier,  and  I did  say  that 
we  have  been  able  to  identify  certain  groups  of  males  who  do  have 
asymptomatic  gonorrhea  also,  and  we  are  pushing  efforts  tow^ard  them. 

EPIDEMIOLOGY 

Mr.  Michel.  You  make  mention  here  on  page  11  that  the  major 
emphasis  during  1975  will  be  placed  on  improving  the  quality  of 
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epidemiology  being  performed.  I Tvonder  for  the  record,  not  taking  the 
time  here,  to  explain  just  what  epidemiology  is  ? 

[The  information  follows:] 

Explanation  of  Venereal  Disease  Epidemioloo^y 

Epidemiology  is  the  science  concerned  with  the  factors  and  conditions  that 
determine  the  occurrence  and  distribution  of  disease.  In  venereal  disease  control, 
the  word  “epidemiology”  is  used  to  describe  a series  of  activities  that  are  under- 
taken when  an  infectious  or  recently  infectious  case  is  discovered.  They  include 
confidential  interviewing  of  persons,  and  the  followup  and  treatment  of  persons 
who  may  have  been  exposed  to  the  disease.  These  activities  are  imi)ortant  in 
identifying  and  treating  individuals  who  do  not  suspect  that  they  are  infected, 
and  are  critical  to  the  prevention  of  disease  transmission. 

YD  EDUCATION  PROGRAMS 

Mr.  ^IicHEL.  How  do  you  really  approach  this  problem  of  edu- 
cating young  people,  particularly  to  xirevent  exposure  or  reexposure 
to  infection? 

Dr.  Sencer.  With  difficulty,  I guess.  We  do  have  programs  that 
have  been  tried  in  school  systems  to  talk  about  sexually  transmitted 
diseases,  not  talk  about  family  life  education  or  sexeducation,  but  talk- 
ing about  the  diseases  and  what  can  be  done  to  prevent  their  transmis- 
sion. It  is  very  difficult  for  a disease  control  program  to  talk  about 
changing  moral  standards  or  behavior,  but  we  can  point  out  that  there 
are  ways  in  which  people  can  prevent  disease  or  can  prevent  trans- 
mitting it.  We  feel  this  is  the  appropriate  role  for  us  to  take. 

Mr.  Michel.  In  the  past,  I guess  we  have  also  talked  about  new 
approaches  to  dealing  with  this  problem.  Are  there  any  new  methods, 
anything  new  that  you  conceived  or  devised  over  the  past  year,  that 
would  give  us  room  for  encouragement  ? 

Dr.  Sencer.  Let  me  tell  you  things  about  which  you  should  not  ex- 
pect immediate  encouragement ; that  is,  a vaccine  development  either 
for  gonorrhea  or  syphilis.  These  are  being  worked  on. 

Mr.  Michel.  Xothing  to  report  ? 

Dr.  Sencer.  There  are  some  scattered  scientific  reports  of  being  able 
to  demonstrate  that  in  a few  animals  we  have  been  able  to  protect 
against  reinfection. 

^T)  RESEARCH  BUDGET 

Mr.  ^IiCHEL.  Is  the  level  of  research  money  in  the  budget  to  which 
you  are  testifying  at  the  same  level  as  last  year  ? 

Dr.  Sencer.  In  this  budget,  and  I cannot  speak  for  the  XIH  budfiret. 
is  where  most  of  the  extramural  research  is  being  performed.  XIH, 
with  our  help  this  past  year,  went  out  and  really  worked  trying  to  get 
more  good  research  to  be  conducted  in  the  external  sector,  and  it  is 
very  difficult  to  interest  people  in  research  in  these  two  diseases. 

Mr.  Michel.  It  is  just  really  not  a popular  subject  to  attract? 

Dr.  Sencer.  Xo,  and  usually  when  you  put  money  out,  people  come 
to  it.  This  has  not  happened  in  the  area  of  venereal  disease. 

Mr.  Michel.  That  is  why  I commend  you  again  for  giving  it  the 
focus  of  attention  in  the  front  end  of  your  testimony.  It  helps  to 
point  out  the  doggone  problem  we  have  got,  because  it  is  such  an  un- 
popular kind  of  thing.  It  was  talked  of  in  the  past  in  guarded  con- 
versation and  select  company.  With  those  kinds  of  restraints,  we  are 
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never  going  to  really  make  the  kind  of  significant  progress  that  has 
to  be  made.  Again,  if  only  to  point  up  the  necessity  for  more  people 
becoming  actively  involved  in  helping  us  rid  ourselves  of  a problem, 
we  have  got  to  talk  about  it. 

Dr.  Sencer.  One  of  the  ways  we  are  trying  to  do  this  is  to  identify 
all  of  those  people  in  the  country,  actually  in  the  world,  who  are  doing 
research  in  the  sexually  transmitted  diseases,  and  bring  this  together 
with  short  compendiums  of  what  they  are  doing  in  a directory.  We 
expect  to  have  this  directory  out  within  the  next  month  or  two. 

LEAD-BASED  PAINT  POISONING 

Mr.  Michel.  Let  me  now  ask  a couple  of  questions  on  lead-based 
paint  poisoning  grants  to  the  State  labs.  How  will  these  State  labs 
be  using  these  grants  ? 

Dr.  Sencer.  The  money  will  be  principally  for  getting  started  in 
equipment,  personnel,  and  training  the  personnel.  Very  few  States, 

I think  there  are  only  three,  have  been  doing  lead  analyses  in  their 
laboratories. 

Mr.  Michel.  Which  ones  are  those? 

Dr.  Sencer.  I will  have  to  supply  that. 

[The  information  follows :] 

States  Doing  Lead  Analyses  in  Their  Laboratories 

Three  State  health  department  laboratories  are  currently  providing  lead 
analysis  services  to  grantee  communities.  These  are  New  York  State,  Mary- 
land, and  South  Carolina. 

Mr.  Michel.  What  kind  of  money  are  we  talking  about  in  this  area  ? 

Dr.  Sencer.  We  are  talking  about  an  average  of  $150,000  per  State, 
which  will  get  them  their  equipment,  the  first  year’s  salary  of  a tech- 
nician and  the  training  costs. 

Mr.  Michel.  How  does  your  budget  this  year  compare  to  last  year 
in  this  area  ? 

Dr.  Sencer.  There  is  a one-time  appropriation  for  the  State  labora- 
tories, which  is  $4.5  million.  Next  year  the  budget  returns  to  its  level 
of  $6.5  million. 

Mr.  Michel.  When  you  say  next  year,  you  mean  fiscal  1975,  the  one 
to  which  you  are  testifying  ? 

Dr.  Sencer.  Yes,  sir.  j 

MEDICAID  . I 

Mr.  Michel.  I wonder  if  you  would  provide  for  the  record  an  esti-  [ 
mate  of  how  much  medicaid  money  was  used  in  fiscal  year  1973  to  | 
screen  children  for  lead-based  paint  poisoning ; and  how  much  do  you  j 
estimate  will  be  spent  in  fiscal  year  1974  and  1975?  Is  it  possible  to  | 
come  up  with  that  ? 

Dr.  Sencer.  W e can  try,  sir. 

Mr.  Michel.  That  is  taking  place,  is  it  not  ? ; 

Dr.  Sencer.  It  was  not  in  1973.  It  was  started  in  1974.  We  will  do 
our  best.  | 

Mr.  Michel.  Of  course  the  reason  for  mentioning  1973  is  we  didn’t  j 
have  anything,  but  what  progress  we  have  made  since  then. 

Dr.  Sencer.  Yes,  sir. 

[ The  information  follows : ] ^ 
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Estimate  of  Amount  of  Medicaid  Money  Used  to  Screen  Children  for  . 

Lead-Based  Paint  Poisoning 

The  early  and  periodic  screening,  diagnosis  and  treatment  program  under 
medicaid  was  initiated  in  fiscal  year  1972.  Since  then,  49  States  have  implemented 
some  aspects  of  the  program.  In  38  of  these,  a lead  test  is  identified  as  a reim- 
bursable item,  but  the  extent  and  costs  of  lead  screening  under  the  program  are 
not  known.  One  of  the  major  roadblocks  to  implementation  of  lead  screening 
under  medicaid  has  been  the  need  to  establish  a capability  in  blood-lead  labora- 
tory service  in  each  State.  This  need  is  being  met  during  fiscal  year  1974  through 
the  provision  of  project  grant  assistance  to  State  health  departments. 

Mr.  Michel.  I wonder  if  you  would  provide  for  the  record  an  esti- 
mate of  how  much  money  was  used  by  all  of  HEW  in  1973  to  screen 
children  for  lead-based  paint  poisoning  and  how  much  you  estimate 
will  be  spent  in  fiscal  years  1974  and  1975  ? 

Dr.  Sencer.  Eight. 

[The  information  follows :] 

Amount  of  HEW  Funds  To  Screen  Children  for  Lead-Based  Poisoning 

In  fiscal  year  1974,  the  Center  for  Disease  Control  will  provide  $6,500,000  for 
project  grants  to  communities  for  child  screening  and  $4,500,000  to  State  health 
departments  to  strengthen  the  capabilities  of  State  health  laboratories  to  per- 
form blood  lead  analysis.  A total  of  $6,500,000  is  requested  for  fiscal  year  1975. 
In  addition,  approximately  $841,000  in  direct  operations  will  be  spent  by  the 
center  in  support  of  this  program. 

Child  screening  for  lead-based  paint  poisoning  is  also  supported  through 
Neighborhood  Health  Center  project  grants,  maternal  and  child  health  grant 
programs,  and  the  early  and  periodic  screening,  diagnosis  and  treatment  pro- 
gram under  medicaid.  Since  lead  screening  is  only  one  preventive  health,  activity 
being  carried  out  as  a part  of  these  broader  preventive  and  curative  programs, 
estimates  of  expenditures  are  not  available. 

Mr.  Michel.  I suspect  when  we  get  on  the  floor  we  will  have  our 
annual  little  argument  about  the  level  of  funding  here.  You  and  I 
know  we  could  play  the  chairman’s  phrase  there  a little  bit,  that  there 
are  other  areas,  other  little  appropriations  items  where  this  work 
really  is  being  done  in  part  but  not  specifically,  as  one  figure  might 
show  here.  I think  if  we  have  it  all  together  we  might  be  able  to  put 
it  in  better  perspective. 


disease  investigations 

You  estimate  being  involved  in  over  1,200  disease  investigations  in 
1974.  I wonder  if  you  could  supply  for  the  record  another  example 
or  two  of  major  types  of  investigations  that  these  were.  Is  that 
possible  ? 

Dr.  Sencer.  Yes.  We  could  mention  one  that  is  taking  place  right 
now.  It  is  not  strictly  in  the  United  States,  but  it  is  to  protect  the 
United  States.  A few  weeks  ago  we  were  notified  bv  the  Pan  American 
Health  Organization  that  there  was  an  outbreak  of  jungle  yellow 
fever  in  Panama,  about  200  miles  east  of  the  Canal  Zone,  and  through 
the  Government  of  Panama 

Mr.  F LOOD.  Where  was  that  ? 

Dr.  Sencer.  About  200  miles  east  of  the  Canal  Zone. 

Mr.  Flood.  ITp  the  Chagres  Eiver  ? 

Dr.  Sencer.  Yes. 

Mr.  Flood.  Indians? 

Dr.  Sencer.  I can  give  you  the  name  of  the  town. 
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Mr.  Mtchel.  The  chairman’s  specialty  in  that  area  is  well  known, 
and  I support  the  chairman. 

Dr.  Sencer.  It  is  the  Chepo  District  of  Panama.  This  is  an  area 
where  they  are  doing  a considerable  amount  of  logging  and  building  a 
new  dam.  We  were  invited  down  along  with  the  people  from  the  Gorgas 
Laboratories  who  had  done  a very  good  job  of  investigating  it.  Ac- 
tually it  is  a very  small  outbreak  of  only  two  cases  and  eight  possible 
cases.  There  were  two  confirmed  cases,  but  the  Panamanian  Govern- 
ment has  done  a good  job  of  setting  up  vaccination  stations  for  all 
people  going  into  the  Chepo  District  and  coming  out.  The  mosquito 
population  in  the  cities  is  low  enough  so  there  would  not  be  any  prob- 
lem if  it  did  get  into  the  cities. 

We  were  recently  called  to  investigate  an  outbreak  of  salmonella 
that  occured  in  a nursery  of  newborn  children.  It  turned  out  that  a 
woman  had  been  admitted  to  the  hospital  1 day  before  she  delivered. 
She  had  not  been  seen  by  a physician  before,  was  cultured,  and  they 
found  that  she  had  a particular  type  of  salmonella.  Her  infant  was 
born  the  next  day  and  2 days  later  developed  an  acute  abdomen,  was 
rushed  to  surgery  and  died.  Three  days  later  another  child  in  the  same 
nursery  became  sick  with  the  same  organism.  At  this  point  it  was 
found  that  the  records  hadn’t  been  hooked  up.  The  fact  that  the 
woman  was  infected  when  she  came  into  the  hospital  never  got  into 
the  baby’s  record  in  the  hospital,  and  so  this  chain  of  infection  got 
started.  One  of  our  epidemiologists  was  called.  We  instituted  a pro- 
gram of  personal  hygiene  in  the  staff  of  the  nursery,  and  hopefully 
the  epidemic  has  been  averted. 

There  has  been  recently  a tremendous  amount  of  illness  in  the  Carib- 
bean area  among  American  individuals  who  have  been  taking  cruises. 
There  has  been  an  increase  in  tourism  aboard  ships  in  the  Caribbean. 
We  had  one  ship  on  which  over  600  passengers  aiboard  became  ill  with 
shigella,  a waterborne  disease  outbreak.  We  would  go  on  with  many, 
many  more. 

Mr.  Michel.  In  that  particular  case,  as  I recall  in  your  testimony, 
it  had  to  do  with  the  water  supply. 

Dr.  Sencer.  Yes.  We  have  a picture  of  this  ship  taking  water  aboard 
in  San  Juan,  P.R.,  into  its  potable  water  supply  coming  from  the  fire 
hydrant,  and  fire  hydrant  water  is  never  sanitized. 

HOSPITAL  INFECTIONS 

Mr.  Michel.  Doctor,  in  your  discussion  with  respect  to  hospital  in- 
fections, and  here  again  you  were  quite  frank  in  your  testimony,  you 
recognize  there  is  still  a problem  here.  Then  in  your  exchange  with 
the  chairman  you  mentioned  80  hospitals  that  you  are  using  currently 
to  put  together  whatever  information  it  is. 

Dr.  Sencer.  It  is  a surveillance  system  of  infections  in  hospitals,  sir. 

Mr.  INIichel.  I would  guess  those  hospitals  that  are  participating 
would  be  those  classified  as  the  better  hospitals  in  the  country,  would 
they  not? 

Dr.  Sencer.  Not  necessarily,  sir.  We  have  tried  to  get  a cross  section 
of  ho^itals — small,  big,  municipal,  voluntary.  It  represents  sort  of 
the  midstream ; not  the  best,  not  the  worst. 

Mr.  Michel.  But  then  from  that  you  would  hope  to  develop  the  kind 
of  information  you  would  broadside  to  all  the  hospitals  as  to  youl 
findings  ? 
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Dr.  Sencer.  Yes.  This  is  what  we  do.  We  have  a quarterly  report  that 
puts  together  the  information  that  is  derived  from  these  hospitals,  ex- 
amples of  what  hospitals  have  done  to  correct  problems,  and  then  this 
goes  out  to  a much  broader  mailing  list  of  individuals.  In  addition,  we 
have  training  programs  where  hospital  administrators,  housekeepers, 
and  nurses  come  for  training  in  methods  of  preventing  hospital  infec- 
tions. If  I could,  sir,  I would  like  to  expand  upon  that  for  a minute. 
There  was  quite  a bit  of  interest  in  the  PSRO  program  yesterday.  One 
of  the  pieces  of  information  that  came  out  of  the  hospital  infection  ac- 
tivity is  misuse  of  antibiotics,  how  this  leads  to  resistant  organisms 
which,  in  turn,  are  one  of  the  major  problems  with  hospital  infections. 
The  PSRO  has  a very  interesting  program  started  now  to  see  if  there 
are  ways  to  develop  recommendations  for  appropriate  uses  of  anti- 
biotics to  prevent  resistance  from  developing  as  well  as  to  cure  disease. 
They  are  working  through  the  American  College  of  Physicians  on  tliis. 
I think  this  is  one  of  the  unpublicized  things  that  the  PSRO  program  is 
fifetting  at  and  is  a direct  result  of  some  of  the  information  that  we 
have  derived. 

RAT  CONTROL  PROGRAM 

Mr.  Michel.  You  know  of  the  spirited  debates  we  have  had,  too,  on 
the  floor  of  the  House  with  respect  to  rat  control.  Just  in  a general  way, 
is  the  problem  less  severe  today  than  it  was  2 years  ago  ? 

Dr.  Sencer.  We  can  demonstrate  in  those  communities  where  there 
have  been  comprehensive  rat  control  programs  that  the  rat  population, 
as  evidenced  by  rat  droppings  and  the  usual  measurements,  has  de- 
creased markedly.  Of  course,  the  real  concern  is  going  to  be  what  hap- 
pens when  we  take  the  pressure  off.  When  the  Federal  money  goes  out, 
will  the  community  effort,  the  community  sanitation,  continue  without 
the  Federal  aid? 

Mr.  Michel.  Specifically  money  wise,  how  does  the  1975  budget  com- 
pare to  1974,  the  same  ? 

Dr.  Sencer.  It  is  level. 

Mr.  Flood.  Will  the  gentleman  yield  ? 

Mr.  Michel.  Yes. 

^Ir.  Flood.  The  thing  that  concerns  me  about  this  is  the  training 
of  your  people  in  this  vector  or  rat  control  program  for  just  2 or  3 
days  or  something  like  that.  You  talk  about  diplomacy.  You  go  ahead, 
knock  on  somebody’s  front  door,  and  say,  ‘‘Good  morning,  ma’am,  how 
are  your  rats  in  the  house  this  morning?”  or  something  like  that.  Are 
you  paying  any  attention  to  the  manner  in  which  you  train  these  peo- 
ple sfoing  around  in  the  program  ? 

Dr.  Sencer.  Yes.  The  rat  control  program  has  just  become  the  re- 
sponsibility of  our  organization,  and  we  have  beefed  up  the  training 
component  in  this.  As  you  say,  it  is  a ticklish  matter,  but  so  is  it  a tick- 
lish matter  of  knocking  on  somebody’s  door  and  saying,  “You  have 
been  exposed  to  venereal  disease.”  I think  many  of  the  techniques  we 
have  developed  to  handle  this  with  dignity  are  being  adapted  to  use 
in  terms  of  community  workers  in  the  rat  control  program.  We  have 
had  experience  in  the  venereal  disease  program  of  training  indigenous 
people  from  the  inner  cities  to  do  some  of  the  investigations  and  some 
of  the  motivation,  and  it  can  be  done  with  dignity,  sir. 

Mr.  Flood.  My  point  in  asking  the  question  is  just  so  you  will  know. 

Dr.  Sencer.  Yes. 
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OCCUPATIONAL  SAFETY  AND  HEALTH 

Mr.  Michel.  Let  me  wind  up  here  with  a couple  of  questions  on  the 
occupational  safety  and  health  area.  What  is  your  congressional  man- 
date in  this  area  ? 

Dr.  Sencer.  Could  Dr.  Key  answer  that  please  ? 

Dr.  Key.  Under  the  Occupational  Safety  and  Health  Act,  HEW  has 
responsibility  for  research,  for  making  recommendations  for  standards 
to  the  Department  of  Labor. 

Mr.  Michel.  Was  there  a deadline  on  promulgation  of  those  stand- 
ards? 

Dr.  Key.  Initially  there  was  a deadline  for  the  promulgation  of 
startup  standards  by  the  Department  of  Labor.  We  did  not  enter  into 
that  process  as  defined  by  the  act.  These  initial  standards  were  na- 
tional consensus  standards  and  established  Federal  standards.  These 
were  promulgated  in  May  of  1971  by  the  Department  of  Labor,  and 
revised,  I believe,  in  October  of  1972. 

Continuing  with  HEW’s  responsibilities,  we  have  responsibility  for 
hazard  evaluations. 

Mr.  Michel.  Confined  to  the  health  area  ? 

Dr.  Key.  Yes,  sir. 

Mr.  Michel.  It  is  confined  to  occupational  health. 

Dr.  Key.  We  have  responsibility  for  both  safety  and  health  research 
and  for  recommending  both  safety  and  health  standards  to  the 
Department  of  Labor.  We  also  have  responsibilities  in  manpower 
development. 

Mr.  Michel.  Are  those  standards  all  in  being  now  so  far  as  the 
health  standards  ? Are  they  in  place  or  under  constant  review  ? 

Dr.  Key.  The  Department  of  Labor  has  some  450  health  standards 
on  the  books.  These  are  numbers  only.  A complete  health  standard  has 
many  other  components  in  it  besides  just  the  number. 

There  are  requirements  for  a sampling  method,  an  analytical 
method,  labeling,  placarding,  informing  of  the  employees,  record- 
keeping, monitoring  of  the  environment,  medical  monitoring,  and  first 
aid.  A massive  program  has  recently  been  undertaken  by  both  KIOSH 
and  OSH  A in  the  Department  of  Labor  to  supplement  these  400  or  so 
startup  standards  by  supplying  the  missing  requirements.  Over  the 
next  21/^  to  3 years  there  will  be  approximately  400  such  supplemental 
health  standards  issued. 

Mr.  Michel.  How  many  people  in  your  shop  would  actually  be  de- 
tailed to  the  health  part  of  this  iob?  Your  shop  really  has  to  do  only 
with  the  health  aspects  of  it  rather  than  the  regular  safety  enforce- 
ment factors? 

Dr.  Key.  We  have  no  responsibility  in  either  health  or  safety  en- 
forcement. 

The  vast  majority  of  the  KIOSH  staff  have  background  in  health 
expertise.  We  are  only  beginning  to  develop 

NATIONAL  INSTITUTE  OF  OCCUPATIONAL  SAFETY  AND  HEALTH  EMPLOYMENT 

Mr.  Michet..  How  manv  people  are  in  that  shop  now  ? 

Dr.  Key.  We  have  about  580  onboard. 

Mr.  Michel.  And  your  budget  for  1975  is  asking  for  more  or  less  ? 
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Dr.  Key.  F orty  new  positions. 

Mr.  Obey.  Will  the  gentleman  yield  ? 

Mr.  Michel.  Yes. 

Mr.  Obey.  You  said  you  had  580  ? 

Dr.  Key.  Yes;  Mr.  Obey,  onboard.  We  have  a number  of  recruitment 
actions  under  way. 

Mr.  Obey.  Let  me  ask  this  question  because  I am  somewhat  confused 
here.  The  chairman  asked  how  many  positions  you  had  onboard,  and 
I read  on  page  124  of  your  justifications  it  is  525.  Can  you  straighten 
me  out  on  that  ? 

Dr.  Sender.  Mr.  Obey,  the  525  positions  are  allotted  to  direct  opera- 
tions in  the  NIOSH  appropriation.  Seventy-seven  additional  are  al- 
lotted in  program  direction  and  show  up  in  that  column  in  the  budget. 
In  addition  there  are  nine  individuals  on  reimbursable  services. 

Mr.  Obey.  Thank  you. 

Mr.  Michel.  These  40  new  positions  you  are  requesting,  will  there 
be  a comparable  increase  in  those  that  don’t  fall  within  this  category  % 
You  spoke  of  program  direction. 

Dr.  Sencer.  There  is  no  increase  in  that  group.  It  is  all  in  direct 
operations,  sir. 

Mr.  Michel.  That  is  all,  Mr.  Chairman. 

Mr.  Flood.  Mr.  Obey. 

Mr.  Obey.  Thank  you,  Mr.  Chairman. 

Doctor,  because  of  my  questions  yesterday  I don’t  want  you  to  have 
the  impression  that  I don’t  think  yours  is  a well-administered  shop. 
Many  people  who  know  a lot  more  about  it  than  I do  seem  to  feel  yours 
is  a very  well  run  shop.  I want  to  give  you  that  due. 

Dr.  Sencer.  Could  I interrupt  you  and  apologize  for  some  informa- 
tion I gave  you  yesterday.  I think  I gave  you  some  information  that 
I had  misinterpreted  when  given  to  me,  and  I would  like  to  set  the 
record  straight  on  the  situation  in  the  printing  plants. 

It  is  true  that  the  first  contact  was  made  around  Christmas  of  1972 
where  it  was  proposed  that  labor,  management,  and  Government  and 
the  industry  all  get  together  to  begin  a comprehensive  look  at  health 
hazards  in  the  printing  industry  and  the  plant  in  Wisconsin  was  select- 
ed to  be  the  first  to  develop  it. 

We  were  in  the  factory  in  March,  1973,  did  a walk  through  with  the 
individual. 

Mr.  Obey.  You  did  two  walk  throughs  didn’t  you? 

Dr.  Sencer.  Yes.  There  was  the  original  walk  through  in  1973  which 
was  a look  at  the  record,  a look  at  the  individuals,  a look  at  the  plant. 
In  June  of  1973  there  was  an  industrial  hygiene  engineering  type  sur- 
vey of  the  environment.  Then  I must  admit  that  things  got  out  of  hand 
and  we  did  not  get  back  until  J anuary  when  Mr.  Samuels  found  a 
volunteer  physician  to  go  it.  And  then  things  have  moved  quite  well. 

It  was  not  well  handled. 

Mr.  Obey.  Thank  you. 


PROJECT  contracts 

I want  to  return  to  that  but  let  me  ask  you  something  else  first.  In 
your  statement  you  say  that  for  1975  you  request  an  additional  40 
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positions  in  order  to  strengthen  your  inhouse  research  capability.  What 
percentage  of  your  work  is  contracted  out  now  at  NIOSH? 

Dr.  Sencer.  We  can  supply  a table  showing  that  for  the  record.  Not 
all  of  the  work  that  is  contracted  out  is  research  however. 

Dr.  Key,  would  you  respond  to  the  actual  figures. 

Dr.  Key.  In  fiscal  year  1973  contracts  were  $6.3  million.  In  fiscal 
1974  our  estimate  is  that  the  contracts  will  amount  to  approximately 
$13.3  million. 

[The  information  follows:] 

TABLE  OF  PERCENTAGE  OF  NIOSH  WORK  CONTRACTED  OUT 
(Dollars  in  thousands] 


Agreements  with  other  govern' 
Contract  ment  agencies 

Expenditure  


Fiscal  year  level  Amount  Percent  Amount  Percent 


1973  $25, 670  $6, 306  24. 6 $1, 126  4.  4 

1974  35,443  13,300  37.5  1,745  4.9 

1975  27,859  7,048  25.3  1,258  4.3 


1 Includes  1973  restored  funds. 

Mr.  Obey.  That  is  in  spite  of  the  language  in  the  committee  report 
which  we  issued  last  year  on  the  budget  which  said  “The  committee 
is  strongly  opposed  to  delegation  of  responsibilities  for  carrying  out 
the  Occupational  Safety  and  Health  Act  to  private  contractors.”  In 
spite  of  that  you  are  going  to  be  doubling  the  amount  of  money  spent 
for  contracting  next  year.  Is  that  right  ? 

Dr.  Senger.  Yes,  sir. 

Mr.  Obey.  I am  told — correct  me  if  I am  wrong — that  you  contract 
out  over  60  percent  of  your  work. 

Dr.  Key.  The  area  in  w^hich  most  are  interested  is  our  criteria 
documentation,  development  of  criteria  documents.  Initially  we  con- 
tracted out  about  80  percent  of  it.  It  is  now  up  to  about  90  percent. 

Mr.  Obey.  It  is  up  to  90  percent  that  you  contract  out  ? 

Dr.  Key.  Yes,  sir. 

CONTRACTS  VERSUS  INTRAMURAL  RESEARCH 

Mr.  Obey.  That  is  really  developing  your  in-house  capabilities? 

I have  also  been  told  that  an  internal  NIOSH  estimate  on  what 
should  be  contracted  out  is  about  30  percent.  Is  that  correct  or  not? 

Dr.  Key.  I am  not  familiar  with  that  estimate.  I would  like  to  have 
as  much  in-house  capability  as  we  do  by  contracts.  But  being  realistic 
and  faced  wfith  the  necessity  of  getting  the  job  done 

Mr.  Obey.  I understand  that.  I am  not  criticizing  you.  I am  trying 
to  criticize  the  budget  you  have  been  given  to  work  with,  and  1 am 
trying  to  build  a record  to  show  that  in  plain  English  it  is  a com- 
pletely inadequate  and  lousy  budget. 

In  contracting,  are  you  familiar  with  the  awarding  of  a contract 
to  Agatha  ? 

Dr.  Key.  Yes. 

Mr.  Obey.  And  that  payment  has  been  held  up  I understand  be- 
cause of  inaccurate,  poorly  written  and  tardily  submitted  reports. 
Is  that  right  ? 
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Dr.  Key.  I am  not  familiar  with  the  particulars  of  this  particular 
contract.  We  do  have  a contract  with  Agatha  corporation  to  produce 
several  criteria  documents. 

I do  know  that  one  document  in  particular  ran  into  a little  diffi- 
culty, but  this  is  not  unusual  among  our  contractors.  We  have  to  work 
with  them  in  order  to  develop  the  kind  of  finished  products  we  would 
like  to  have. 

Mr.  Obey.  What  I am  trying  to  get  at  is  this : I am  told  that,  at 
least  in  the  eyes  of  some  people,  there  may  have  been  a conflict  of 
interest  in  that  contract  because  the  gentleman  who  owned  Agatha 
at  the  time  he  was  given  that  contract  was  doing  environmental  health 
consulting  for  industry  too,  and  there  might  be  at  least  an  indirect 
conflict  of  interest  in  that.  I want  to  make  clear  I am  not  asserting 
there  was.  It  has  been  suggested  to  me  there  may  have  been,  and  I 
wanted  to  get  your  response  to  it. 

Dr.  Sexcer.  This  is  the  first  I have  heard  of  it  and  let  us  look  into 
it  and  provide  for  the  record  a statement  of  what  is  going  on.  If  there 
is  conflict  of  interest,  we  will  certainly  take  action.  This  is  the  first 
we  have  heard  of  it. 

[The  information  follows :] 

Status  of  Agatha  Contract  wtjJn  NIOSH 

Since  the  initiation  of  contract  activities  in  the  production  of  criteria  docu- 
ments, National  Institute  for  Occupational  Safety  Health  has  been  concerned 
about  “apparent”  conflicts  of  interest  over  and  above  the  legal  requirements  of 
the  responsibility  of  contractors  as  spelled  out  in  Federal  Procurement  Regula- 
tions (Subpart  1-1.12  of  Title  41,  Code  of  Federal  Regulations).  At  one  stage. 
National  Institute  for  Occupational  Safety  Health  restricted  the  participation 
of  “any  trade  union,  trade  association,  or  party  who  controls  or  whose  employees 
or  members  are  engaged  in  the  manufacture,  use,  sale,  or  distribution  of  . . .” 
a particular  substance  from  contract  participation  in  criteria  documentation  for 
that  substance.  Later,  it  was  felt  that  this  restriction  was  resulting  in  the  loss 
of  sources  of  signiflcant  technical  infoi-mation  and  experience. 

Accordingly,  at  the  November  17,  1972  public  meeting  of  the  National  Ad- 
visory Committee  on  Occupational  Safety  and  Health,  a full  discussion  of  the 
ramiflcations  of  open  competitive  procurement  was  held  on  the  record.  The  con- 
sensus of  the  committee  was  that  open  competitive  procurement  should  be  held 
for  the  production  of  criteria  document  with  certain  safeguards  proposed  by 
National  Institute  for  Occupational  Safety  Health.  As  a result.  National  Institute 
for  Occupational  Safety  Health  now  does  not  impose  the  former  restriction  but 
imposes  the  following  safeguards  in  each  contract  documentation  process. 

1.  Contractor  develops  the  criteria  document  and  recommends  two  alternative 
limits  and  gives  the  rationale  for  the  selection  of  each.  National  Institute  for 
OccupaJ:ional  Safety  Health  decides  which  of  the  two  recommended  limits  or 
other  limit  is  to  be  used  in  further  drafts. 

2.  All  toxicity  studies  and  data  sources  used  in  preparing  criteria  documents 
are  made  available  to  National  Institute  for  Occupational  Safety  Health  and  its 
consultants  for  review.  No  proprietary  information  or  data  which  cannot  be 
made  public  is  permitted  for  use  in  any  manner  for  preparation  of  the  criteria 
document. 

3.  An  internal  and  external  review  is  conducted  by  National  Institute  for  Occu- 
pational Safety  Health,  with  external  review’  panels  made  up  of  professionals 
from  industry,  organized  labor,  universities,  and  government  agencies. 

In  the  particular  procurement  with  Agatha  corporation,  a competitive  contract 
was  awarded  on  a cost-plus-flxed-fee  basis  on  March  26,  1973  for  the  develop- 
ment of  six  criteria  documents.  It  is  pertinent  to  note  that  the  former  restric- 
tive policy  would  not  have  prohibited  a contractor  whose  consultative  practice 
included  industry.  Subsequent  to  the  award  of  the  contract,  a principal  officer 
of  the  Arm  accepted  a position  with  a major  corporation  w’hich  either  produces 
or  uses  one  or  more  of  the  substances  covered  by  the  contract.  He  has  retained 
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his  interest  in  Agatha  corporation.  However,  the  safeguards  which  are  imposed 
on  all  contracts  are  deemed  adequate  to  insure  the  validity  of  the  documents 
being  prepared  by  Agatha. 

Mr.  Obey.  I state  this  because  I think  it  is  an  example  of  what  hap- 
pens when  you  rely  on  the  contracting  device  and  that  is  the  reason 
this  committee  put  that  language  in  the  report  last  year.  I just  think 
it  is  very  important,  for  obvious  reasons. 

Mr.  Michel.  Will  the  gentleman  yield  ? 

Mr.  Obey.  Yes. 

Mr.  ^Michel.  I guess  part  of  the  difference,  is  it  not,  is  whether  or 
not  we  in  the  ‘Congress  think  it  is  a better  route  to  go  with  permanent 
employees  or  out  on  contract. 

Just  for  the  sake  of  variation  of  this  discussion  in  a little  more 
depth,  would  it  be  fair  to  say  your  approach  is  one  that,  if  it  is  a one- 
shot  proposition  over  just  a short  period  of  time  to  have  information 
developed  to  arrive  at  certain  standards  or  give  you  the  kind  of  in- 
formation you  need  to  communicate  out  to  industry  as  to  whether 
or  not  they  are  adhering  to  good  health  standards,  it  is  much  better 
to  go  the  contract  route  there  and  not  be  subject  to  intensive  padding 
of  the  Federal  payroll  for  endless  years?  Is  that  a valid  conclusion?’ 

Dr.  Key.  Yes;  that  makes  sense.  And  we  frequently  initiate  con- 
tracts out  on  the  basis  that  it  would  be  uneconomical  for  us  to  tool  up  tc 
do  a one-time  short-term  job. 

Mr.  Obey.  But,  Dr.  Key,  I still  gather  from  your  previous  statement 
a couple  of  minutes  ago  that  while  you  are  at  the  figure  of  90  percent 
in  terms  of  contracting,  you  really  personally  don’t  believe  that  is  a 
healthy  situation,  that  it  is  over  balanced  in  the  direction  of  contrast- 
ing. Is  that  correct? 

Dr.  Key.  That  is  correct. 

CRITERIA  DOCUMENTS 

Mr.  Obey.  Let  me  ask  some  other  questions  again  to  try  to  clarify 
a point  about  how  many  new  positions  are  necessary. 

In  1973  HEW  projected  that  you  would  be  able  to  prepare  20  to  30 
criteria  packages.  Is  that  correct  ? 

Dr.  Key.  With  the  level  of  funding  and  positions  at  that  time. 

Mr.  Obey.  That  is  what  you  projected  you  could  do? 

Dr.  Key.  Yes,  sir. 

Mr.  Obey.  How  many  did  you  actually  do?  I am  told  you  actually 
produced  six. 

Dr.  Key.  We  are  talking  about  fiscal  1973  now  ? 

Mr.  Obey.  Yes. 

Dr.  Key.  That  is  correct. 

Mr.  Obey.  In  1974  you  projected  you  would  be  able  to  do  18  with 
your  budget  projection.  You  will  be  able  to  produce  within  that  time 
how  many? 

Dr.  Key.  In  fiscal  1974,  a more  realistic  figure  would  be  nine  trans- 
mitted to  the  Department  of  Labor. 

Mr.  Obey.  In  1975  you  project  you  will  be  able  to  finish  14.  In  light 
of  the  sharp  reductions  in  the  previous  2 years,  is  that  figure  also  likely 
to  drop  ? 

Dr.  Key.  Ko,  sir,  that  should  rise  by  two  or  three  because  the  ones 
that  slipped  in  1974  will  come  out  in  1975. 
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I would  like  to  add  that  we  have  some  40  criteria  documents  in  vari- 
ous stages  of  production  through  the  contract  process.  These  are  com- 
ing out  at  various  points  in  time.  Though  we  may  run  into  technical 
difficulties  in  bringing  some  of  these  to  completion  on  time,  they  will 
eventually  be  brought  to  completion. 

Mr.  Obey.  The  point  is  right  now  the  vast  majority  of  American 
workers  are  not  covered  at  all  by  standards. 

Dr.  Sencer.  The  only  workers  covered  by  complete  health  standards 
a re  those  in  the  asbestos  industry. 

Mr.  Obey.  That  is  OSH  A has  only  produced  one.  You  have  pro- 
duced more  than  that. 

Dr.  Sencer.  We  have  produced  16  criteria  documents  which  don’t 
have  the  force  of  enforcement. 

Mr.  Obey.  Mr.  Chairman,  could  I at  this  point  insert  in  the  record 
the  text  of  a letter  from  Secretary  Eichardson  of  July  25,  1972  ? 

Mr.  Flood.  Without  objection. 

[The  letter  follows :] 


Secretaey  of  Health,  Education,  and  Welfaee, 

Washington,  D.G.,  July  25, 1912. 

Hon.  Wabren  G.  Magnuson, 

Chairman,  SutcommAtee  on  Labor  and  Heatlh,  Education,  and  Welfare,  Com- 
mittee on  Appropriations,  U.S.  Senate,  Washington,  D.C. 

Dear  Senator  Magnuson  : This  supplements  the  tabulation  submitted  by 
this  Department  to  your  subcommittee  staff  in  the  anticipation  of  the  meeting 
of  the  conferees  on  the  Labor-HEW  1973  appropriations  bill. 

I would  like  to  emphasize,  first,  that  the  increases  in  both  the  House  and 
Senate  versions  of  the  bill  are  a matter  of  serious  concern  in  the  light  of  the 
overall  budgetary  situation.  On  the  basis  of  our  detailed  arguments  in  the 
tabulation,  I urge  that  the  action  of  the  conferees  be  held  to  the  lower  of 
the  House-  or  Senate-passed  levels  on  an  item-by-item  basis. 

There  is,  however,  one  exception  which  I particularly  want  to  bring  to 
your  attention:  the  appropriation  for  the  occupational  health  and  safety  ac- 
tivities of  the  Health  Services  and  Mental  Health  Administration. 

Since  the  budget  was  submitted,  I have  become  very  concerned  about  the 
rate  at  which  new  health  and  safety  standards  are  being  promulgated.  We 
have  so  far  recommended  only  five  such  standards:  asbestos,  beryllium,  carbon 
monoxide,  heat  stress,  and  noise.  The  budget  estimate  was  built  on  the  assump- 
tion that  we  would  recommend  20-30  additional  standards  in  fiscal  year  1973. 
I now  feel  that  we  should  accelerate  this  pace  to  40-60  standards. 

The  budget  requested  and  the  House  approved  $28,842,000  for  occupational 
safety  and  health  activities  of  the  Department.  The  Senate  bill,  however,  con- 
tains $63,842,000,  $35  million  more  than  the  House  allowance  and  the  budget 
request.  I would  urge  you  and  the  other  Senate  conferees  to  retain  $10  million 
of  the  Senate  increase  over  the  budget  so  that  the  production  of  safety  standards 
can  be  accelerated.  The  protection  of  the  health  and  safety  of  millions  of  men 
and  women  at  their  places  of  work  makes  it  imperative  that  we  develop  and 
promulgate  health  and  safety  standards  as  rapidly  as  we  possibly  can. 

With  kindest  regards. 

Sincerely, 


Elliott  Richardson, 

Secretary. 


Mr.  Obey.  In  that  letter,  Mr.  Eichardson  estimated  that  they  would 
be  able  to  recommend  20  to  30  criteria  packages  for  1973,  and  he  said, 
“I  now  feel  we  should  accelerate  this  pace  to  40  to  60  standards.” 
Then  he  said,  “I  would  urge  you  and  the  other  Senate  conferees” — 
this  is  a letter  to  Senator  Magnuson — ‘‘to  accept  $10  million  of  Senate 
increase  over  the  budget  so  that  the  production  of  safety  standards 
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can  be  accelemted.”  I think  it  is  pretty  apparent  from  this  testimony 
that  far  from  being  accelerated,  the  picture  has  been  just  the  opposite. 
So  I would  ask  you,  Doctor,  in  light  of  that  fact,  how  much  money  do 
you  think  you  would  need  to  be  able  to  achieve  what  Secretary  Eich- 
ardson  said  should  be  achieved  back  in  1972;  namely,  40  to  60 
standards  ? 

Dr.  Key.  I can  give  you  an  approximation  based  on  our  present  level 
of  expenditure  which  results  in  producing  about  14  documents  a year. 
In  order  to  double  this  effort,  it  would  take  about  10  to  14  positions  and 
$2  million. 

Mr.  Obey.  To  double  it  would  take  10  to  14  positions  and  $2  million  ? 

Dr.  Key.  That  is  right. 

Mr.  Obey.  And  if  you  were  to  triple  it  ? 

Dr.  Key.  To  triple  it,  it  would  be  twice  that  much. 

Mr.  Obey.  So  it  would  be  $2  million,  you  say  ? 

Dr.  Key.  Ten  to  fourteen  positions  and  approximately  $2  million 
to  double  it. 

Mr.  Obey.  In  other  words,  to  achieve  Secretary  Eichardson’s  goal, 
you  would  have  to  add 

Dr.  Key.  He  was  up  to  40  to  60, 1 believe. 

Mr.  Obey  [continuing].  You  would  have  to  add  $6  million. 

Mr.  Flood.  Off  the  record. 

[Discussion  off  the  record.] 

NIOSH  ORGANIZATION  STRUCTURE 

Mr.  Obey.  Let  me  ask  you  a couple  of  other  questions.  Would  you 
describe  for  me  how  KIOSH  is  structured?  What  divisions  do  you 
have  in  NIOSH? 

Dr.  Sencer.  They  are  undergoing  a reorganization  at  the  present 
time,  Mr.  Obey.  This  hasn’t  been  completely  cleared  as  yet. 

Mr.  Obey.  Before  the  reorganization,  what  are  your  divisions  ? 

Dr.  Key.  We  have  a numl^r  of  supportive  staff  offices  and  a num- 
ber of  operating  divisions. 

In  Cincinnati,  the  operation  divisions  are  the  Division  of  Labora- 
tories and  Criteria  Development,  Division  of  Technical  Services,  Divi- 
sion of  Training,  Division  of  Field  Studies  and  Clinical  Investiga- 
tions. 

In  Morgantown,  W.  Va.,  we  have  the  Appalachian  Laboratory  for 
Occupational  Eespiratory  Diseases  which  is  equivalent  to  a division 
and  which  implements  our  responsibilities  under  the  Coal  Mine  Health 
and  Safety  Act.  We  have  a small  division  in  Eockville,  the  Division  of 
Occupational  Health  Programs. 

Mr.  Obey.  Could  you  explain  for  the  record,  rather  than  doing  it 
here,  exactly  what  each  of  those  divisions  does? 

Dr.  Key.  Surely. 

[The  information  follows :] 

Functions  of  Each  NIOSH  Office  and  Division 

OFFICE  OF  THE  DIRECTOR 

(1)  Plans,  directs,  coordinates,  and  evaluates  the  operations  of  the  Institute  ; 
(2)  maintains  liaison  with,  and  provides  advice  and  assistance  to,  the  tJ.S. 
Department  of  Labor,  the  U.S.  Department  of  Interior,  other  Federal  agencies. 
State  and  local  government  agencies,  international  health  organizations,  and 


293 


outside  groups;  (3)  provides  coordination  with  the  Federal  Health  Programs 
Service’s  occupational  health  activities  for  Federal  employees ; and  (4)  provides 
policy  guidance  and  coordination  to  occupation  safety  and  health  activities  in 
the  regional  oflBces. 

OFFICE  OF  TECHNICAL  PUBLICATIONS 

(1)  Assists  and  advises  the  Institute  Director  and  the  divisions  on  public 
information  policies  and  activities ; (2)  provides  information  materials  for 
response  to  public  inquiries;  (3)  coordinates  printing,  publication,  and  clear- 
ance procedures  for  the  Institute;  and  (4)  assists  in  developing  displays, 
exhibits,  and  illustrations. 

OFFICE  OF  EXTRAMURAL  ACTIVITIES 

(1)  Advises  the.Institute  Director  on  matters  relating  to  the  development  and 
progress  of  Institute-supported  external  research;  (2)  in  cooperation  with  the 
offices  and  operating  divisions  of  the  Institute,  stimulates  research,  training, 
and  demonstration  grants  in  relevant  priority  areas;  and  (3)  administers  the 
management  aspects  of  the  Institute’s  grants  programs  by  receiving,  reviewing, 
analyzing,  and  evaluating  all  grant  applications. 

OFFICE  OF  ADMINISTRATIVE  MANAGEMENT 

((1)  Provides  management  information,  advice,  and  guidance  to  the  Institute 
director;  (2)  coordinates  all  management  activities  in  the  conduct  of  finance, 
personnel,  and  procurement  functions;  (3)  relates  administrative  management 
activities  to  programs;  and  (4)  develops  necessary  policies,  procedures,  and 
operations,  and  provides  such  special  reports  and  studies  as  may  be  required  in 
the  management  area. 

OFFICE  OF  PLANNING  AND  RESOURCE  MANAGEMENT 

(1)  Plans  and  coordinates  the  strategy  and  philosophy  of  operation  of  the 
Institute  regarding  mission  and  objectives;  (2)  conducts  or  participates  in 
special  studies  for  program  planning  and  evaluation ; (3)  conducts  the  necessary 
control  functions  to  assure  operational  compliance  toward  program  objectives, 
within  the  Institute;  and  (4)  provides  management  systems  consultation  and 
analyses. 

OFFICE  OF  RESEARCH  AND  STANDARDS  DEVELOPMENT 

(1)  Reviews  existing  scientific  criteria  for  health  and  safety  standards  and 
assesses  through  priority  systems  the  needs  for  additional  research  program 
areas  for  criteria  development ; and  (2)  coordinates  and  maintains  an  overview 
of  research  activities  in  the  operating  divisions  of  the  Institute  with* the  ultimate 
aim  toward  finalization  of  criteria  and  standards. 

OFFICE  OF  MANPOWER  DEVELOPMENT 

(1)  Provides  policy  guidance  and  evaluates  the  Institute’s  manpower  develop- 
ment and  training  activities;  (2)  advises  the  Institute  director  on  national 
health  manpower  needs  related  to  occupational  safety  and  health,  and  relates 
to  other  Federal  agencies  regarding  occupational  safety  and  health  manpower 
needs;  and  (3)  conducts  equal  employment  opportunity  activities  of  the  Institute 
as  part  of  the  total  CDC-EEO  program. 

OFFICE  OF  OCCUPATIONAL  HEALTH  SURVEILLANCE  AND  BIOMETRICS 

(1)  Operates  as  the  principal  statistical  and  data  research  unit  in  the  Insti- 


tute; (2)  monitors  new  as  well  as  existing  occupational  hazards,  and  maintains  ^ 

surveillance  on  the  incidence  of  occupational  illness  and  disease  ; (3)  in  coordina- 
tion with  the  U.'S.  Department  of  Labor,  establishes  a priority  list  for  the  conduct 
of  research  and  the  development  of  standards ; (4)  develops  and  conducts  record  ' 

studies  of  work  population  groups  to  determine  the  national  trends  and  problem  V 

areas  related  to  job  health  and  safety,  and  provides  health  policy  guidance  in  V 

epidemiology;  and  (5)  coordinates  the  Institute’s  electronic  data  processing  ^ 

requirements,  to  insure  that  adequate  computer  facilities  and  services  are  i 

available. 
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OFFICE  OF  THE  ASSOCIATE  DIRECTOR WASHINGTON  OPERATIONS 

Provides  for  program  coordination  and  policy  guidance  and  direction  of  the 
operations  of  the  division  of  occupational  health  programs  and  the  Appalachian 
Laboratory  for  Occupational  Respiratory  Diseases  (ALFORD). 

DIVISION  OF  OCCUPATIONAL  HEALTH  PROGRAMS 

(1)  Promotes  occupational  health  programs  at  the  State  and  local  govern- 
mental levels  as  well  as  in  industry  and  agriculture ; (2)  provides  technical 
guidance  in  the  development  of  occupational  health  programs;  and  (3)  corre- 
lates the  practice  of  occupational  medicine  in  industry  with  the  total  delivery 
of  health  services. 

APPALACHIAN  LABORATORY  FOR  OCCUPATIONAL  RESPIRATORY  DISEASES 

(1)  Conducts  studies  of  the  incidence  and  prevalance  of  occupational  respira- 
tory diseases  in  specific  work  groups  with  particular  emphasis  on  coal  workers’ 
pneumoconiosis;  and  (2)  provides  medical  and  engineering  research  and  service 
to  fulfill  the  Institute’s  responsibilities  under  the  Federal  Coal  Mine  Health  and 
Safety  Act  of  1969. 

OFFICE  OF  ASSOCIATE  DIRECTOR  (CINCINNATI  OPERATIONS) 

(1)  Provides  for  program  coordination  and  policy  guidance  and  direction  of 
the  operations  of  the  Division  of  Laboratories  and  Criteria  Development,  the 
Division  of  Field  Studiees  and  Clinical  Investigations,  the  Division  of  Technical 
Services,  and  the  Division  of  Training  and  (2)  manages  the  NIOSH  Western 
Area  Occupational  Health  Laboratory  that  houses  components  of  three  of  the 
Divisions  listed  above. 

DIVISION  OF  LABORATORIES  AND  CRITERIA  DEVELOPMENT 

(1)  Develops  criteria  for  standards  for  the  control  of  chemical,  biological, 
and  physical  hazards  to  the  health  and  safety  of  the  working  population,  and 
initiates  standard  methodology  and  instrumentation  for  the  detection,  evalua- 
tion, and  control  of  such  hazards ; (2)  evaluates  the  toxicity,  health,  and  safety 
hazards  of  industrial  substances,  processes,  and  other  agents,  as  well  as  current 
research  requirements  and  regulations;  (3)  conducts  methodology  studies  for 
evaluating  the  varying  capacity  of  workers  to  withstand  physical  and  psy- 
chological responses;  (4)  provides  for  equipment  development,  analytical  serv- 
ice, and  calibration  needs  of  other  operating  divisions  with  the  Institute,  and 
maintains  an  analytical  and  calibrations  service  for  the  U.S.  Department  of 
Labor;  and  (5)  evaluates  and  certifies  the  performance  of  safety  and  health 
equipment. 

DIVISION  OF  FIELD  STUDIES  AND  CLINICAL  INVESTIGATIONS 

(1)  Conducts  nationwide  studies,  surveys,  and  comprehensive  analyses  to 
determine  the  health  status  of  the  working  population,  including  the  incidence 
and  prevalence  of  disease  and  injury;  and  (2)  initiates  studies  to  determine 
chronic  and  long-term  effects  of  work-related  exposures  to  toxic  and  hazardous 
substances. 

DIVISION  OF  TECHNICAL  SERVICES 

(1)  Provides  demonstrations,  technical  assistance,  and  consultation  to  public 
and  private  agencies  responsible  for  the  control  of  occupational  diseases  and  acci- 
dental work  injuries ; (2)  through  the  regional  offices  and  its  central  staff  serves 
as  the  focal  point  for  the  review  of  State  plans  and  grants  with  the  U.S.  Depart- 
ment of  Labor  and  makes  the  initial  responses  to  requests  for  hazards  evalua- 
tions; (3)  in  cooperation  with  the  Office  of  Extramural  Activities,  stimulates, 
programs,  and  monitors  demonstration  grants  for  new  and  innovative  methods 
of  recognizing,  evaluating,  and  controlling  occupational  hazards;  (4)  prepares 
manuals  of  good  practice  for  safe  work  procedures;  and  (5)  operates  the  tech- 
nical information  inquiry  service  of  the  Institute. 

DIVISION  OF  TRAINING 

(1)  Develops  and  plans  short-term  training  activities  for  Federal,  State,  and 
local  governments,  industry,  and  other  appropriate  organizations  in  the  field  of 
occupational  safety  and  health ; and  (2 ) conducts  such  short-term  training. 
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BUDGET  FOR  NIOSH  DIVISIONS 

Mr.  Obey.  Could  you  tell  me  what  the  budget  would  be  now  for  each 
of  those  divisions  ? 

Dr.  Sencek.  We  would  have  to  do  that  for  the  record. 

Mr.  Obey.  Give  me  what  the  budget  was  for  the  last  fiscal  year  and 
what  it  would  be  for  this  fiscal  year  request.  And  could  you  give  me  a 
comparison  for  each  division  as  well  ? 

Dr.  Sencer.  Yes. 

[The  information  follows:] 

NIOSH  1974  BUDGET  BY  OFFICE  AND  DIVISION 
[Dollars  in  millions] 


Organization 


Positions  Amount 


Office  of  the  Director 44 

Office  of  Technical  Publications 8 

Office  of  Extramural  Activities 11 

Office  of  Administrative  Management 55 

Office  of  Planning  and  Resource  Management 8 

Office  of  Research  and  Standards  Development 30 

Office  of  Manpower  Development 10 

Office  of  Occupational  Health  Surveillance  and  Biometrics 28 

Division  of  Laboratories  and  Criteria  Development 193 

Division  of  Field  Studies  and  Clinical  Investigations 40 

Division  of  Occupational  Health  Programs 4 

Division  of  Training 21 

Regions 29 

Appalachian  Laboratory  for  Occupational  Respiratory  Diseases 78 

Division  of  Technical  Services 52 


1.0 

.2 

3.9 

1.8 

.5 

3.7 

.3 

2.2 

9.6 
2.2 
4.2 

.7 

.8 

2.7 
1.6 


Total 


1611  2 35.4 


1 Includes  9 positions  supported  from  reimbursements. 

2 Includes  1973  funds  restored. 

Mr.  Obey.  Let  me  ask  you  this : Your  Field  Studies  Division  I think 
was  the  division  which  went  out  to  the  printing  plant  in  Wisconsin. 
As  I understand  it  your  Field  Studies  Division  would  be  receiving  a 
net  increase  of  about  three  positions ; is  that  right  ? 

Dr.  Sencer.  I don’t  think  those  decisions  have  been  made  as  yet. 

Mr.  Obey.  How  can  you  submit  the  budget  if  they  haven’t  been 
made  ? 

Dr.  Sencer.  We  don’t  develop  our  budget  necessarily  on  a division 
line,  we  develop  it  on  a programmatic  line  because  many  of  the  things 
that  would  be  done,  say,  in  the  investigation  of  the  printing  industry 
would  be  done  by  both  the  Laboratory  Division  and  a Field  Studies 
Division.  So  that  we  have  to  make  our  decisions  on  a programmatic 
basis  rather  than  an  organizational  basis. 

Mr.  Obey.  When  will  you  be  able  to  tell  us  ? 

Dr.  Sencer.  I think  when  we  get  the  budget  and  get  our  reorganiza- 
tion approved. 

Mr.  Obey.  You  mean  we  can’t  tell  before  we  pass  the  budget? 

Dr.  Sencer.  We  can  tell  you  from  a programmatic  standpoint. 

Mr.  Obey.  How  soon  can  I find  out  how  many  people  you  are  adding 
to  the  Field  Studies  Division  ? 

Dr.  Sencer.  I can  tell  you  today  how  we  would  propose  to  add  per- 
sonnel in  terms  of  functions,  not  necessarily  in  terms  of  divisions. 
I have  that  with  me.  I could  provide  that  for  the  record  today. 

Mr.  Obey.  Would  you  do  that  and  then  also  provide  what  the  num- 
bers would  have  been  for  that  same  function  last  year  ? 
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Dr.  Sencer.  Yes ; we  have  that  right  here. 

Mr.  Obey.  Put  it  in  the  record. 

[The  information  follows :] 

NIOSH  1974-75  BUDGET  BY  FUNCTION  (PROGRAM  AREA) 


(Dollars  in  millions] 


Program  area 

1974 

Estimated  1975 

Positions 

Amount 

Positions 

Amount 

A.  Surveillance . 

25 

2.0 

25 

1.8 

B.  Criteria  documentation  for  standards 

30 

3.6 

54 

2.6 

C.  Laboratory  research 

84 

5.6 

84 

5.0 

D.  Laboratory  service .. 

101 

2.4 

102 

2.2 

E.  Field  research 

21 

1.2 

21 

1.1 

F.  Technical  services 

78 

2.3 

80 

2.0 

G.  Manpower  development 

32 

.9 

32 

.9 

H.  Occupational  health  program 

4 

4.1 

6 

1.0 

1.  Mining  (formerly  ORD) 

84 

3.0 

87 

3.0 

J.  Research  grants 

9 

3.9 

9 

2.4 

K.  Agriculture 

.3 

3 

.8 

L Safety 

13 

1.2 

15 

1.2 

M.  Occupational  carcinogenesis 

15 

1.3 

18 

1.0 

N.  Administrative  support  and  policy  direction 

115 

3.6 

115 

2.9 

Total 

1611 

2 35.4 

1651 

27.9 

1 Includes  9 positions  supported  from  reimbursements. 

2 Includes  1973  funds  restored. 


NIOSH  BUDGET  REQUESTS  TO  0MB 

Mr.  Obey.  What  was  the  National  Institute  for  Occupational  Safety 
Health  budget  request  as  it  came  out  of  the  National  Institute  for  Oc- 
cupational Safety  Health  before  it  got  up  to  you  or  anybody  else? 

Dr.  Sencer.  $29,865,000  and  660  positions. 

Mr.  Obey.  And  the  budget  you  are  presenting  today  is  ? 

Dr.  Sencer.  $25,848,000  and  565  positions. 

Mr.  Obey.  What  was  the  cut  of  $4  million  for  ? 

Dr.  Sencer.  The  Department  transmitted  a budget  of  $29,865,000 
and  605  positions  to  the  Office  of  Management  and  Budget. 

Mr.  Obey.  What  programs  were  cut  out  ? What  $4  million  was  cut 
out? 

Dr.  Sencer.  I can’t  tell  you,  sir. 

Mr.  Obey.  When  can  you  ? 

Dr.  Sencer.  I have  just  been  told  it  was  in  the  area  of  technical  as- 
sistance, providing  assistance  to  industry  and  standards  setting. 

Mr.  Obey.  Can  you  expand  for  the  record  and  explain  in  much  more 
detail  specifically  what  that  $4  million  request  was  for,  how  many 
positions  were  eliminated  and  what  kind  of  work  you  could  have  done 
with  that  money  that  you  won’t  be  able  to  do  now  ? 

Dr.  Sencer.  Yes,  sir. 

Mr.  Obey.  What  it  would  have  meant  in  terms  of  criteria  packages 
proposal  to  what  you  can  do  now  ? 

Dr.  Sencer.  Yes. 

[The  information  follows:] 

Effect  of  $4  Million  OMB  Cut 

The  1975  budget  request  submitted  to  OMB  would  have  supported  80  new 
positions  and  18  to  20  new  starts  on  criteria  document  production.  Resources 
now  requested  will  supi)ort  approximately  14  new  starts. 
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In  addition,  in  response  to  the  acknowledged  problems  of  impact  of  the  Occu- 
pational Safety  and  Health  Act  on  small  businesses,  the  fiscal  year  1975  request 
to  OMB  would  have  supported  a technical  assistance  effort  to  enable  industry 
to  comprehend  its  own  problems  and  provide  its  own  solutions.  There  are  over 
5 million  workplaces  at  present,  of  which  approximately  99  percent  are  con* 
sidered  as  small  business,  and  it  would,  of  course,  be  impossible  to  provide  direct 
assistance  to  each ; however,  by  approaching  industry-specific  problems  through 
a mix  of  direct  assistance  and  educational  and  technical  assistance  aids,  it  would 
be  possible  to  prevent  many  major  problems  before  individual  employees  are  af- 
fected or  there  is  a compliance  action.  We  will  conduct  some  activity  in  support 
of  this  strategy  in  fiscal  year  1975  on  a pilot  type  basis. 

OUTPUT  OF  CRITERIA  DOCUMENTS 

Mr.  Obey.  How  many  years  at  the  present  rate,  Doctor,  do  you 
think  it  would  take  to  provide  criteria  standards  for  all  of  the  chemi- 
cals and  agents  people  work  with  ? 

Dr,  Key.  There  is  some  professional  consensus  that  the  aniverse 
toward  which  we  should  be  striving  to  develop  health  standards  is 
approximately  1,000  to  2,000  rather  than  the  many,  many  thousand 
named  or  known  chemicals  in  the  environment. 

If  we  get  up  to  a rate  of  some  50  a year,  approximately  20  years. 

I should  correct  something  I told  you  earlier  or  make  it  more  ac- 
curate. The  estimate  I gave  to  you  for  doubling  the  output  of  criteria 
documents  was  based  on  continued  use  of  the  contract  mechanism, 
and  it  assumed  that  the  research  would  also  be  conducted  in  order 
to  have  the  dose-effect  information  on  which  one  could  go  ahead  and 
develop  a criteria  document  and  recommended  standards. 

Dr.  Sencer.  I think  there  is  another  limiting  factor  in  this  Mr. 
Obey  and  that  is  in  the  shortage  of  certain  categories  of  professional 
personnel,  namely  toxicologists.  This  has  not  been  a popular  field  over 
the  years  for  people  to  go  into,  and  we  are  limited  just  by  the  avail- 
ability of  adequately  trained  professional  people. 

Mr.  Obey.  Why  isn’t  it  a popular  field  ? 

Dr.  Sencer.  For  much  the  same  reason  that  venereal  disease  re- 
search hasn’t  been  a popular  field — ^there  is  no  big  payoff. 

Going  back  into  the  fifties  there  have  been  committees  trying  to 
figure  out  ways  to  stimulate  people  to  go  into  toxicology.  It  is  not 
a glamorous  scientific  area.  It  is  sort  of  sitting  there  with  your  rats 
and  mice  and  waiting  a long  period  of  time  to  see  what  the  effect  is. 

VINYL  CHLORIDE 

Mr.  Obey.  MTiat  programs  and  activities  are  going  to  have  to  be 
dropped  Dr.  Key,  because  of  your  efforts  in  the  vinyl  chloride  area? 

Dr.  Key.  I have  asked  the  staff  for  an  accounting  of  this  and  ex- 
pect to  have  the  answer  within  another  week. 

At  this  time  I think  I can  say  that  although  the  responses  for 
hazard  evaluations  may  be  lengthened 

Mr.  Obey.  By  how  much  ? 

Dr.  Key.  I can’t  quantitate  this  other  than  by  the  same  number 
of  weeks  that  the  individuals  were  working  on  vinyl  chloride. 

Mr.  Obey.  How  many  people  did  you  have  to  research  ? 

Dr.  Key.  For  vinyl  chloride. 
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STANDARD  FOR  ASBESTOS 

Mr.  Obey.  On  asbestos,  it  is  my  impression,  and  I may  be  wrong  that 
the  standard  eventually  promulgated  was  higher  than  the  British 
standard  ? 

Dr.  Key.  No,  sir. 

Mr.  Obey.  No,  sir,  it  wasn’t  or,  no,  sir,  I am  not  wrong,  which? 

Dr.  Key.  The  British  standard  was  two  fibers  per  cubic  centimeter 
and  the  U.S.  standard  initially  was  five  fibers  per  cubic  centimeter 
with  a lowering  eventally  to  two  fibers  per  cubic  centimeter. 

Mr.  Obey.  So  initially  it  was  higher  ? 

Dr.  Key.  That  is  right.  Eventually  it  will  be  the  same. 

Mr.  Obey.  When  will  it  be  two  ? 

Dr.  Key.  Four  years  from  initial  promulgation,  and  that  was  pro- 
mulgated in  1972. 

Mr.  Obey.  That  standard,  if  true,  means  that  is  a standard  for  what, 
just  for  the  avoiding  of  asbestosis?  It  is  not  a standard  for  avoiding 
cancer  is  it? 

Dr.  Key.  In  our  criteria  document  recommendation  to  the  Depart- 
ment of  Labor  I think  we  used  words  to  the  effect  that  the  risk  of  can- 
cer would  be  materially  lowered  at  the  two  fiber  cubic  centimeter  level. 
We  did  not  guarantee  there  would  be  none  at  this  level. 

Mr.  Obey.  Am  I correct  in  my  understanding  that  that  standard  is 
a standard  which  is  sufficient  to  avoid  a worker  contracting  asbestosis  ? 
Does  it  have  anything  to  do  with  cancer,  or  was  it  just  designed  to 
avoid  workers  contracting  asbestosis  ? 

Dr.  Key.  It  was  designed  to  prevent  or  control  both  the  asbestosis 
as  well  as  the  cancer. 

Mr.  Obey.  Let  me  put  it  a different  way.  What  percentage  of  workers 
could  you  assume  would  still  contract  asbestosis  at  a level  of  two  fibers? 

Dr.  Key.  Very,  very  small.  I can’t  give  you  that  offhand.  I will  give 
you  an  estimate  in  the  record. 

Mr.  Obey.  How  about  cancer  ? 

Dr.  Key.  I will  also  give  you  an  estimate  of  that. 

[The  information  follows:] 

Estimate  of  Asbestosis  and  Cancer  Based  on  Exposure  to  Asbestos  Fibers 

The  British  Occupational  Hygiene  Society  considering  the  data  that  were  avail- 
able concluded  that  an  accumulated  exposure  of  100  fiber-years/cm®  of  air  would 
reduce  early  clinical  signs  of  asbestosis  to  less  than  1 percent  of  the  workers. 

For  such  workers,  who  may  possibly  work  for  50  years  (the  basis  for  the  British 
standard)  the  long-term  average  concentration  to  which  they  are  exposed  would 
need  to  be  less  than  2 fibers/cm®.  For  others,  who  are  exposed  to  asbestos  dust  in 
air  for  shorter  periods,  the  long-term  average  concentration  need  not  be  so  low, 
as  long  as  their  exposure  will  amount  to  less  than  KX)  fiber-years/cm®. 

Consideration  of  the  shorter  working  lifetime  in  the  United  States  of  about 
30  years  as  compared  to  50  years  in  the  United  Kingdom  suggests  that  a U.S. 
standard  of  about  3 fibers/cm®  should  assure  that  less  than  1 percent  of  the 
workers  exposed  are  at  risk  of  developing  the  earliest  clinical  signs  of  asbestosis. 

The  British  did  not  consider  carcinogenesis  in  the  development  of  their  stand- 
ard ; however,  with  the  recognition  that  neoplasma,  such  as  mesothelioma  may 
occur  without  radiological  evidence  of  asbestosis  and  that  the  standard  must  be 
lower  than  that  required  to  control  asbestosis  alone,  carcinogenesis  was  given 
serious  consideration  in  the  development  of  a U.S.  standard.  The  carcinogenic 
effect  of  asbestos  is  probably  not  qualifiable  in  terms  of  cumulative  dose  as  we 
really  do  not  know  the  determinants  of  cancer,  but  most  researchers  would  agree 
that  the  less  exposure  the  better  and  certainly  that  peak  exposures  should  be 
avoided.  The  role  of  cigarette  smoking  as  a co-factor  has  been  well  documented. 
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These  considerations  were  consistent  with  the  findings  of  the  Surgeon  General’s 
ad  hoc  committee  on  the  Ewaluation  of  Low  Levels  of  Environmental  Chemical 
Carcinogens  that  “for  carcinogenic  agents,  a safe  level  for  man  cannot  be  estab- 
lished by  application  of  our  present  knowledge.” 

The  recommended  U.S.  standard  was  designed  primarily  to  prevent  asbestosis. 
For  other  diseases  associated  with  asbestos,  there  is  insufficient  information  to 
establish  a standard  to  prevent  such  diseases  including  asbesto-induced  neoplams 
by  any  all-inclusive  limit  other  than  zero.  Nevertheless,  a reduction  of  the  stand- 
ard to  2 fibers/cm®  will  reduce  the  total  body  burden  and  should  more  adequately 
guard  against  neoplasms. 

Mr.  Obey.  Let  me  ask  you  what  would  happen  in  your  shop  if  you 
had  another  episode  similar  to  the  vinyl  chloride  say  tomorrow  ? Say 
you  had  scares  in  two  or  three  other  areas.  Your  budget  wouldn’t  be 
nearly  adequate  to  handle  it,  would  it? 

Dr.  Key.  We  have  been  fortunate  in  being  able  to  call  on  the  resources 
of  the  Center  for  Disease  Control,  especially  the  medical  resources. 
Their  Epidemic  Intelligence  Service  officers  have  been  assisting  us  on 
vinyl  chloride,  and  I think  we  could  rely  on  further  help  from  them  in 
this  area.  We  do  have  our  own  staff  of  industrial  hygienists  and  we 
could  pull  them  off  ongoing  work  for  this. 

Mr.  Obey.  That  is  my  point.  Every  time  you  have  to  divert  your  peo- 
ple from  your  long  range  projects  to  handle  the  short  range  emergency 
situations  you  are  kind  of  messing  things  up  on  the  other  end,  aren’t 
you? 

Dr.  Sencer.  Mr.  Obey,  I am  not  as  familiar  with  the  workings  of 
NIOSH  as  I wish  I were.  I am  being  serious  now,  I am  not  just  trying 
to  defend  it. 

All  of  our  resources  are  built  to  both  be  responsive  to  immediate 
needs  and  have  a continuity  of  function.  For  example,  not  long  ago 
there  was  a sudden  recognition  there  was  a lot  of  lead  getting  into  the 
environment  from  a smelter  in  El  Paso.  EPA  asked  us  to  help.  We  had 
epidemiologists  in  the  field,  we  were  doing  the  laboratory  work,  and 
we  were  still  able  to  continue  our  proficiency  testing  for  lead.  I think 
we  would  work  with  Dr.  Key  to  find  ways  we  could  accommodate  to 
the  sudden  outbreaks.  This  is  part  of  our  way  of  life  in  disease  control. 

Mr.  Obey.  As  Dr.  Key  indicated  before,  your  other  programs  do 
suffer  when  you  have  to  divert  people. 

Dr.  Sexcer.  This  is  part  of  the  problem  of  setting  priorities. 

Mr.  Obey.  I understand  it.  I am  not  objecting  to  doing  it.  My  point 
is  when  you  have  such  a minimal  amount  of  the  work  force  covered 
now  by  standards,  it  seems  to  me  this  budget  is  totally  inadequate  and 
that  you  would  be  in  a much  more  comfortable  position  if  you  were 
up  here  defending  the  budget  you  originally  submitted  to  Office  of 
Management  and  Budget.  I would  even  have  doubts  about  the  ade< 
quacy  of  that  budget  given  the  magnitude  of  the  problem. 

I understand  neither  of  you  gentlemen  are  responsible  for  that  prob- 
lem. I understand  it  is  always  with  0MB.  They  can  find  a lot  of  dollars 
for  other  things,  but  it  is  almost  as  though  they  view  progress  in  this 
area  as  being  expendable. 

I think  that  is  all  the  questions  I have.  I think  we  covered  the  rest 
yesterday. 

VENEREAL  DISEASE 

Mr.  Conte.  Will  you  give  some  examples  of  your  programs  to  get 
information  on  venereal  disease  to  young  people? 
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Dr.  Sencer.  Through  cooperation  with  Operation  Venus,  the  na- 
tional VD  “hotline”  and  similar  metropolitan  “hotlines,”  we  help 
bring  consultation  and  referral  services  to  many  thousands  of  young 
people  with  venereal  disease  problems.  Close  working  ties  between 
official  health  agencies  and  such  youth-centered  organizations  as  free 
clinics  are  encouraged  through  the  grant  program.  We  assist  in  the 
development,  improvement,  and  implementation  of  ways  of  teaching 
young  people  about  venereal  disease  in  both  formal  classroom  and  in- 
formal community  settings.  We  are  working  with  the  Boy  Scouts  in 
teaching  their  membership  about  venereal  disease  and  getting  their 
members  involved  in  community  venereal  disease  educational  pro- 
grams. Intermittently,  we  work  with  State  youth  conferences  and  with 
such  organizations  as  the  Student  American  Medical  Association  and 
Student  American  Pharmaceutical  Association  in  localized  programs. 
Venereal  disease  “counterattacks,”  patterned  after  the  community 
campaigns  of  such  organizations  as  the  March  of  Dimes,  but  where  in- 
formation is  given  rather  than  money  collected,  are  expected  to  involve 
hundreds  of  thousands  of  youth  volunteers. 

Mr.  Conte.  What  age  groups,  and  other  special  populations,  show 
the  greatest  increase  in  venereal  disease  ? 

Dr.  Sencer.  Populations  at  greatest  risk  of  acquiring  gonorrhea  are 
teenagers  and  young  adults  between  the  ages  of  15-29.  Gonorrhea 
cases  among  persons  15-19  years  of  age  increased  281.4  percent ; among 
persons  20-24  years  of  age,  cases  increased  254.2  percent ; and  among 
persons  25-29,  cases  increased  164.0  percent  during  the  period  of  time 
1960-72. 

The  highest  reported  case  rates  have  been  in  males,  but  in  1972, 
reported  cases  of  gonorrhea  among  females  increased  36.3  percent 
while  among  males  cases  increased  only  2 percent.  We  believe  this  re- 
flects the  emphasis  placed  on  finding  and  treating  asymptomatic 
females  since  the  implementation  of  a major  gonorrhea  control  effort 
began  in  1972. 

The  populations  at  greatest  risk  for  acquring  syphilis  are  teenagers 
and  young  adults  between  the  ages  of  15-29.  Eeported  cases  of  in- 
fectious syphilis  increased  56.6  percent  in  the  15-19  age  group,  54.8 
percent  in  the  20-24  age  group,  and  42  percent  in  the  25-29  age  group 
during  the  period  of  1960-72.  Because  symptoms  are  less  noticeable  in 
females,  and  more  difficult  to  detect,  reported  cases  are  highest  among 
males. 

F or  both  gonorrhea  and  infectious  syphilis,  rates  per  100,000  popu- 
lation are  highest  in  large  cities  (200,000  or  more  population),  and 
lowest  in  small  towns  and  rural  areas.  As  I mentioned  in  my  prepared 
statement  reported  data  for  this  year  show  improvements. 

LEAD  POISONING 

Mr.  Conte.  How  many  children  do  you  expect  to  screen  for  blood 
lead  level  in  1974? 

Dr.  Sencer.  We  expect  300,000  children  will  be  screened  by  grantees 
in  local  control  programs  during  fiscal  year  1974. 

Mr.  Conte.  How  many  laboratories  are  capable  of  doing  blood  lead 
level  tests? 


301 


Dr.  Sencer.  We  do  not  know  of  every  laboratory  in  the  country 
now  performing  blood  lead  testing.  Of  those  which  are  participating 
in  our  proficiency  monitoring  program,  about  30  demonstrate  the 
capability  to  perform  accurate  blood  lead  analysis. 

Mr.  Conte.  FDA  was  doing  tests,  last  year,  of  tolerable  levels  in 
lead  in  multiple  layers  of  paint.  Was  the  Center  involved  in  that  test- 
ing, and  what  were  the  results? 

Dr.  Sencer.  The  Food  and  Drug  Administration,  in  cooperation 
with  the  National  Bureau  of  Standards,  has  carried  out  testing  of 
methods  to  identify  lead  in  multiple  layers  of  paint.  The  Center  for 
Disease  Control  was  not  directly  involved  in  this  testing.  To  date,  a 
standardized  method  of  testing  for  lead  in  multiple  layers  of  paint 
has  not  been  developed. 

Mr.  Conte.  Have  you  done  away  completely  with  training  classes 
for  State  laboratory  personnel  ? 

Dr.  Sencer.  No.  Our  current  laboratory  training  emphasis  is  di- 
rected toward  assisting  States  to  conduct  their  own  laboratory  train- 
ing courses.  Assistance  is  provided  in  the  form  of  technical  assistance 
in  the  design  and  conduct  of  courses  and  provision  of  training 
materials  including  manuals  and  cultures  and  the  loan  of  some  diffi- 
cult-to-obtain  equipment.  In  addition,  we  are  still  presenting  head- 
quarter courses  for  State  laboratory  personnel  in  areas  of  particular 
public  health  importance.  These  areas  include  but  are  not  limited  to 
the  detection  of  hepatitis-associated  antigen,  detection  of  drugs  of 
abuse,  and  the  laboratory  diagnosis  of  toxoplasmosia,  rubella,  cyto- 
megalovirus, and  herpes.  The  effective  detection  of  this  latter  group 
is  essential  to  our  success  in  reducing  the  number  of  preventable  birth 
defects  in  the  Nation. 

The  overriding  concern  in  all  our  training  activities  is  to  achieve 
the  multiplier  effect  by  training  individuals  such  as  supervisors  who 
will  transmit  the  skills  and  techniques  acquired  at  the  CDC  to  other 
laboratory  personnel. 

DRUG  ABUSE 

Mr.  Conte.  Have  there  been  any  major  recent  advances  in  testing 
technology  to  determine  narcotic  drug  abuse  ? 

Dr.  Sencer.  There  have  been  no  major  advances  in  technology  to 
determine  narcotic  drug  abuse.  Therefore,  the  Center  has  placed  em- 
phasis on  refining  existing  methods  and  training.  Laboratory  identifi- 
cation and  analysis  of  biologic  fluids  for  drugs  of  abuse  is  a field  of 
quite  diverse  methods  and  a great  range  of  quality.  CDC  is  working  on 
the  refinement  and  standardization  of  these  methods.  Available  tech- 
nologies, that  is,  thin  layer  chromatography,  gas  liquid  chromatog- 
raphy, spectrophotometry  and  spectrofluorometry,  are  sophisticated 
analytical  procedures  which  require  extensive  sample  preparation  and 
procedural  standardization  including  the  use  of  controls  and  standards. 
Improvement  of  laboratory  performance  in  the  analysis  of  alcohol  and 
other  abused  drugs  has  been  supported  for  the  past  3 years  in  a demon- 
stration self-evaluation  program  for  clinical  laboratories  and  by  a con- 
tinuing proficiency  testing  program  in  urinary  drug  identification  for 
public  health  laboratories  and  those  in  interstate  commerce  as  well  as 
all  federally  funded  methadone  treatment  centers. 
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FEDERAL  HEALTH  EDUCATION  EXPENDITURES 

Mr.  Conte.  Do  you  have  a figure  for  the  total  Federal  health  educa- 
tion expenditure  ? 

Dr.  Sencer.  We  do  not  have  a reliable  figure  for  the  Government  as 
a whole.  The  President’s  committee  estimated  that  $30  million  is  spent 
in  HEW. 

Mr.  Conte.  What  is  going  to  be  the  Center’s  health  education  role  in 
the  HMO  program  ? 

Dr.  Sencer.  CDC  would  offer  professional  expertise  to  HMO  and 
all  other  programs,  and  would  try  to  facilitate  interagency  collabora- 
tive activities.  The  HEW  Health  Education  Board  would  review 
priorities  and  policies  in  all  major  health  education  activities,  includ- 
ing HMO’s. 

DRUG  EDUCATION  PROGRAMS 

Mr.  Conte.  Do  you  have  any  responsibilities  for  drug  education 
programs  ? 

Dr.  Sencer.  As  with  HMO’s,  we  would  have  a facilitation  role  rather 
than  direct  responsibilities  in  drug  education.  Each  agency  retains 
responsibility  for  its  own  educational  programs,  within  policies  and 
guidelines  that  will  be  established  by  the  HEW  Board. 

SALMONELLA 

Mr.  Conte.  How  do  you  and  FDA  share  responsibility  in  a case  like 
the  1973  Christmas  candy  Salmonella  case  ? 

Dr.  Sencer.  CDC  has  responsibility  for  maintaining  surveillance  on 
human  disease  and  for  providing  epidemic  aid  upon  request.  The  FDA 
has  legal  responsibility  with  respect  to  the  purity  and  safety  of  food 
products.  This  outbreak  came  to  our  attention  on  January  17-18,  as  a 
consequence  of  our  routine  surveillance  of  salmonellosis  in  the  United 
States.  Salmonella  easthourne^  a previously  rare  serotype,  was  noted  in 
increasing  numbers  during  January  in  the  weekly  surveillance  reports 
we  receive  from  each  State.  On  January  27,  with  the  assistance  of  eight 
State  health  departments  that  had  reported  cases,  we  prepared  a list 
of  15  products  that  were  suspect  as  causes  of  illness.  CDC  proposed  that 
each  case  be  queried  promptly  about  his  exposure  to  each  item  on  this 
list,  and  that  age-matched  neighbor  controls  be  similarly  queried.  This 
investigation  incriminated  foil -wrapped  chocolate  balls  as  the  vehicle 
of  infection  in  this  outbreak.  This  epidemiological  association  was 
substantiated  on  January  31,  by  the  demonstration  of  S.  easthourne  in 
chocolate  balls  by  the  New  Jersey  Health  Department  Laboratory. 
Because  a food  product  was  involved,  FDA  was  kept  fully  apprised  of 
our  findings  throughout  this  phase  of  the  investigation  and  contributed 
to  the  investigation  by  tracing  the  distribution  of  candy  that  patients 
had  consumed  back  to  the  wholesalers  and  ultimately  to  the  manufac- 
turer in  Quebec,  Canada.  On  February  1,  FDA  announced  the  volun- 
tary recall  of  the  chocolate  candy  by  the  manufacturer.  By  monitoring 
disease  occurring  in  the  population,  the  Center  identified  this  special 
problem  with  salmonellosis.  Having  traced  the  source  of  infection  to  a 
food  product,  we  began  to  work  with  FDA  which  has  regulatory  au- 
thority and  responsibility. 
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SMOKING  EDUCATION  PROGRAMS 

Mr.  Conte.  Do  you  have  any  special  smoking  education  programs 
for  young  people  ? 

Dr.  Sencer.  The  general  objective  of  the  Clearinghouse  is  to  reduce 
the  death  and  disability  that  results  from  the  use  of  tobacco.  To  accom- 
plish this  it  is  essential  to  encourage  young  people  not  to  take  up  smok- 
ing and  to  decrease  the  proportion  of  adolescents  who  take  up  ciga- 
rette smoking  and  become  confirmed  smokers.  The  Clearinghouse  has 
developed,  and  is  developing,  educational  materials  appropriate  for 
both  nonsmoking  teenagers  and  those  who  have  already  begun  to 
smoke.  The  information  is  disseminated  through  all  available  chan- 
nels— the  media,  schools,  private  and  voluntary  organizations,  com- 
munity sources,  et  cetera.  Kecent  Clearinghouse  projects  include  a spe- 
cial self-test  for  teenagers  to  help  them  develop  insights  into  their 
knowledge  and  attitudes  on  the  smoking  problem  and  to  make  in- 
formed decisions  with  respect  to  it.  Another  innovative  Clearinghouse 
program  is  a school  curriculum  project  in  which  teachers  of  fifth, 
sixth,  and  seventh  grades  are  given  special  training  in  courses  to  help 
boys  and  girls  make  wise  decisions  about  the  protection  and  care  of 
their  bodies.  The  children  learn  not  only  what  makes  their  bodies 
function  but  how  common  risk  factors  in  daily  life,  and  misuse  of  food, 
exercise,  stress,  alcohol,  tobacco,  and  drugs  can  impair  their  health. 

Mr.  Conte.  Is  smoking  increasing  among  the  young?  How  many 
young  people  are  taking  up  smoking  only  for  a short  time  and  how 
many  go  on  to  heavy  smoking  ? 

Dr.  Sencer.  As  to  smoking  behavior  among  youth,  there  has  been 
fairly  little  overall  change  in  the  proportion  of  young  people  (ages 
12  to  18)  who  smoke.  There  has  been  a trend  toward  a decrease  in  the 
proportion  of  boys  smoking  and  an  increase  in  the  proportion  of  girls 
smoking.  They  are  now  smoking  at  about  the  same  rate — ^between  15 
and  16  percent. 

By  the  time  a young  person  has  reached  the  age  of  18,  it  is  very  likely 
that  he  has  at  least  experimented  with  cigarettes  (between  80  and  90 
percent) . At  the  present  time  approximately  33  percent  of  18-year-old 
boys  and  28  percent  of  18-year-old  girls  report  that  they  are  smoking 
cigarettes  on  a regular  basis. 

ARCTIC  RESEARCH  CENTER 

Mr.  Conte.  I gather  youVe  closed  that  Arctic  Kesearch  Center. 
What  happened  to  the  facilities  ? Isn’t  that  closing  going  to  be  recon- 
sidered in  view  of  the  coming  influx  of  workers  into  an  environment 
that  poses  special  working  and  health  conditions  ? 

Dr.  Sencer.  The  facilities  were  transferred  to  the  University  of 
Alaska.  The  health  problems  associated  with  any  influx  of  workers  as 
a result  of  the  pipeline  construction  would,  in  all  likelihood,  pose  im- 
mediate demands  on  the  health  care  delivery  system.  The  Arctic  Health 
Research  Center  was  engaged  primarily  in  long-term  research  on 
health  in  the  Arctic. 
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NATIONAL,  clearinghouse  FOR  SMOKING  AND  HEALTH 

Mr.  Catcher.  There  has  been  growing  concern  about  a conflict  of 
interest  in  the  National  Clearinghouse  for  Smoking  and  Health.  On 
the  one  hand  it  is  conducting  antismoking  activities.  On  the  other  it  is 
providing  Congress  with  what  is  supposed  to  be  an  objective  review 
of  the  scientific  literature  relating  to  smoking  and  health.  It  appears 
to  be  acting  as  both  prosecutor  and  judge.  The  former  Surgeon  Gen- 
eral, Dr.  Steinfeld,  agreed  that  this  criticism  was  an  excellent  point 
and  we  should  look  into  the  association  of  those  two  functions  within 
HEW.  What  is  your  own  view  ? 

Dr.  Sencer.  The  Public  Health  Cigarette  Smoking  Act  of  1969  re- 
quires the  Secretary  to  submit  to  the  Congress  each  year  a report  on 
the  health  consequences  of  smoking.  The  responsibility  for  preparing 
this  report  has  been  given  to  the  Clearinghouse  for  Smoking  and 
Health,  in  the  Center  for  Disease  Control,  since  this  is  the  agency 
which  collects  and  reviews  scientific  information  in  the  field. 

The  reports  to  Congress  are  based  on  the  assessment  of  all  available 
scientific  information  and  are  prepared  under  procedures  which  have 
been  approved  by  the  Department.  The  clearinghouse  director  and 
staff  physicians  submit  research  studies  gathered  from  all  parts  of 
the  world  to  outstanding  experts  in  scientific  and  technical  fields  for 
their  evaluation.  Included  in  studies  for  review  are  those  which  present 
data  inconsistent  with  the  established  relationships  between  smoking 
and  disease.  These  studies,  like  the  overwhelming  number  of  studies 
which  support  and  strengthen  the  evidence  linking  smoking  with  dis- 
ease, are  carefully  considered  and  evaluated  and  cited  in  the  report. 

The  physicians  and  scientists  who  review  the  studies  (some  of  whom, 
incidentally,  have  been  associated  with  research  projects  financed  by 
the  tobacco  industry)  are  completely  independent  of  the  clearinghouse 
antismoking  educational  activities.  The  evaluations  of  the  research 
returned  by  the  reviewers  are  in  turn  reviewed  by  the  Department  and 
by  all  other  interested  agencies  in  the  Department,  including  the  Na- 
tional Institutes  of  Health. 

Wlien  the  report  is  transmitted  to  Congress  it  represents  the  views 
and  positions  of  the  Secretary  and  the  Department. 

agricultural  insecticides 

Mr.  Robinson.  OSHA,  and  more  recently  EPA  have  issued  proposed 
standards  for  the  reentry  of  workers  into  fields  and  orchards  or  groves 
sprayed  with  certain  agricultural  insecticides.  This  indicates  a further 
interest  in  agriculture  with  respect  to  these  two  agencies.  On  page  125 
of  your  justification,  you  mention  research  in  parathion  as  being  one  of 
your  1974  projects  and  yet,  on  page  126,  you  refer  to  work  on  the  en- 
vironment of  all  non  agricultural  industries.  What  is  the  interest  and 
expertise  within  NIOSH  with  respect  to  agriculture  ? EPA  and  OSHA 
had  a cooperative  arrangement  wfith  regard  to  hearings  which  they 
held  when  they  were  gathering  data  for  their  reentry  standards.  Did 
NIOSH  participate  in  these  hearings  ?. 

Dr.  Key.  NIOSH  responsibilities  for  research  and  development  of 
recommended  standards  parallel  the  ent^orcement  responsibilities  of 
OSHA.  It  should  be  pointed  out  that  the  NIOSH  criteria  document  for 
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parathion  will  apply  to  the  manufacturing,  formulation,  and  applica- 
tion of  this  insecticide.  The  document  was  developed  by  contract,  and 
is  being  reviewed  by  professionals  in  XIOSH  and  other  organizations. 
NIOSH  participated  in  OSH-EPA  regional  hearings  and  presented 
testimony  on  August  22, 1973,  in  Washington,  D.  C.  hTIOSH  has  a con- 
siderable interest  in  agricultural  safety  and  health  and  has  a small,  but 
highly  competent,  nucleus  of  professionals  who  have  already  initiated 
a program  in  this  area.  NIOSH  and  CDC  are  in  the  process  of  develop- 
ing a memorandum  of  understanding  with  EPA  on  the  subject  of  pesti- 
cides research. 

OCCUPATIONAL  SAFETY  AND  HEALTH  IN  AGRICULTURE 

Mr.  Kobinson.  On  page  8 of  your  statement  you  refer  to  the  fact 
that  NIOSH  conducts  surveillance  of  occupational  illnesses  and  acci- 
dents. One  of  our  problems  regarding  occupational  safety  and  health 
in  agriculture  has  been  a lack  of  accurate  statistical  evidence  with  re- 
spect to  this  area.  Are  you  making  any  effort  to  accumulate  statistics 
in  agriculture  or  is  your  surveillance  merely  one  of  looking  into  those 
accidents  that  are  brought  to  your  attention  ? 

Dr.  Key.  We  agree  that  the  lack  of  statistical  information  on  the 
hazards  in  the  agricultural  area  is  a handicap  to  developing  an  effec- 
tive strategy  in  this  area,  and  we  have  placed  high  priority  in  estab- 
lishing a better  information  system.  To  this  end  we  have  scheduled  a 
meeting  with  the  National  Safety  Council  to  explore  the  development 
of  a joint  data  gathering  system  based  upon  the  10  State  survey  pro- 
gram on  agricultural  injuries  carried  out  by  the  National  Safety 
Council.  By  including  in  the  survey  program  health  concerns  as  well 
as  safety,  we  believe  that  we  will  be  able  to  obtain  the  kind  of  informa- 
tion that  is  needed. 

TECHNICAL  ASSISTANCE  AND  INFORMATION  * 

Mr.  Robinson.  What  is  the  extent  of  your  being  able  to  provide 
technical  assistance  and  information  through  your  field  stations  and 
regulatory  offices?  I have  in  mind  a northern  New  York  Congressman 
with  a problem  regarding  to  the  fact  that  talc  has  evidently  been  put 
into  the  same  category  as  asbestos  in  terms  of  being  dangerous  to 
workers  even  though  it  is  quite  different  in  characteristics  and  is  non- 
fibrous.  Congressman  McEwen  tells  me  that  a contact  with  your  of- 
fice to  try  to  resolve  this  problem  did  not  result  in  any  technical  assist- 
ance. Would  you  comment  ? 

Dr.  Key.  The  NIOSH  headquarters  operation  in  Rockville  as  well 
as  our  field  stations  in  Cincinnati,  Morgantown,  and  Salt  Lake  City 
are  staffed  with  individuals  possessing  a high  level  of  technical  ex- 
pertise in  the  area  of  occupational  safety  and  health.  All  of  our  tech- 
nically oriented  divisions  and  offices,  and  in  patricular  those  located 
in  field  stations,  are  frequently  called  on  to  provide  technical  assist- 
ance on  a variety  of  matters  such  as  tremolitic  talc. 

In  1973,  in  response  to  a request  for  assistance  from  OSHA,  NIOSH 
reviewed  a petition  regarding  tremolite  from  R.  T.  Vanderbilt  Co., 
Inc.,  and  International  Talc  Co.  Congressman  McEwen  expressed  his 
concern  in  this  matter  to  OSHA,  who  referred  it  to  NIOSH.  The 
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petition  was  reviewed  in  light  of  the  existing  OSHA  standards  with 
the  resultant  recommendation  that  the  petition  be  denied. 

The  problem  revolves  around  the  correctness  of  an  existing  Federal 
standard  promulgated  and  enforced  by  the  Occupational  Safety  and 
Health  Administration,  DOL.  In  response  to  a recent  request  from 
OSHA  we  have  scheduled  a meeting  for  mid- April  of  this  year  at 
which  time  this  matter  will  be  completely  reviewed  by  NIOSH  per- 
sonnel and  consultants,  and  resultant  recommendations  will  be  for- 
warded to  OSHA. 

POTENTIAni.Y  TOXIC  SUBSTANCE 

Mr.  SiiRiVER.  Under  the  National  Institute  for  Occupational  Safety 
and  Plealth,  which  is  also  included  in  this  request,  one  of  the  func- 
tions is  to  respond  to  requests  from  employers  and  employees  for 
health  and  safety  hazard  evaluation.  Tell  us  more  about  what  assist- 
ance is  available  in  the  form  of  information  and  advice.  Is  this  just  for 
large  employers,  or  could  a small  businessman  come  to  you  for  advice? 

Dr.  Sencer.  The  National  Institute  for  Occupational  Safety  and 
Health  is  responsible  for  the  health  hazard  evaluation  program  man- 
dated by  section  20(a)(6)  of  the  Occupational  Safety  and  Health  Act 
and  defined  by  regulations  in  42  CFR,  part  85.  The  program  is  charged 
with  the  responsibility  of  determining  whether  any  substance  normally 
found  in  the  place  of  employment  has  potentially  toxic  effects  at  the 
concentrations  used  or  found,  specifically  for  small  businesses. 

In  addition  to  the  hazard  evaluation  program,  the  National  Insti- 
tute for  Occupational  Safety  and  Health  has  established  a pilot  con- 
sultative services  program  to  assist  small  businessmen  in  complying 
with  the  act.  We  provide  direct  onsite  safety  industrial  hygiene  in- 
vestigations, primarily  in  selected  industries  in  order  to  extend  our 
very  limited  manpower.  From  the  knowledge  acquired  in  these  investi- 
ga/tions,  we  plan  to  produce  information  packets  detailing  commonly 
encountered  health  and  safety  problems  and  disseminate  this  informa- 
tion to  as  many  small  businesses  as  possible. 

In  addition  to  these  activities,  the  National  Institute  for  Occupa- 
tional Safety  and  Health  responds  annually  to  thousands  of  written 
and  telephone  requests  on  technical  matters  and  provides  direct  on- 
site industrial  hygiene  and  medical  investigations  upon  request  from 
employers  or  employees. 


RAT  CONTROL  PROGRAM 

Mr.  Shriver.  Once  you  have  brought  local  rat  control  programs  to 
the  maintenance  level,  are  all  of  the  costs  taken  over  the  local  gov- 
ernments? I believe  the  justifications  mention  that  they  pay  about  45 
percent  of  the  costs  up  to  the  point  of  maintenance. 

Dr.  Sencer.  Project  grants  for  urban  rat  control  are  provided, 
initially,  on  an  annual  basis  for  a period  not  to  exceed  5 years.  Contin- 
uation grants  after  the  first  year  are  made  on  the  basis  of  satisfac- 
tory progress  toward  attaining  maintenance  level  in  the  target  area. 

Deduction  of  Federal  funds  by  10-15  percent  per  year  is  recom- 
mended during  the  third,  fourth,  and  fifth  years,  with  the  expectation 
of  increased  support  by  State  and  local  agencies.  It  is  expected  that 
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the  project  will  reach  a maintenance  level  in  the  target  area  within  5 
years. 

At  the  completion  of  the  5-year  period,  an  annual  maintenance  grant 
can  be  awarded  for  a maximum  period  of  3 additional  years.  This 
maintenance  grant  may  not  exceed  50  percent  of  the  fifth  year  fund- 
ing except  for  good  cause  shown. 

In  fiscal  year  1969,  projects  assumed  27  percent — $5,504,045 — of 
total  costs — $20,523,451 — of  rat  control  programs.  In  fiscal  year  1973, 
projects  assumed  45  percent — $12,202,477 — of  total  costs — ^$26,927,- 
727 — of  the  programs.  In  two  project  cities  in  New  York  State,  total 
financial  support  for  urban  rat  control  was  assumed  by  local  funding 
in  fiscal  year  1974 — Binghamton  through  a 50-50  State  aid  program, 
and  Poughkeepsie  through  the  local  county  health  department. 

NEW  POSITIONS  FOR  OCCUPATIONAL  SAFETY  AND  HEALTH 

Mr.  Shriver.  You  are  requesting  an  increase  of  40  positions  to 
change  over  some  of  your  occupational  safety  and  health  activities 
from  a contract  basis  to  an  in-house  basis.  Why  do  you  feel  this  change- 
over  is  necessary?  Is  it  less  expensive  or  more  expensive  to  do  the 
work  in-house? 

Dr.  Sencer.  In  addition  to  the  fact  that  in-house  resources  are  re- 
quired to  initiate  and  manage  a contract  effort  such  as  we  already 
have  underway,  I feel  it  is  necessary  to  maintain  a balanced  program 
with  a reasonable  level  of  in-house  effort  on  the  part  of  the  Institute 
so  that  we  can  effectively  utilize  the  results  of  research  conducted  ex- 
tramurally.  It  is  difficult  to  make  a general  cost  comparison  since, 
quite  obviously,  contracts  are  normally  with  profitmaking  organiza- 
tions. 

IMMUNIZATION  PROGRAM 

Mr.  Shriver.  You  show  a program  decrease  of  $4,450,000  because 
of  a nonrecurring  program  to  improve  immunization  programs 
against  diseases  susceptible  to  vaccination  control.  You  have  accom- 
plished your  purpose  in  this,  is  that  right  ? Tell  us  about  that. 

Dr.  Sencer.  We  believe  that  the  level  of  funding  requested  for 
fiscal  year  1975  will  be  adequate  to  continue  the  progress  which  is 
being  made  in  reducing  the  incidence  of  rubella,  measles,  diphtheria, 
tetanus,  and  pertussia.  The  $4,450,000  which  was  available  in  fiscal 
year  1974  has  helped  to  replenish  vaccine  supplies,  and  has  insured 
the  availability  of  adequate  supplies  to  meet  the  needs  of  intensive 
immunization  campaigns  which  are  being  carried  out  in  fiscal  year 
1974-75.  Keported  measles  cases  are  declining  for  the  third  straight 
year  and  the  rubella  epidemic  expected  in  1970-72  has  still  not 
occurred. 

LEAD  POISONING 

Mr.  Shriver.  The  same  goes  for  the  decrease  of  $4,500,000  because 
of  a nonrecurring  program  to  strengthen  capabilities  of  State  health 
laboratories  in  regard  to  blood-lead  analyses.  This  is  part  of  the 
leaded  paint  program,  I assume.  Tell  us  what  has  been  accomplished 
by  this  one-shot  program. 
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Dr.  Sencer.  This  money  has  just  recently  been  made  available  and 
grants  have  not  yet  been  made  to  State  laboratories.  After  the  grants 
are  made,  we  expect  the  capability  for  accurate  blood-lead  analyses  in 
the  United  States  to  increase  considerably.  Local  prevention  pro- 
grams will  be  spared  the  expense  of  setting  up  their  own  laboratories, 
and  one  of  the  major  roadblocks  to  implementation  of  screening 
under  medicaid  will  be  removed.  We  expect  that  other  sources  of 
funding,  including  medicaid  reimbursement,  can  sustain'  the  opera- 
tion of  these  laboratories  once  we  have  helped  in  getting  them 
establisehed. 

Mr.  Shriver.  On  page  110  of  the  justifications  it  is  stated  that  your 
immunization  efforts  in  1975  will  concentrate  on  determining  groups 
in  our  country  with  low  immunity  levels,  and  on  redesigning  your 
immunization  programs  to  close  the  gap  between  central  city  and 
noncentral  city  immunity  levels.  What  do  you  have  planned  in  this 
regard  ? 

Dr.  Sencer.  Effective  systems  of  assessment  to  define  the  areas  with 
the  largest  proportion  of  inadequately  protected  children  are  now 
operational  in  several  States  and  cities.  We  plan  to  expand  these  sys- 
tems to  additional  communities.  Data  are  collected  from  immuniza- 
tion level  surveys  of  children  at  school  entry,  day  care  centers,  Head 
Start  programs,  and  random  sample  surveys  of  selected  groupings 
of  2-year-old  children.  This  information  enables  health  departments 
to  identify  areas  of  greatest  need.  When  indicated,  “mini”  immuniza- 
tion campaigns  will  be  aimed  at  these  specific  groups. 

BUBONIC  PLAGUE 

Mr.  Shriver.  Are  you  still  supporting  investigation  and  control  of 
plague  ? To  what  extent  is  this  still  a problem  in  this  country  ? 

Dr.  Sencer.  Bubonic  plague  creates  four  basic  types  of  control 
problems  in  the  United  States. 

1.  Sylvatic  plague  maintained  in  a wild  rodent  flea -transmission 
cycle  is  still  widespread  in  17  Western  States  and  offers  a constant 
threat  of  human  exposure,  particularly  in  outdoor  recreation  areas. 

2.  There  is  a constant  threat  of  invasion  of  urban  communities 
from  the  above  sylvatic  sources  of  infection,  for  example,  three  squir- 
rels in  Denver,  Colo.,  in  1968  and  domestic  rats  in  Tacoma,  Wash.,  in 
1971. 

3.  There  is  a constant  threat  of  introduction  of  exotic  strains  of 
plague  from  countries  such  as  Vietnam  and  Indonesia  by  way  of  in- 
ternational air  and  sea  traffic. 

4.  An  outbreak  of  plague  in  any  shipping  port  such  as  Los  An- 
geles, San  Francisco,  or  Seattle  would  require  closing  down  of  the 
port  under  International  Sanitary  Regulations  with  subsequent  loss 
of  millions  of  dollars. 

The  above  control  problems  have  been  complicated  during  recent 
years  by  environmental  regulations  reducing  or  eliminating  the  use 
of  rodenticides.  This  has  resulted  in  the  resurgence  of  rodent  popula- 
tions with  an  increased  threat  of  epizootic  plague.  In  the  past  5 years, 
there  have  been  23  cases  of  human  plague  in  the  United  States  which 
is  several  times  the  incidents  reported  during  the  past  half  century. 

Given  the  nature  of  the  above  problem  CDC  provides  assistance  and 
consultation  to  Federal,  State  and  foreign  governments  on  laboratory 
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diagnosis,  surveillance  techniques,  epidemiologic  investigation,  and 
prevention  and  control  of  bubonic  plague.  The  Center’s  Plague  Labor- 
atory functions  as  the  Western  Hemisphere  Reference  Center  for 
plague  and  provides  standardized  laboratory  techniques,  training, 
and  reagents  to  U.S.  agencies,  WHO,  and  PAHO,  and  conducts  re- 
search on  the  ecology  and  control  of  plague.  This  includes  develop- 
ment of  improved  laboratory  and  diagnostic  techniques,  and  new 
insecticidal,  rodenticidal,  immunization  and  ecological  management 
systems  for  plague  prevention  and  control.  CDC  has  the  only  labora- 
tory in  the  United  States  capable  of  providing  these  services. 

INTERNATIONAL  HEALTH  REGULATION 

Mr.  Shriver.  On  page  115  you  state  that  you  will  be  looking  at  pos- 
sible modifications  of  requirements  relative  to  the  International 
Health  Regulations.  Does  this  mean  changes  in  the  types  of  shots 
required  and  things  like  that  ? Tell  us  more  about  that. 

Dr.  Sencer.  In  accordance  with  article  54  of  the  World  Health 
Organization’s  International  Health  Regulations,  the  Center  con- 
tinues to  perform  rodent  infestation  inspections  for  the  issuance  of 
deratting/deratting  exemption  certificates.  The  scope  of  inspection 
and  issuance  of  certificates  is  within  the  capabilities  of  private  enter- 
prise. We  are  exploring  alternatives  for  providing  services  through 
the  private  sector. 

Inspection  efforts  at  ports  of  entry  are  directed  to  identifying  trav- 
elers whose  itinerary  and  vaccination  status  or  illness  is  consistent 
with  the  possibilities  of  a smallpox  importation.  Arriving  persons  are 
evaluated  (by  flight)  regarding  itinerary  (presence  of  smallpox- 
infected  country)  and  frequency  with  which  they  are  unvaccinated 
or  ill  upon  arrival.  Based  on  this  information  and  knowledge  of 
worldwide  disease  conditions  assignment  of  manpower  is  focused  at 
those  locations  and  during  times  when  high-risk  flights  arrive. 

LABORATORY  SERVICES 

Mr.  Shriver.  You  say  on  page  118  that  a combination  of  circum- 
stances has  created  a ‘‘unique”  opportunity  for  the  Center  to  play  a 
leading  role  in  the  improvement  of  national  health  laboratory  services. 
That  is  discussed  at  some  length  in  the  book,  but  would  you  comment 
on  it  briefly  now  ? 

Dr.  Sencer.  Since  1966,  laboratory  quality  standards  under  the 
Clinical  Laboratories  Improvement  Act  for  medicare  and,  more  re- 
cently, the  regulations  issued  by  the  FDA  for  controlling  in  vitro 
diagnostic  products,  have  made  possible  the  development  and  con- 
sensus acceptance  of  standards  of  performance  previously  difficult  or 
impossible  to  achieve. 

Laboratory  improvement  can  be  accomplished  only  when  acceptable 
basic  laboratory  technology  is  developed  in  three  areas:  Analytical 
methods,  quality  calibration  and  control  materials,  and  means  of 
quality  assessment  and  control.  Research  and  development  in  any  one 
of  these  areas  requires  parallel  development  in  the  other  two. 

If  the  goals  of  the  laboratory  improvement  programs  are  to  be 
attained  in  each  of  the  more  than  12,000  health  laboratories  of  the 


310 


Nation,  the  basic  technologies  must  be  efficiently  and  effectively 
learned  and  practiced  in  each  laboratory.  CDC’s  national  laboratory 
improvement  program  is  the  focal  point  for  a coordinated  attack  upon 
the  recognized  health  laboratory  problems.  The  important  considera- 
tion here  is  that  cooperation  with  the  FDA  in  the  area  of  product 
class  standards  for  in  vitro  diagnostic  products  and  cooperation  with 
the  Social  Security  Administration  in  the  application  of  equal  stand- 
ards for  all  medicare  laboratories,  will  allow  us  to  have  a positive 
influence  on  the  services  provided  by  practically  all  of  the  Nation’s 
health  laboratories. 

HAZARDOUS  SUBSTANCES 

Mr.  Shriver.  In  conclusion,  I have  one  general  question.  It  seems 
like  every  day  there  is  a report  in  the  media  concerning  possible  haz- 
ards to  people  from  a large  variety  of  products  and  materials.  These 
reports  are  all  based  on  scientiflc  evidence,  yet  later  there  may  be  re- 
ports to  the  contrary,  also  supposedly  based  on  scientific  evidence. 

What  is  your  view  of  the  proper  role  of  Government  in  attempting 
to  interpret  these  scientific  reports  to  the  public  ? Should  the  Govern- 
ment actually  intervene,  say  to  limit  by  regulation  the  use  of  such 
products?  If  so,  in  some  cases,  what  then  should  the  Government’s 
action  be  when  conflicting  reports  are  offered  by  the  scientific  com- 
munity ? 

Wouldn’t  it  be  far  better  in  most  cases  to  allow  all  this  information 
be  made  available  to  the  public  and  let  them,  perhaps  in  consultation 
with  their  personal  physician,  make  up  their  own  minds  concerning 
the  use  of  products  in  their  personal  lives  ? 

Dr.  Sencer.  The  evaluation  of  possible  hazards  is  very  complex  and 
difficult  because  of  the  usual  paucity  of  “scientific”  evidence  which  is 
generally  found  for  evaluation  purposes.  Such  evidence  as  may  be 
available  may  be  biased  in  its  development  or  its  selection,  even  by  well- 
meaning  researchers.  In  hazard  evaluation,  the  objective  is  to  acquire 
all  information  that  is  available  to  examine  and  evaluate  that  data 
candidly  and  provide  an  objective  report  on  the  findings  of  the  study. 

The  role  of  the  Government  in  this  evaluation  process  should  be  to 
provide  that  objectivity  which  is  necessary  to  protect  the  public  from 
injurious  products  and  to  protect  industry  from  needless  precautions. 
To  insure  this  objectivity,  acquisition,  and  development  of  informa- 
tion, selection  of  the  people  to  review  the  evidence,  and  monitoring  the 
review  process  become  the  most  important  governmental  responsibility. 
The  review  process  must  evaluate  the  completeness  of  the  information 
found,  the  quality  of  information  available,  and  the  accuracy  of  inter- 
pretation. The  review  process  would  also  indicate  what  additional  in- 
formation must  be  developed  for  a valid  appraisal  of  the  hazard. 

Obviously,  all  hazards  cannot  be  evaluated  in  this  manner  in  a timely 
fashion.  There  must  be  some  priority  to  the  selection  of  hazards  which 
can  be  evaluated  with  this  in-depth  objectivity.  This  priority  setting 
activity  can  be  set  only  bv  governmental  objectivity.  In  order  that  haz- 
ards considered  to  be  of  lesser  importance  can  be  handled,  such  infor- 
mation as  is  available  must  be  made  available  to  the  public  so  that  in- 
dustry and  the  using  public  can  make  their  own  appraisal  of  the  evi- 
dence. MTiile  public  evaluation  will  handle  some  of  the  more  obvious 
problems  associated  with  the  use  of  some  items  with  hazards,  the  pub- 
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lie  is  unable  to  cope  with  the  more  subtle  effects  from  less  ob^dous  haz- 
ards such  as  the  effects  of  carcinogens,  high  frequency  ovens,  glue  sol- 
vents, and  more.  Most  physicians  in  private  practice  are  not  aware  of 
the  nature  of  the  problems  that  may  be  presented  to  them  and  usually 
do  not  have  the  necessary  information  available  to  make  correct  evalu- 
ation. Use  of  public  self-policing  cannot  control  such  hazards  and  is 
not  likely  to  be  aware  of  such  hazards  without  an  active  evaluation 
program  carried  on  by  the  Government  to  stimulate  active  research  and 
pubheize  the  results. 

Mr.  Obey.  Thank  you  very  much.  We  will  adjourn  until  2 p.m. 
Monday. 
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JUSTIFICATION  OF  THE  BUDGET  ESTIMATES 


9P 


DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 
CENTER  FOR  DISEASE  CONTROL 

Preventive  Health  Services 
Amounts  Available  for  Obligation 


Appropriation  

Proposed  supplemental  for  pay  increases  , . . , 
Subtotal,  adjusted  appropriation  

Real  transfer  to: 

"Departmental  management"  

For  Department-wide  Public  Affairs 
reduction. 

Comparative  transfers  to: 

"Departmental  management"  

To  remove  certain  reporting  activities 
from  the  Department  Working  Capital 
Fund  and  to  support  an  ADP  Management 
System  in  the  Secretary's  Office  of 
Public  Affairs. 

"Office  of  the  Assistant  Secretary  for 


Health"  -108,000 

Transfer  of  administrative  support 
activities  to  the  Office  of 
Assistant  Secretary  for  Health. 

"Mental  Health"  ’. -14,000 


Support  of  Federal  Employee  Alcoholism 
Program. 

Comparative  transfers  from: 

"Departmental  management" +16,000 

Decentralization  of  indirect  cost 
function  from  Department  Working 
Capital  Fund. 

"Office  of  the  Assistant  Secretary  for  Health"  +73,000 

Decentralization  of  Commissioned  Officers 
personnel  servicing  from  Service  and 

Supply  Fund.  


1974 

Revised  1975 

$134,565,000  $137,814,000 

1.789.000  

136,354,000  137,814,000 


-112,000 


-16,000 


Subtotal,  budget  authority 


136,193,000 


137,814,000 
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Amounts  Available  for  Obligation  - continued  i/ 


Unobligated  balance,  start  of  year  

Unobligated  balance,  transferred  from  other 
accounts  

Unobligated  balance,  end  of  year  

Subtotal,  1974  base  obligations  

Unobligated  balance  - restored  

Total,  obligations  


1974 

Revised  1975 

1,964,000 

1,964,000 

-1,964.000  -1,000.000 

136.193.000  138.778.000 
15,982,000 

152.175.000  138,778,000 


1/  Excludes  the  following  amounts  for  reimbursable  activities  carried  out 
.by  this  account:  1974  - $8,330,000;  1975  - $8,330,000. 
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Summary  of  Changes 


1974  Estimated  obligations  $152,175,000 

1975  Estimated  obligations  • 138.778.000 

Net  change  -13,397,000 


Base Change  from  Base 

Pos.  ihnount Pos.  Amount 

Increases ; 

A.  Built-in; 


1.  ^nualization  of  1974  pay 


raises  

— 

— 

— 

+$1,561,000 

2. 

Extra  day  of  pay  

_ _ _ 

_ _ _ 

_ _ _ 

+124,000 

+21,000 

3. 

BEC  increase 

— 

— 

— . 

4. 

Increased  DREW  working 

capital  fund  

— - 

- — 

— 

+68,000 

5. 

Payment  to  GSA  for  rent 

--- 

... 

— 

+3.413.000 

Subtotal. . . . 

— 

+5,187,000 

Program; 

1. 

Disease  control  - Disease 

investigations,  sur- 
veillance, & control  

1,495 

$39,657,000 

+10 

+130,000 

2. 

Disease  control  - Laboratory 

improvement  

459 

9,832,000 

+10 

+120,000 

3. 

Health  education  

36 

3,206,000 

— 

+1,250,000 

4. 

Occupational  health  - Direct 

operations  

525 

29,526,000 

+40 

--- 

5. 

Buildings  eind  facilities  ... 

— 

— 

— 

+964.000 

Subtotal. . . . 

+60 

+2,464,000 

Total,  increases  

+7,651,000 

Decreases ; 


A.  Built-in; 

1.  Disease  control  - Laboratory 
improvement  


-120.000 

-120,000 


Subtotal 
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Base 

Change 

from  Base 

Pos.  Amount 

Pos . 

Amount 

Decreases  cont'd; 

B.  Program; 

1.  Disease  control  - 
Project  grants 
Infectious  diseases  

657 

$35,450,000 

-$4,450,000 

2. 

Disease  control  - 
Project  grants 
Lead-based  paint 
poisoning  in 

children 

10 

11,000,000 

-4,500,000 

3. 

Disease  control  - Disease 
investigations,  sur- 
vellance,  and  control 

1,495 

39,657,000 

-967,000 

4. 

Disease  control  - 
Laboratory 

improvement  

459 

9,832,000 

-1,305,000 

5. 

Disease  control  - 

Health  education 

36 

3,206,000 

... 

-1,470,000 

6. 

Occupational  health  - 

Grants  

3,764,000 

... 

-1,512,000 

7. 

Occupational  health  - 

Direct  operations 

525 

29,526,000 

... 

-6,231,000 

8. 

Program  management  - 

Program  direction  

174 

. 4,257,000 

... 

-351,000 

9. 

Program  management  - 

Regional  offices  

92 

2.383.000 

-142.000 

Subtotal  .... 
Total,  decreases  

-20,928,000 

-21.048.000 

Total,  net  change 


+60  -13.397.000 


Increases : 


Explanation  of  Changes 


A.  BuUt»ln; 

An  increase  of  $5,187,000  Includes  $1,561,000  for  annualization  of 
pay  raises  in  1974,  $124,000  for  one  extra  day  of  pay,  $21,000  for  Bureau 
of  Employee  Compensation,  $68,000  for  DHEW  vorking  capital  fund,  and 
$3,413,000  for  payment  to  GSA  for  building  space  rent. 

B,  Program; 

1.  Disease  control  - Disease  investigations,  surveillance  and  control 

An  increase  of  $130,000  and  10  positions  to  support  expanded 
research  and  development  to  further  refine  and  Implement  surveillance 
methods  and  analytic  techniques  in  the  National  Nosocomial  Infections 
• Study,  surveillance  of  hospital-acquired  infections,  and  evaluation 

of  control  measures. 
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Explanation  of  Changes  (Continued) 


2.  Disease  control  - Laboratory  Improvement 

An  Increase  o $120,000  and  10  positions  to  extend  ttie 
application  of  the  high  standards  of  the  Clinical  Laboratories 
Improvement  Act  of  1967  to  more  of  the  nation's  clinical 
laboratories  at  a faster  rate. 

3 . Disease  control  - Health  education 

An  increase  of  $1,250,000  for  first  full  year  operation  of  a 
national  health  education  program. 

4.  Occupational  health  ■»  Direct  operations 

An  increase  of  40  positions  to  provide  for  further  in-house 
development  of  criteria  for  standards  in  occupational  safety  and 
health,  previously  funded  by  contract. 

5.  Buildings  and  facilities 

An  increase  of  $964,000  for  repair  and  maintenance  of  the 
Center's  facilities.  Funds  for  this  activity  will  be  transferred 
from  funds  appropriated  in  the  HSMHA  Buildings  and  Facilities 
appropriation  in  previous  years  and  will  remain  available  in  this 
appropriation  until  obligated.  No  new  budget  authority  is  being 
requested . 

Decreases ; 


A.  Built-in; 

1.  Disease  control  - Laboratory  improvement 

A decrease  of  $120,000  results  from  nonrecurring  purchases 
of  equipment. 

B.  Program; 

1 . Disease  control  - Project  grants  - Infectious  diseases 

A decrease  of  $4,450,000  results  from  a nonrecurring  program 
effort  in  1974  to  enhance  support  of  immunization  programs  against 
diseases  susceptible  to  vaccination  control,  particularly  by  re- 
plenishing supplies  of  vaccine.  This  effort  was  funded  by  additional 
project  grants  to  States. 

2.  Disease  control  - Project  grants  - Lead-based  paint  poisoning  in 

children 


A decrease  of  $4,500,000  results  from  a nonrecurring  program 
effort  in  1974  to  strengthen  capabilities  of  State  health  laboratories 
to  perform  sophisticated  and  accurate  blood-lead  analyses.  This  effort 
was  funded  by  additional  project  grants. 
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Explanation  of  Changes  (Continued) 


3.  Disease  control  - Disease  investigations,  surveillance  and  control 

A decrease  of  $967,000  results  from  nonrecurring  purchases  of 
equipment  and  closing  of  the  Arctic  Health  Research  Center  in  1974. 

4.  Disease  control  - Laboratory  improvement 

A decrease  of  $1,305,000  results  from  nonrecurring  program  costs 
in  1974  to  support  a national  conference  on  quality  control  in  public 
health  laboratories  and  for  purchases  of  bulk  laboratory  material  for 
proficiency  testing, 

5 . Disease  control  - Health  education 

A decrease  of  $1,470,000  results  from  nonrecurring  program 
costs  in  1974  for  nutrition  and  chronic  diseases. 

6 . Occupational  health  - Grants 

A decrease  of  $1,512,000  results  from  nonrecurring  research  and 
training  grants  made  available  in  1974. 

7 . Occupational  health  - Direct  operations 

The  decrease  of  $6,231,000  includes  $3,582,000  due  to  a non- 
recurring program  effort  in  1974  to  improve  and  make  the  occupational 
respiratory  disease  clinics  for  coal  miners  self-sufficient,  and 
$2,649,000  due  to  nonrecurring  research  contracts  for  the  development 
of  analytical  procedures  for  detection  of  carcinogens  and  to  supplement 
criteria  standards  development. 

8.  Program  management  - Program  direction 

The  decrease  of  $351,000  results  from  annualization  of  savings 
from  reduction  of  positions  in  1974, 

9 . Program  management  - Regional  offices 

A decrease  of  $142,000  results  from  completion  in  1974  of  the  two- 
year  National  Occupational  Hazard  Survey  to  develop  basic  descriptive 
information  on  the  working  environment  of  nonagricultural  industries 
covered  under  the  Occupational  Safety  and  Health  Act. 
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Explanation  of  Changes  (by  activity) 

A.  Disease  control  - Disease  investigations,  surveillance,  and  control. 

Built-in  increases  of  $1,229,000  for  annualization  of  pay  raises  in  1974, 
one  extra  day  of  pay.  Bureau  of  Employee  Compensation,  and  DREW  working 
capital  fund;  program  Increase  of  $130,000  and  10  positions  to  support 
expanded  research  and  development  to  further  refine  and  Implement  surveil- 
lance methods  and  analytic  techniques  in  the  National  Nosocomial  Infections 
Study;  and  program  decrease  of  $967,000  resulting  from  nonrecurring  purchases 
of  equipment  and  closing  of  the  Arctic  Health  Research  Center, 

B.  Disease  control  - Laboratory  Improvement. 

Built-in  increase  of  $141,000  for  annualization  of  pay  raises  in  1974, 
program  increase  of  $120,000  and  10  positions  to  extend  the  application  of 
the  high  standards  of  the  Clinical  Laboratories  Improvement  Act  of  1967  to 
more  of  the  Nation's  clinical  laboratories  at  a faster  rate  and  program 
decrease  of  $120,000  for  nonrecurring  equipment  purchased  in  1974. 

C.  Disease  control  - Health  education. 

Built-in  increase  of  $44,000  for  annualization  of  pay  raises  in  1974,  and 
program  Increase  of  $1,250,000  for  first  full  year  operation  of  a national 
health  education  program. 

D.  Occupational  health  - Direct  operations. 

Built-in  increases  of  $301,000  for  annualization  of  pay  raises  in  1974,  and 
one  extra  day  of  pay;  program  Increase  of  40  positions  to  provide  for  further 
in-house  development  of  criteria  for  standards  in  occupational  safety  and 
health,  and  for  further  in-house  research;  and  program  decrease  of  $3,582,000 
due  to  the  nonrecurring  effort  in  1974  to  improve  and  make  the  occupational 
respiratory  disease  clinics  for  coal  miners  self-sufficient. 

E.  Buildings  and  Facilities. 

Program  increase  of  $964,000  made  available  in  prior  years  and  transferred 
from  the  HSMHA  Building  and  Facilities  appropriation,  to  remain  available 
in  this  appropriation  until  obligated. 

F.  Program  management  - Program  direction. 

Built-in  increase  of  $3,413,000  for  payment  to  GSA  for  building  space  rental 
and  program  decrease  of  $255,000  resulting  from  annualization  of  savings  due 
to  reduction  of  positions  in  1974. 

G.  Program  management  - Regional  Offices. 

Built-in  increase  of  $59,000  for  annualization  of  pay  raises  in  1974,  and 
program  decrease  of  $142,000  due  to  completion  in  1974  of  the  two-year 
National  Occupational  Hazard  Survey  to  develop  basic  descriptive  information 
on  the  working  environment  of  nonagrlcultural  Industries  covered  under  the 
Occupational  Safety  and  Health  Act. 
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Page 

1974 

Base* 

1975 

Estimate 

Increase  or 
Decrease 

Ref. 

Pos. 

Amount 

Pos. 

Amount 

Pos. 

Amount 

110 

Disease  control: 

(a)  Project'  grants 
1.  Infectious 

diseases  .... 

657 

$31,000,000 

657 

$31,000,000 

112 

2.  Rat  control.. 

(35,450,000) 

13,100,000 



13,100,000 

— 

— 

112 

3.  Lead-based 

paint  poison- 
ing in 
children. . . . 

10 

6,500,000 

10 

6,500,000 

114 

(b)  Disease  investi- 
gations sur- 
veillance, & 
control 

1,495 

(11,000,000) 
39,657,000  1 

,505 

40,049,000 

+10 

+$392,000  A 

118 

(c)  Laboratory 

improvement 

459 

8,527,000 

469 

8,668,000 

+10 

+141,000  B 

122 

(d)  Health  education. 

36 

(9,832,000) 

1,736,000 

36 

3,030,000 

+1,294,000  C 

124 

Occupational  health: 
(a)  Grants  

(3,206,000) 

2,252,000 

2,252,000 

124 

(b)  Direct 

operations  

525 

(3,764,000) 

26,877,000 

565 

23,596,000 

+40 

-3,281,000  D 

127 

Buildings  and 
facilities  

(29,526,000) 

964,000 

+964,000  E 

128 

Budget  authority . . . 

Program  management: 
(a)  Program 

direction  

174 

[— ] 

4,161,000 

174 

[ — 1 
7,319,000 

[— ] 

+3,158,000  F 

129 

(b)  Regional 

offices  

92 

(4,257,000) 

2,383,000 

92 

2,300,000 

— 

«83,000  G 

Total  obligations.... 

3,448 

136,193,000  3 

,508 

138,778,000 

+60  +2,585,000 

*1974  Base  - Excludes  1973  appropriation  restorations.  Total  obligations 
are  shown  in  parenthesis. 


32-029  0 - 74  - 21 
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Obligations  by  Object 


1974 

Estimate 

1975 

Estimate 

Increase 

or 

• Decrease 

Total  number  of  permanent 

positions  

3,448 

3,508 

+60 

Full-time  equivalent  of  all 

other  positions  

154 

154 

— 

Average  number  of  all 

employees  

3,556 

3,601 

+45 

Personnel  compensation: 


Permanent  positions  

Positions  other  than 

permanent  

Other  personnel  compen- 

sation  

$48,261,000 

1.078.000 

1.192.000 

$49,455,000 

1.078.000 

1.192.000 

+$1,194,000 

Subtotal,  personnel 

compensation  

50,531,000 

51,725,000 

+1,194,000 

Personnel  benefits  

5,632,000 

5,733,000 

+101,000 

Benefits  of  former  personnel  ... 

72,000 

— 

-72,000 

Travel  and  transportation  of 
persons  

3,510,000 

3,513,000 

+3,000 

Transportation  of  things  ....... 

733,000 

733,000 

— 

Rent,  communications  and 

utilities  

3,694,000 

6,940,000 

+3,246,000 

Printing  and  reproduction  

914,000 

997,000 

+83,000 

Other  .services  

5,707,000 

6,344,000 

+637,000 

Project  contracts  

19,148,000 

11,046,000 

-8,102,000 

Supplies  and  materials  

4,184,000 

4,159,000 

-25,000 

Equipment  

2,129,000 

2,129,000 

--- 

Lands  and  structures  

8,000 

8,000 

--- 

Grants,  subsidies  and 

contributions 

55.915.000 

45.453.000 

-10.462.000 

Subtotal  

152,177,000 

138,780,000 

-13,397,000 
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Obligations  by  Object  - continued 


1974 

Estimate 


1975 

Estimate 


Increase 

or 

Decrease 


Less  quarters  and  subsistence 


direct  -2,000  -2,000 

Total  obligations  by 

object  152,175,000  138,778,000  -13,397,000 

Total,  1974  base 

obligations  (136,193,000)  (138,778,000)  (+2,585,000) 
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Authorizing  Legislation 


Legislation 


1975 

Appropriation 

Authorization  Requested 


Preventive  Health  Services 
Activity; 

Disease  control 
Project  Grants 

Sections  317(d)(2)  and  (3)  of  the  Public 

Health  Service  Act,  $29,000,000 

Section  318(d)(2)  of  the  Public  Health 

Service  Act.  30,000,000 

Lead-Based  Paint  Poisoning  Prevention 

Act  of  1973.  25,000,000 

Section  314(e)  of  the  Public  Health 

Service  Act.  JL/ 


Disease  investigations, 
surveillance,  and  control 
Sections  301,  308,  311,  315,  322(c),  325, 

327,  328,  352,  353,  and  361  thru  369  of 

the  Public  Health  Service  Act.  Indefinite 


Laboratory  Improvement 

Sections  301,  311,  327,  328,  352,  and  353 

of  the  Public  Health  Service  Act.  Indefinite 


$6,200,000 

24.800.000 

6.500.000 

13.100.000 

40.049.000 

8.668.000 


Health  education 

Sections  301,  311,  and  315  of  the 

Public  Health  Service  Act.  Indefinite  3,030,000 

Occupational  health 
Grants 

Sections  301  and  311  of  the  Public 

Health  Service  Act.  Indefinite  2,252,000 

Direct  operations 

Sections  301,  311,  327,  and  328  of  the 
Public  Health  Service  Act;  the  Federal 
Coal  Mine  Health  and  Safety  Act  of 
1969;  and  the  Occupational  Safety  and 

Health  Act  of  1970.  Indefinite  23,596,000 


Program  management 

Sections  301,  308,  311,  314(e),  315,  317, 

318,  322(e),  325,  327,  and  328  of  the 
Public  Health  Service  Act;  the  Lead- 
Based  Paint  Poisoning  Prevention  Act 
of  1973;  the  Federal  Coal  Mine  Health 
and  Safety  Act  of  1969;  and  the  Occupa- 
tional Safety  and  Health  Act  of  1970.  Indefinite  9,619,000 

Total  1975  $137,814,000 

1./  Section  314(e)  of  the  Public  Health  Service  Act  expires  June  30,  1974  - 
extension  of  legislation  is  proposed. 
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Preventive  Health  Services 


Budget 
Estimate 
• to  Congress 

House 

Allowance 

Senate 

Allowance 

Appropriation 

1965 

29,995,000 

29,974,000 

29,974,000 

29,974,000 

1966 

48,347,000 

40,347,000 

40,497,000 

40,497,000 

1967 

44,230,000 

44,220,000 

44,220,000 

44,220,000 

1968 

72,272,000 

72,109,000 

72,109,000 

72,109,000 

1969 

63,407,000’ 

62,144,000 

62,144,000 

62,144,000 

1970 

79,331,000 

79,238,000 

79,238,000 

79,238,000 

1971 

82,138,000 

82,538,000 

90,600,000 

84,538,000 

1972 

138,996,000 

138,996,000 

157,911,000 

143,303,000 

1973 

139,980,000 

159,8  72,000 

223,872,000 

159,872,000 

1974 

125,080,000 

127,080,000 

141,780,000 

134,565,000 

Supple- 
mental 1,789,000 


1975 


137,814,000 
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Justification 
Preventive  Health  Services 


1974  Increase  or 

Base* 1975 Decrease 

Pos , Amount  Pos, Amount  Pos, Amount 

Personnel  compensation 


and  benefits  3,448  $56,235,000  3,508  $57,458,000  +60  +$1,223,000 

Other  expenses  79.958,000  81.320.000  — - +1.362,000 

Total  3,448  136,193,000  3,508  138,778,000  +60  +2,585,000 


General  Statement 


This  appropriation  provides  support  for  the  Center  for  Disease  Control,  one 
of  the  six  agencies  of  the  Public  Health  Service.  This  agency  is  the  center  of 
competence  in  the  prevention  and  control  of  infectious  diseases  and  certain  other 
conditions.  The  agency's  principal  mission  is  to  assist  State  and  local  health 
authorities  and  other  health  related  organizations  in  stemming  the  spread  of 
communicable  diseases,  in  providing  protection  from  some  environmental  hazards, 
and  improving  occupational  safety  and  health.  This  mission  is  carried  out  in  a 
multiphasic  program  which  Includes:  (1)  research,  investigation,  and  evaluation 
of  new  methods  of  controlling  or  preventing  diseases;  (2)  the  provision  of 
epidemic  aid;  (3)  technical  consultation  and  assistance  in  all  aspects  of 
communicable  disease  control;  (4)  active  surveillance  of  disease  and  reporting 
on  trends  and  developments;  (5)  laboratory  improvement;  (6)  direction  of  a 
national  health  education  program;  and  (7)  occupational  safety  and  health.  In 
addition,  this  agency  is  charged  with  the  responsibility  for  certain  national 
health  duties.  These  include  the  licensure  of  clinical  laboratories  engaged  in 
interstate  commerce  and  foreign  quarantine  activities  aimed  at  preventing  the 
introduction  of  disease  into  our  Nation, 

Hence,  these  programs  are  engaged  in  a wide  spectrum  of  activities  directed 
to  improving  the  health  of  the  people  of  this  nation.  The  Center  for  Disease 
Control  is  an  organization  devoted  to  public  service  through  assistance,  research, 
investigation,  and  only  when  necessary,  regulation  and  enforcement. 


*Excludes  1973  appropriation  restorations. 
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Disease  Control 


1974 

Base 

1975 

Increase  or 
Decrease 

Pos. 

Amount  . 

Pos. 

Amount 

Pos. 

Amount 

Personnel  compensation 
and  benefits  2,657 

$41,881,000 

2,677 

$43,099,000 

+20 

+$1,218,000 

Other  expenses  

58.639,000 



59.248.000 



+609.000 

Total 2,657 

100,520,000 

2,677 

102,347,000 

+20 

+1,827,000 

Subactivities : 

Project  grants  ....  667 

Sections  317  and 
318  of  the  Public 
Health  Service  Act. 
Lead-Based  Paint 
Poisoning  Preven- 
tion Act.  Section 
314(e)  of  the 
Public  Health 
Service  Act. 

50,600,000 

667 

50,600,000 

Disease  investigations, 
surveillance,  & 

control 1,495 

Sections  301,  308, 

311,  315,  322(c), 

325,  327,  328, 

352,  353,  and  361 
thru -369  of  the 
Public  Health 
Service  Act. 

39,657,000 

1,505 

40,049,000 

+10 

+392,000 

Laboratory 

improvement 459 

Sections  301,  311, 

327,  328,  352,  and 
353  of  the  Public 
Health  Service  Act. 

8,527,000 

469 

8,668,000 

+10 

+141,000 

Health  education  . . 36 

Sections  301,  311, 

1,736,000 

36 

3,030,000 

— 

+1,294,000 

and  315  of  the 
Public  Health 
Service  Act. 


2,677  102,347,000 


Total 


2,657  100,520,000 


+20 


+1,827,000 
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Increase  or 


1974 

1975 

Decrease 

PROJECT  GRANTS 

Pos. 

Amount 

Pos. 

Amount 

Pos . 

Amount 

Infectious  diseases  ... 

657 

$31,000,000 

657 

$31,000,000 

— 

— 

Immunization  

82 

6,200,000 

82 

6,200,000 

— 

— 

Venereal  diseases  . . . 

575 

24,800,000 

575 

24,800,000 

— 

— - 

Rat  control  

Lead-based  paint  poison- 

“““ 

13,100,000 

— 

13,100,000 

— 

— 

ing  in  children...... 

10 

6,500,000 

10 

6,500,000 

— 

— 

Immunization 


Safe  and  effective  vaccines  which  can  prevent  and  control  outbreaks  of  many 
communicable  diseases  are  now  available.  Funds  are  being  requested  for  immuniza- 
tion grants  to  assist  States  and  local  health  agencies  in  planning,  organizing, 
and  conducting  community-based  ongoing  immunization  activities  against  poliomye- 
litis, measles,  rubella,  diphtheria,  pertussis  and  tetanus. 

During  1975,  immunization  project  grants  will  be  awarded  to  62  State  and 
local  health  agencies  which  serve  all  areas  of  the  Nation.  These  grants  will 
require  recipients  to  develop  and  refine  their  capabilities;  (1)  to  systematically 
immunize  groups  of  inadequately  immunized  children;  (2)  to  promptly  detect  and 
respond  to  local  outbreaks  of  vaccine  preventable  and  controllable  diseases; 

(3)  to  conduct  meaningful  assessment  and  surveillance  of  immunity  levels  and 
disease  trends;  (4)  to  sustain  adequate  levels  of  immunity;  and  (5)  to  develop 
and  conduct  public  and  professional  information,  educational  and  motivational 
activities.  Emphasis  will  be  placed  on  determining  those  subgroups  in  the 
population  with  low  immunity  levels  and  designing  and  conducting  immunization 
activities  to  take  appropriate  remedial  action  to  close  the  gap  between  central 
city  and  non-central  city  immunity  levels. 

During  1974,  immunization  efforts  were  directed  toward  identifying  and 
immunizing  the  large  numbers  of  preschool-age  children  inadequately  immunized 
against  the  vaccine  preventable  diseases  (5.1  million  for  polio,  4.7  million 
for  measles,  6.0  million  for  rubella,  and  3.4  million  for  DPT).  It  is  anticipated 
that  the  activities  conducted  in  1974  will  be  reflected  by  a proportional  increase 
in  immunization  levels  of  10  percent  for  measles,  11  percent  for  rubella,  and 
7 percent  for  polio  in  the  1-4  age  group. 

The  1973  funds  restored  in  1974  were  used  to  fund  increased  project 
grants  to  States  to  enhance  support  of  immunization  programs  against  diseases 
susceptible  to  vaccination  control,  particularly  replenishing  supplies 
of  vaccine. 


Venereal  Disease 

With  infectious  syphilis  at  its  highest  reported  level  since  1950  and 
gonorrhea  at  the  highest  level  ever  reported,  venereal  diseases  are  epidemic  in 
the  United  States.  Since  these  are  communicable  diseases,  they  present  a hazard 
to  the  Nation  over  and  above  that  posed  by  illnesses  which  affect  individuals  and 
do  not  spread  from  one  person  to  another.  Factors  combining  to  perpetuate  the 
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spread  of  these  diseases  Include  the  extent  of  travel,  the  mildness  or  absence  of 
early  symptoms  and  the  widespread  Ignorance  that  surrounds  their  transmission, 
diagnosis,  and  treatment.  Because  of  the  rapid  spread  of  these  diseases  from  area 
to  area,  control  efforts  must  be  applied  nationally  on  a uniform  basis. 

Federal  support  for  1975  will  expand  and  intensify  the  national  venereal 
disease  control  effort.  Project  funds  are  principally  directed  to  support  the 
disease  intervention  activities  of  this  effort.  Screening,  using  presently  avail- 
able culture  methods  and  other  methodologies  including  serologic  tests  if  they 
become  available,  will  remain  a major  component  of  gonorrhea  control  strategy. 
Screening  efforts  in  syphilis  control  will  place  emphasis  on  discontinuing  non- 
productive approaches  and  strengthening  testing  programs  which  merit  it,  such 
as  in  prenatal  clinics,  in  hospital  emergency  rooms  among  certain  high-risk 
patient  groups,  and  in  other  appropriate  settings. 

Epidemiology  is  designed  to  achieve  a rapid  decrease  in  incidence  through 
interruption  of  disease  spread  and  will  remain  a major  con5>onent  of  the  overall 
control  strategy.  Major  enq>hasls  during  1975  will  be  placed  on  improving  the 
quality  of  the  epidemiology  being  performed  in  order  to  achieve  the  more  rapid 
decrease  in  syphilis  incidence,  to  broaden  the  gonorrhea  screening  net  for 
infected  females,  to  discover  asymptomatic  male  as  well  as  female  gonorrhea  cases, 
and  to  emphasize  patient  involvement  in  the  epidemiologic  process.  A greater  and 
more  effective  use  of  contact  self-referral  techniques  will  be  made  and  approaches 
will  be  lnq>lemented  to  encourage  the  chronic  repeater  to  return  for  frequent  tests. 
A variety  of  follow-up  procedures  will  be  used  to  reduce  the  time  interval  between 
exposure  and  the  time  the  contact  receives  diagnostic  and  treatment  services. 

During  1975,  educational  efforts  will  be  directed  towards  communicating 
pertinent  venereal  disease  facts  to  persons  at  risk,  especially  youth,  with 
objectives  of  preventing  exposure  or  re-exposure  to  infection  and  of  having 
patients  recognize  the  need  for  and  to  participate  in  the  referral  of  their 
sexual  contacts  to  medical  care.  A second  strategy  will  address  improving  health 
care  services,  both  through  educational  programs  targeted  to  current  providers, 
and  stimulation  of  new  programs  for  physician  assistants. 

Specific  control  techniques  found  to  be  effective  will  be  transmitted  to  all 
State  and  local  programs  through  regional  offices  and  their  use  encouraged  during 
onsite  program  evaluations  conducted  by  CDC  and  the  regional  offices. 

For  the  fourth  straight  year,  reported  cases  of  primary  and  secondary  syphilis 
increased  during  1973  as  shown  in  the  following  table: 


No.  Reported 
Cases  FY'73 

Increase 
Over  FY'72 

Estimated 
Actual  No. 
Cases  FY'73 

Age  of 
Greatest 
Risk 

Primary  & Secondary 
syphilis  

. 25,080 

4.5% 

85,000  - 90,000 

20-24  yrs. 

Gonorrhea  

. 809,681 

12.7% 

2,500,000 

20-24  yrs. 

Male  

504,706 

2.0% 

1,700,000  -1,900,000 

Female  

304,975 

36.3% 

600,000  - •00,000 

Provisional  data  for  the  first  quarter  of  1974  showed  an  encouraging  decline  in 
early  syphilis  incidence  of  0.4  percent  over  last  year's  reports.  Case  detection  • 
and  surveillance  activities  of  the  syphilis  control  effort  tested  an  estimated  40 
million  persons  for  syphilis  of  whom  1,100,000  had  reactive  test  results  and  of 
whom  over  66,000  were  identified  with  syphilis.  Epidemiologic  activities  have 
resulted  in  the  prevention  of  2,700  cases  of  syphilis. 
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Gonorrhea  continues  to  rank  first  among  all  reportable  diseases.  Reported 
cases  of  gonorrhea  among  females  increased  36.3  percent  In  1973  compared  to  1972, 
but  cases  of  gonorrhea  among  males  rose  only  2.0  percent.  This  is  the  lowest 
rate  of  increase  among  males  in  the  past  decade.  This  low  rate  of  increase  in 
males  is  attributable  to  the  impact  of  the  gonorrhea  control  program  begun  in  1973 
which  Included  the  testing  of  five  million  women.  Of  these,  A. 9 percent  were 
positive  for  gonorrhea  and  90  percent  were  treated. 

Rat  Control 

The  rat  is  a symptom  of  a deteriorated  urban  environment  characterized  by 
unsanitary  conditions,  dilapidated  housing,  and  poor  health  and  social  conditions. 
Rats  are  responsible  for  spreading  disease,  destroying  food  and  property,  and 
causing  fires  and  injuries. 

Project  grants  are  provided  as  seed  money  to  demonstrate  new  methods  of 
implementing  program  activities,  and  to  carry  out  comprehensive  programs  focusing 
on  permanent  long-range  solutions  to  control  rat  populations.  The  immediate 
objectives  of  the  project  grants  for  rat  control  are  to  reduce  rat  populations 
and  the  conditions  which  are  conducive  to  rat  infestations  to  a maintenance  level 
(2  percent  or  less  of  the  premises  with  active  rat  signs  and  either  15  percent  or 
less  of  premises  with  exposed  garbage  or  30  percent  or  less  of  premises  with 
unapproved  refuse  storage) . 

Emphasis  in  1975  will  be  placed  on  accelerating  the  attainment  of  a 
maintenance  level  in  existing  target  areas  by  focusing  more  strongly  on  the 
elements  of  community  involvement  and  local  administration  which  are  vital  to  the 
long-term  solution  of  the  problem.  The  initial  group  of  projects  has  demonstrated 
that  the  residents  of  target  neighborhoods  can  be  mobilized  to  take  the  steps 
necessary  to  reduce  rat  populations,  and  that  the  community  as  a whole  can  assume 
responsibilities  for  maintaining  surveillance  and  maintenance  programs  with 
declining  federal  support.  In  addition,  grant  funds  will  increasingly  be  used  to 
initiate  control  programs  in  new  target  areas  of  existing  project  communities  where 
where  rat  infestations  have  developed.  By  1975,  new  rat  control  projects  can  be 
initiated  with  shorter  time  frames  for  achieving  a state  of  control.  Surveillance 
methods,  and  the  methods  of  mobilizing  all  relevant  municipal  services  to  deal 
with  persisting  or  potential  infestations,  will  be  more  clearly  developed. 

A maintenance  level  of  control  was  reached  in  47  percent  of  the  target  areas 
by  the  end  of  1973.  It  is  estimated  that  this  percentage  will  be  increased  to 
50  percent  by  the  end  of  1974,  and  to  50  percent  by  the  end  of  1975.  Local  funds 
are  currently  providing  an  average  of  45  percent  of  the  total  funds  supporting 
rat  control  projects. 

Lead-Based  Paint  Poisoning  in  Children 

The  potential  for  lead  poisoning  exists  wherever  lead-based  paint  is 
accessible  to  children,  especially  in  deteriorating  housing  where  peeling  paint 
chips  are  found.  There  are  an  estimated  2.5  million  children  in  the  United  States 
between  the  ages  of  one  and  six  who  are  living  in  dilapidated  housing  with 
interior  surfaces  containing  lead  paint. 

Since  late  in  1972,  project  grants  have  been  awarded  to  communities  to  screen 
children  for  undue  lead  absorption  as  disclosed  by  elevated  blood  lead  levels. 
Continuing  in  1975,  screening  will  be  expanded  to  additional  target  groups.  It 
is  anticipated  that  a minimum  of  300,000  individual  children  will  be  tested. 
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Emphasis  will  also  be  placed  on  developing  the  necessary  laboratory  competence 
in  blood  lead  analysis  in  States  and  communities  which  have  not  yet  put  this 
emerging  technology  to  work,  and  in  strengthening  it  in  areas  where  laboratory 
proficiency  has  been  weak  during  the  initial  year  of  the  program.  New  screening 
and  laboratory  procedures,  as  they  are  developed  and  evaluated,  will  be  incorpo- 
rated into  existing  programs. 

During  1973,  over  275,000  children  were  screened  in  AO  project  communities. 
Approximately  10  percent  were  found  on  Initial  testing  to  have  blood  lead  levels 
exceeding  40  micrograms  per  100  milliliters  of  whole  blood — the  generally 
accepted  level  suggesting  potential  undue  lead  absorption.  Of  these,  approxi- 
mately 4,600  required  treatment.  Approximately  25,000  dwelling  units  were 
inspected  as  a result  of  these  screening  results,  and  hazard  reduction  actions 
were  documented  in  9,300  of  these. 

The  1973  funds  restored  in  1974  are  being  used  to  strengthen  capabilities 
of  State  health  laboratories  to  perform  sophisticated  and  accurate  blood  lead 
analysis. 


1974 


1975 


Increase  or 
Decrease 


Disease  Investigations,  Pos.  Amount  Pos.  Amount  Pos.  Amount 

Surveillance,  & , 

Control  1,495  $39,657,000  1,505  $40,049,000  +10  +$392,000 

Investigations 

The  Center  for  Disease  Control  conducts  epidemiological  and  clinical  investi- 
gations of  selected  diseases  of  public  health  significance. 

For  example,  during  1975  surveillance  and  investigations  of  hospital- acquired 
infections  will  contxnue.  Efforts  will  be  made  to  further  improve  the  quality  of 
surveillance  data  from  hospitals.  Laboratory  efforts  will  be  directed  toward 
rapid  identification  of  the  causative  agent  and  the  institution  of  prompt  control 
or  corrective  measures. 

The  Center  will  carry  out  research  and  investigations  on  viral  hepatitis. 
Improved  service  to  the  States  in  the  diagnosis  of  hepatitis  B will  be  provided. 
Studies  on  detection  and  quantitation  of  hepatitis  antigen-antibody  complexes  in 
relation  to  possible  autoimmune  reactions  will  be  performed.  In  1975,  greater 
emphasis  will  be  placed  on  determining  populations  at  highest  risk.  Nationwide 
surveillance  will  be  Improved  with  particular  stress  on  encouraging  State  health 
departments  to  report  all  hepatitis  cases  in  detail. 

Arboviral  diseases  are  those  which  are  transmitted  to  man  and  animals  by  the 
bites  of  arthropods,  such  as  mosquitoes  and  ticks.  Past  studies  have  identified 
the  principal  arthropods  that  transmit  these  viruses  to  man  and  have  revealed 
which  types  of  wild  birds  and  mammals  are  involved  in  the  cycles  that  maintain  the 
viruses  in  nature  during  non-epidemic  periods.  Insecticidal  methods  for  mosquito 
control  have  been  developed  in  recent  years  and  will  be  further  refined.  Re- 
search is  being  carried  on  to  find  a longer-lived,  highly  competitive  strain  of 
mosquitoes  for  use  in  a sterile  male  release  program.  CDC  will  also  assess  the 
importance  of  and  elucidate  the  vector /host /parasite  relationships  of  such 
tropical  diseases  as  encephalitis,  onchocerciasis,  malaria,  filarlasls  schistoso- 
miasis, dengue,  and  trypanosomiasis. 

During  1974,  epidemiological  support  was  provided  during  outbreaks  of  strep- 
tococcal infections.  This  support  not  only  provided  the  basic  information  needed 
to  control  these  outbreaks,  but  yielded  data  that  led  to  better  understanding  of 
the  epidemiology  and  prevention  of  additional  epidemics.  Beginning  in  1975, 
standardized  reagents  and  procedures  will  be  developed  which  can  be  used  by  all 
laboratories  with  increased  reproducibility  and  interpretation  in  terms  of 
diagnosis  and  monitoring  of  the  effect  of  therapy. 

In  recent  years,  there  has  been  a progressive  increase  in  secondary  fungus 
infections  in  patients  with  malignancies  and  other  chronic  diseases,  in  organ 
transplant  recipients,  and  in  patients  receiving  broad-spectrum  antibiotics  and 
steroids.  To  assist  the  many  hospitals  and  health  departments  that  lack  medical 
mycologlcal  competency,  the  CDC  provides  a national  diagnostic  service..  Annually, 
more  than  17,000  specimens  are  processed  requiring  over  100,000  tests. 

Surveillance 

Current  accurate  disease  intelligence  is  fundamental  to  the  development  and 
execution  of  effective  control  programs.  Disease  surveillance  activities  of  the 
Center  for  Disease  Control  cover  diseases  of  public  health  significance  occurring 
in  this  country  or  presenting  a threat  of  Introduction  into  this  country. 
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The  Center  will  improve  surveillance  of  disease  trends  at  all  levels — local. 
State,  and  federal.  The  principal  mechanism  for  this  is  the  Epidemic  Intelli- 
gence Service.  EIS  Officers  provide  a ready  supply  of  epidemiologists  to  work 
on  epidemic  investigations  throughout  the  country  and  overseas  on  a moment's 
notice.  At  times  they  are  the  sole  source  for  States  to  call  upon  for  investi- 
gations. The  full  resources  of  the  Center  are  made  available  for  all  field 
investigations . 

Besides  the  use  of  traditional  methods  of  influenza  surveillance  such  as 
excess  mortality  data  reporting,  reporting  from  hospitals,  and  utilizing  absentee 
data  from  large  communities,  efforts  will  be  made  to  utilize  and  augment  other 
existing  health  surveys  in  cooperation  with  the  National  Center  for  Health 
Statistics.  By  cooperative  expansion  of  their  data  base  and  by  improving  their 
techniques  of  data  gathering,  it  is  hoped  that  more  specific  and  sensitive 
information  regarding  the  occurrence  of  influenza  on  a regular  basis  each  year 
can  be  made.  Comparisons  of  various  surveillance  systems  will  then  be  possible 
to  determine  the  most  specific  and  sensitive  system  to  be  used  nationwide. 

Because  of  the  real  possibility  that  birds  and  other  animals  may  serve  as  a source 
of  influenza  virus  for  humans,  a systematic  collection  of  bird  sera  for  serology 
and  isolation  is  planned. 

The  Center  will  continue  to  dispense  drugs  from  the  Parasitic  Disease  Drug 
Service,  and  provide  consultative  services  to  practicing  physicians  and  health 
departments.  Greater  emphasis  will  be  placed  on  clinical  immunology.  This 
program  will  be  expanded  and  a study  on  immunoglobulin  and  complement  levels  in 
patients  with  suspected  immunological  deficiencies  will  be  made.  A number  of 
laboratory  assays  will  be  established  for  cell-mediated  immune  competence  in 
patients  with  suspected  immunologic  defects,  and  a program  will  be  initiated  for 
the  preparation  and  standardization  of  tumor-specific  antigens  for  use  in 
diagnostic  assays  of  patients. 

Services  in  support  of  investigation  and  control  of  plague  and  related 
zoonoses  will  be  available  on  request.  Field  and  laboratory  research  will  be 
directed  toward  obtaining  critical  data  on  the  ecology  and  epidemiology  of  plague, 
tularemia,  and  related  zoonoses ► The  data  obtained  will  be  used  to  develop  and 
improve  prevention  and  control  measures. 

CDC  will  continue  surveillance  and  investigations  of  bacterial  zoonotic 
diseases.  Specific  emphasis  will  be  placed  on  the  continuation  and  completion  of 
studies  of  abattoir-associated  brucellosis,  the  field  evaluation  of  the  indirect 
hemagglutination  test  for  leptospirosis,  and  evaluations  of  a newer,  more 
effective,  outer-envelope  vaccine  for  leptospirosis. 

CDC  will  evaluate  present  procedures  and  subsequently  design,  develop,  and 
implement  efficient  and  effective  alternate  procedures  for  carrying  out  our 
responsibilities  under  the  International  Health  Regulations.  The  Center  will 
evaluate  the  feasibility  of,  and  if  applicable  implement,  modified  inspection 
procedures  at  airports  comparable  to  the  maritime  inspection  procedures  - that  is, 
selective  inspection  based  on  risk.  Efforts  will  continue  to  be  directed  toward 
prjjviding  easily  accessible  and  accurate  information  on  immunization  requirements 
and  recommendations  to  United  States  citizens  traveling  abroad.  One  primary 
objective  in  1975  will  be  to  assist  the  World  Health  Organization  in  completing 
the  global  smallpox  eradication  ahead  of  schedule.  We  will  continually  reevaluate 
the  risk  of  importation  of  smallpox  into  the  U.  S.  in  light  of  progress  on  this 
global  eradication  program. 
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Control 

The  Center  for  Di  ease  Control  provides  national  leadership  and  technical 
direction  in  developing  and  implementing  programs  directed  at  prevent i'^n  and 
control  of  a number  of  diseases  of  major  public  health  significance.  The 
programs  are  directed  toward  realistic  priorities  and  objectives  determined  by 
use  of  modern  demographic  techniques  and  disease  intelligence.  The  Center,  in 
conjunction  with  the  Regional  Offices,  will  provide  national  direction,  leader- 
ship, consultation,  and  technical  assistance  to  State,  local,  and  other  Federal 
health  agencies;  conduct  disease  and  vaccine  surveillance;  review,  analyze  and 
evaluate  local  Immunization  programs;  assure  the  assessment  of  immune  status  and 
the  appropriate  use  of  vaccines;  coordinate  a nationwide  educational  and  motiva- 
tional effort  to  identify  and  insure  the  immunization  of  large  numbers  of  unpro- 
tected preschool  age  children;  conduct  investigations  and  studies  on  vaccines  and 
their  application;  and  provide  epidemiological  assistance  to  control  outbreaks  of 
immunizable  diseases.  Close  and  effective  collaborative  working  relationships 
with  appropriate  Federal  agencies  will  be  developed  and  maintained  to  Insure  the 
inclusion  of  immunization  practice  standards  in  guidelines  and  regulations  related 
to  vaccine  preventable  disease  practices  managed  by  these  offices. 

Excellent  methods  exist  to  control  TB  in  the  United  States.  Emphasis  in  1975 
will  be  to  make  these  methods  more  efficient  and  to  insure  through  technical 
assistance  the  implementation  of  these  methods  in  the  health  care  delivery  system 
of  the  Nation.  Emphasis  will  be  placed  on  improving  casefinding  and  case  preven- 
tion in  those  population  groups  likely  to  be  infected  with  or  exposed  to  tubercu- 
losis. Research  efforts  will  be  directed  towards  developing  new  methods  and 
evaluating  existing  methods  for  the  control  of  tuberculosis. 

In  the  control  of  venereal  diseases  the  major  objectives  for  1975  will  be  the 
further  development  and  implementation  of  the  nationwide  program.  National 
leadership  and  technical  assistance  will  be  provided,  in  conjunction  with  the 
Regional  Offices,  to  increase  the  effectiveness  of  venereal  disease  control 
programs  by  refining  casefinding  and  prevention  techniques  and  screening  method- 
ologies for  identifying  infectious  cases,  and  intensifying  educational  activities 
designed  to  motivate  people  to  dvoid  risk  of  exposure  and  to  seek  examination 
when  they  believe  exposure  has  occurred.  Syphilis  research  will  focus  on  culti- 
vating Treponema  pallidum  in  vitro.  Studies  will  be  conducted  in  the  growth  of 
pallidum  in  a hemodialysis  system  using  various  animal  models  and  in  the 
development  of  a defined  medium  for  the  ^ vitro  growth  of  T.  pallidum.  Expanded 
research  efforts  will  be  directed  to  laboratory  diagnostic  techniques,  immunology 
and  drug  susceptibility  of  the  gonococcus. 

During  1975,  the  Center's  technical  assistance  capability  will  be  strength- 
ened in  rodent  control,  prevention  of  lead-based  paint  poisoning,  and  related  areas 
of  environmental  health.  Technical  consultation  in  rat  control  will  focus  on 
accelerated  methods  of  achieving  a maintenance  level,  and  on  methods  of  rat 
surveillance  and  response  to  potential  infestations.  In  lead-based  paint  poison- 
ing prevention,  priority  will  be  placed  on  improving  laboratory  competence  in 
blood  lead  analysis.  Special  attention  will  be  given  to  the  development  of  state- 
wide laboratory  competence  in  support  of  expanded  screening  programs  envisioned 
through  the  Early  and  Periodic  Screening,  Diagnosis,  and  Treatment  Program  under  • 
Medicaid. 
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The  net  increase  of  $392,000  and  10  positions  includes  an  Increase  of 
$1,229,000  for  built-in  increases,  such  as  annualisation  of  pay  raises  in  1974 
and  extra  day  of  pay;  a program  increase  of  $130,000  and  10  positions  to  support 
expanded  research  and  development  leading  to  further  refineaent  and  implementation 
of  surveillance  methods  and  analytic  techniques  in  the  National  Nosocomial 
Infections  Study,  surveillance  of  community- acquired  infections,  and  evaluation 
of  control  measures;  and  a program  decrease  of  $967,000  resulting  from  non- 
recurring purchases  of  equipment  and  closing  of  the  Arctic  Health  Research 
Center. 
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1974 

1975 

Increase  or 
Decrease 

Pos. 

Amount 

Pos . 

Amount 

Pos.  Amount 

Laboratory  Improvement....  459 

$8,527,000 

469 

$8,668,000 

+10  +$141,000 

The  Center  for  Disease  Control  administers  a comprehensive  national  laboratory 
improvement  program  by  conducting  research  and  development  programs  for  the  eval- 
uation, standardization,  and  effective  application  of  laboratory  methodology.  It 
operates  a national  reference  laboratory  service  in  the  disciplines  of  bacteri- 
ology, mycology,  virology,  parasitology,  clinical  chemistry,  hematology,  and 
pathology,  and  provides  assistance  to  laboratories  of  States,  large  municipali- 
ties, and,  under  the  auspices  of  the  World  Health  Organization,  foreign  countries. 
This  assistance  is  in  the  form  of  consultation,  laboratory  management  service,  and 
dissemination  of  new  and/or  improved  procedures.  In  cooperation  with  the  Food  and 
Drug  Administration,  CDC  develops  performance  standards  for  commercial  products 
used  in  clinical  laboratories  for  the  diagnosis  of  human  diseases.  Under  authority 
of  the  Clinical  Laboratories  Improvement  Act  (CLIA)  of  1967,  CDC  is  responsible 
for  licensing  and  proficiency  testing  of  laboratories  engaged  in  Interstate 
commerce.  Other  major  functions  include  providing  extensive  remedial  short-term 
instruction  programs  in  the  field  of  laboratory  practice,  producing  and  distri- 
buting microbiological  reference  reagents  for  standardization  and  quality  control 
purposes,  evaluating  commercial  reagents,  and  distributing  experimental  vaccines 
and  special  immune  globulins. 

A combination  of  circumstances  has  created  a unique  opportunity  for  the  CDC 
to  play  a leading  role  in  the  improvement  of  national  health  laboratory  services. 
Since  1966,  laboratory  quality  standards  for  Medicare  and  CLIA,  and  more  recently 
the  regulations  issued  by  the  FDA  for  controlling  in  vitro  diagnostic  products, 
have  made  possible  the  development  and  consensus  acceptance  of  standards  of 
performance  previously  difficult  or  Impossible  to  achieve.  Laboratory  Improvement 
can  be  accomplished  only  when  acceptable  basic  laboratory  technology  is  developed 
in  thrqe  areas:  analytical  methods,  quality  calibration  and  control  materials, 
and  means  of  quality  assessment  and  control.  Research  and  development  in  any  one 
of  these  areas  requires  parallel  development  in  the  other  two.  If  the  goals  of 
the  laboratory  improvement  programs  are  to  be  attained  in  each  of  the  more  than 
12,000  health  laboratories  of  the  Nation,  the  basic  technologies  must  be  effi- 
ciently and  effectively  learned  and  practiced  in  each  laboratory. 

During  1975,  the  CLIA  standards  will  be  applied  to  an  estimated  1,150 
laboratories,  an  increase  of  125  over  1974.  Under  an  agreement  between  the  CDC, 
HSA,  and  the  SSA,  the  CDC  will  continue  to  develop  identical  technical  laboratory 
standards,  in  both  language  and  intent,  resulting  in  more  than  half  of  the  Nation's 
estimated  JL2,000  clinical  laboratories  being  brought  under  a single  set  of 
standards.  An  additional  significant  increase  is  projected  for  the  number  of  non- 
profit clinical  laboratories  which  will  request  participation  on  a voluntary  basis 
in  the  proficiency  testing  part  of  the  CLIA  program.  At  the  midpoint  of  1974, 
there  were  1,338  volunteer  laboratories  participating  in  proficiency  testing;  by 
the  end  of  1975,  it  is  estimated  that  the  number  will  be  1,520. 

Several  Federal  programs  have  requested  assistance  in  evaluating  clinical 
laboratories  for  which  they  are  responsible.  During  1975,  CDC  expects  to  provide 
one  or  more  parts  of  its  evaluation  program  to  40  clinical  laboratories  which  serve 
the  Department  of  Labor  Job  Corps  Centers,  73  laboratories  which  serve  Indian 
hospitals  and  clinics,  and  600  laboratories  involved  in  the  national  gonorrhea 
screening  program.  In  addition,  twelve  new  types  of  samples  will  be  prepared  for 
the  disciplines  of  cy topathology , diagnostic  immunology,  hematology,  chemistry  and 
bacteriology. 
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The  CLIA  continues  to  provide  an  excellent  base  for  defining  deficiencies  in 
the  Nation's  clinical  laboratories,  and  a substantial  measure  of  improvement  has 
been  achieved  by  calling  to  the  attention  of  laboratory  directors  those  problems 
which  are  readily  correctable.  Implementation  of  the  Act  has  also  demonstrated 
an  urgent  need  for  remedial  short-term  instruction  of  laboratory  personnel  to 
prevent  their  skills  from  becoming  obsolete  as  pertinent  scientific  information 
continues  to  increase  at  a phenomenal  rate.  The  need  for  extremely  specialized 
blocks  of  applied  information  poses  a major  problem  for  conventional  educational 
institutions  since  the  structure  of  formal  academic  courses  does  not  lend  Itself 
to  the  presentation  of  such  specialized  information.  While  a small  staff  at  the 
federal  level  cannot  and  should  not  provide  instruction  to  the  150,000  to  200,000 
laboratory  personnel  requiring  it,  it  is  possible  to  create  a "multiplier  effect" 
by  providing  missing  critical  elements  to  agencies  now  engaged  in  continuing 
education.  This  is  done  by  (1)  directing  laboratory  instruction  toward  updating 
the  knowledge  of  supervisors  not  only  in  the  latest  laboratory  developments,  but 
also  in  the  skills  required  to  teach  them  on  a regular  basis  at  the  local  level; 

(2)  developing  functional  teaching  aids;  and  (3)  providing  resource  personnel  to 
State  and  local  programs. 

During  1975,  activities  will  focus  on  providing  technical  assistance  to 
State  health  departments  in  the  conduct  of  their  own  training  courses.  In  head- 
quarters courses,  the  eiq>hasis  will  be  on  instruction  in  new  laboratory  methodology 
that  has  resulted  from  research  efforts  and  on  presenting  information  to  meet 
special  national  needs,  such  as  how  to  diagnose  cholera  and  hepatitis. 

Standards  for  commercial  diagnostic  products  continue  to  be  of  primary 
importance  in  laboratory  Improvement  activities.  The  CDC  strengthened  its 
cooperative  efforts  with  FDA  in  establishing  and  validating  essential  reference 
methodologies  and  in  developing  product  class  standards.  In  the  area  of  clinical 
chemistry}  standards  for  calibration  materials  and  for  products  used  in  glucose 
analysis  were  developed.  At  the  request  of  the  Government  Accounting  Office,  44 
separate  commercial  packaged  reagents  and  "kits"  for  clinical  chemical  analyses 
were  evaluated.  Although  the  quality  of  these  commercial  products  varied  among 
the  different  analytical  fields,  most  of  them  did  not  meet  our  postul^ited  standards 
of  acceptability.  In  collaboration  with  the  National  Bureau  of  Standards,  the  CDC 
prepared  standard  reference  materials  for  national  distribution  and  checked  them 
against  definitive  methods.  These  serum  reference  materials  with  assigned  values 
for  six  electrolytes  represent  the  first  such  standard  materials  in  the  clinical 
chemistry  field.  In  hematology,  product  class  standards  have  been  completed  for 
normal  and  abnormal  hemoglobin  determinations.  Standards  for  products  used  to 
determine  prothrombin  time  are  now  being  developed.  The  need  for  continuing 
development  of  standards  for  chemistry  and  hematology  products  is  evident  since 
determinations  of  this  type  are  among  the  most  commonly  requested  laboratory 
diagnostic  tests. 

Work  is  also  progressing  in  the  area  of  microbiological  and  immunological  in 
vitro  diagnostic  products.  Activities  include  (1)  preparation  of  performance  and 
labeling  specifications  for  microbiological  and  inmmnological  products,  (product 
class  standards  have  been  completed  for  FDA  for  products  used  in  the  diagnosis  of 
rubella,  rabies,  and  syphilis,  and  for  media  used  in  the  cultivation  of  Neisseria 
gonorrhoeae) : (2)  preparation  and  distribution  of  reference  or  standard  reagents; 
and  (3)  evaluation  of  commercial  products  before  they  are  marketed,  as  well  as 
limited  monitoring  of  marketed  products. 

Of  474  commercial  premarket  serologic  reagents  evaluated  for  a 5-month 
period  (July  1 to  November  30,  1973),  79.5  percent  of  the  venereal  disease  (VD) 
reagents  and  77.7  percent  of  the  non-VD  reagents  met  the  CDC  product  specifi- 
cations of  standards.  Of  the  405  lots  of  commercial  media  for  the  transport  or 
growth  of  Neisseria  gonorrhoeae . only  76.3  percent  were  satisfactory. 


32-029  0 - 74  - 22 


336 


120 


The  4th  edition  of  "CDC  Specifications  for  Microbiological  Reagents"  covering 
2,000  microbiological  products  will  be  printed  in  1975,  providing  a major  thrust 
to  be  made  by  the  CDC  and  the  FDA  in  developing  standards  for  Ija  vitro  diagnostic 
products.  These  specifications  can  be  included  under  FDA  regulations  according  to 
priorities  established  by  that  agency.  When  new  standards  are  developed,  concen- 
tration will  be  centered  on  critical  diagnostic  materials  in  the  disciplines  of 
clinical  chemistry,  hematology,  and  toxicology.  The  CDC  will  continue  to  expand 
its  voluntary  premarket  evaluation  of  commercial  diagnostic  materials  in  order  to 
monitor  the  quality  of  such  products  until  they  are  subject  to  formal  product 
class  standards  in  FDA  regulations. 

Over  125,000  reference  diagnostic  specimens  were  processed  during  1974. 

These  were  received  primarily  from  State  health  departments  and  they  represent  the 
most  difficult  diagnostic  problems  encountered.  The  number  of  reference  diagnostic 
tests  performed  coatinued  to  increase  and  for  1975  is  expected  to  reach  130,000. 

The  increase  was  a result  of  newly  developed  procedures  and  of  efforts  to  provide 
new  services,  such  as  determining  the  etiology  (rubella,  cytomegaloviruses, 
herpesvirus,  and  toxoplasmosis)  of  certain  birth  defects. 

Major  research  investigations  during  1974  were  directed  toward:  (1)  more 
sensitive  methods  for  the  detection  of  drugs  of  abuse  in  urine,  blood,  and  tissue; 
(2)  determination  of  the  optimal  conditions  and  ingredients  in  standard  media  for 
the  cultivation  of  gonococci  in  order  to  improve  the  quality  of  such  commercially 
prepared  media;  (3)  development  of  serologic  procedures  for  the  diagnosis  of 
parasitic  infections;  (4)  definition  of  the  ecology  of  Lassa  fever;  (5)  develop- 
ment of  laboratory  procedures  for  typing  variants  of  Australia  antigen  (hepatitis); 
and  (6)  improvement  of  reagents  for  the  prompt  identification  of  new  influenza 
viruses.  Research  will  continue  to  be  directed  toward  laboratory  diagnostic 
methodology  which  is  rapid,  reliable,  sensitive,  specific,  and  based  on  sound 
immunological  principles. 

During  1974,  1,025  clinical  laboratories  were  evaluated  by  CDC  or  by  the 
CDC-approved  College  of  ^erican  Pathologists  program  and  State  programs.  The 
laboratories  were  evaluated  on  the  qualifications  of  personnel,  the  adequacy  of 
their  internal  quality  control  programs,  and  the  adequacy  of  their  performance 
with  proficiency  testing  specimens,  in  accordance  with  the  standards  of  good 
laboratory  practice  promulgated  under  the  CLIA.  Of  these  1,025  laboratories, 

900  qualified  to  accept  interstate  specimens.  In  addition,  1,435  nonprofit 
clinical  laboratories  participated  voluntarily  in  the  proficiency  testing  program. 

Analysis  of  results  of  proficiency  testing  demonstrated  statistically 
significant  improvement  in  microbiology  and  clinical  chemistry  for  those  licensed 
laboratories  which  had  participated  in  the  total  evaluation  program  for  two  or 
more  years.  Comparable  volunteer  laboratories  did  not  show  significant  improve- 
ment over  the  same  time.  In  spite  of  significant  general  improvement,  20  to  40 
percent  of  the  participating  laboratories  performed  poorly  in  several  categories 
of  microbiology,  with  grades  of  less  than  75.  In  the  categories  of  clinical 
chemistry,  10  to  20  percent  performed  poorly.  This  clearly  indicates  the  need  for 
continued  sharply  focused  remedial  efforts  to  follow-up  the  evaluation  process. 

The  1973  funds  restored  in  1974  are  being  used  for  a national 
conference  on  quality  control  in  public  health  laboratories  and  for  purchase 
of  bulk  laboratory  material  for  proficiency  testing. 

The  net  increase  of  $141,000  and  10  positions  includes  an  increase  of  $141,000 
for  annualization  of  pay  raises  in  1974  and  an  increase  of  $120,000  and  10  positions 
to  allow  the  Center  to  extend  the  application  of  the  high  standards  of  the  CLIA  to 
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more  of  the  Nation's  clinical  laboratories  at  a faster  rate.  By  more  rapid 
implementation  of  existing  cooperative  agreements  with  other  Federal  agencies, 
primarily  the  Social  Security  Administration,  the  CLIA  standards,  including 
on-site  evaluation  and  proficiency  testing,  can  be  extended  to  approximately 
6,000  laboratories  in  the  SSA-Medicare  program.  This  compares  with  the 
approximately  1,400  laboratories  now  covered  by  the  CLIA  regulations.  It  is 
extremely  urgent  that  these  standards  be  applied  as  soon  as  possible  to  all 
clinical  laboratories.  This  program  increase  of  $120,000  is  offset  by  a 
corresponding  built-in  program  decrease  of  $120,000  for  nonrecurring  equipment 
acquired  in  1974. 
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Health  Education 


1974 

Base 

Pos . Amount 

36  $1,736,000 


1975 

Pos . Amount 

36  $3,030,000 


Increase  or 
Decrease 

Pos . Amount 

---  +$1,294,000 


The  Center  for  Disease  Control  will,  in  1975,  provide  leadership  and  direction 
of  a national  health  education  program  aimed  at  preventing  disease,  disability, 
premature  death,  and  undesirable  and  unnecessary  health  events.  The  funds  requested 
are  for  the  operating  support  of  the  Center's  efforts  to  enhance  the  total  effec- 
tiveness of  the  wide  range  of  separate  federal  programs  having  purposes  related  to 
health  education.  An  important  component  of  the  program  will  be  an  effort  to  use 
more  effectively,  for  health  education  purposes,  the  HEW  Regional  network. 

Major  ongoing  health  education  efforts  in  federal  and  other  publicly 
supported  programs  will  be  identified.  Coordination  with  health  education 
activities  of  other  PHS , DHEW,  and  outside  agencies  will  be  accomplished  through 
the  establishment  of  an  active  Intradepartmental  Committee,  chaired  by  the 
Assistant  Secretary  for  Health  and  staffed  by  the  Center  for  Disease  Control. 
Collaborative  efforts  among  high  priority  health  programs  to  accomplish  health 
education  objectives,  including  cooperation  with  other  federal  and  outside  agencies 
will  be  developed.  Services  to  such  programs  will  be  provided,  e.g.,  advice  on 
proposed  initiatives,  a mechanism  for  testing  specific  health  education  hypotheses, 
putting  people  in  touch  with  others  doing  similar  activities,  and  attempting  to 
reduce  duplications. 


Priorities  for  health  education  activities  will  be  developed  and  recommended. 
Criteria  for  health  education  projects  and  proposals,  taking  into  account  priority 
health  problems,  target  populations,  and  effective  pathways  for  communications 
such  as  mass  media,  school  curricula,  and  community  outreach  programs  will  be 
developed  and  promulgated. 


High  risk  population  groups  for  multiple  diseases  will  be  identified  and 
education  programs  aimed  at  the  group  rather  than  the  diseases  will  be  developed, 
e.g.,  the  high  risk  population  group  for  lung  cancer,  hypertension,  cervical 
carcinoma,  and  venereal  disease  in  black  women.  Therefore,  experimental  programs 
of  delivering  basic  health  education,  as  against  health  information,  will  be 
developed  for  this  population  group. 

Information  will  be  disseminated  about  especially  effective  techniques, 
strategies,  approaches,  and  about  methods  that  have  proved  ineffective.  Techniques 
of  conveying  health  education  in  a variety  of  delivery  systems  will  be  demon- 
strated, e.g.,  the  effectiveness  of  specialized  education  conducted  in  Health 
Maintenance  Organizations. 

The  feasibility  of  forming  a hedlth  education  consortium  outside  the 
government  (private)  will  be  explored  and  recommendations  will  be  made  on  its 
potential  interests,  activities,  and  resources  to  establish  a non-governmental 
National  Center  for  Health  Education.  A developmental  contract  will  be  awarded 
to  aid  in  delineating  the  appropriate  role  of  this  Center, 

iTie  Center  for  Disease  Control  will:  continuously  monitor  selected  ongoing 

programs;  assess  their  relative  effectiveness;  establish  pilot-demonstration  health 
education  programs;  encourage  and  assist  broader  application  of  demons tratedly 
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effective  health  education  programs  at  the  comnunity  level;  develop  standards, 
criteria,  methodology  for  improved  evaluation  of  health  education  programs;  and 
develop  a plan  for  systematic  behavioral  research  pertinent  to  federal  health 
education  priorities. 

The  Center  will  also  serve  as  a clearinghouse/information  center  for 
response  to  or  referral  of  health  education  inquiries  and  will  conduct  continuing 
liaison  with  private  sector  health  education  activities. 

Emphasis  will  be  placed  on  the  control  aspects  of  the  smoking  and  health 
problem.  Evaluation  of  prevention  and  control  activities  will  be  of  major 
interest,  as  well  as  smoking  related  behavioral  research.  Consultation  will  be 
provided  to  national  and  local  organizations  engaged  in  anti-smoking  activities 
to  control  and  resist  the  harmful  effects  of  cigarettes.  The  priority  efforts 
of  this  program  will  be  targeted  toward  having  youths  make  the  personal  decision 
not  to  take  up  cigarette  smoking,  increasing  the  rate  at  which  women  stop  smoking, 
helping  adults  who  want  to  quit,  and  having  those  who  continue  to  smoke  do  so 
with  less  hazard. 

The  Center  will  act  as  the  coordinator  for  Department  activities  relating 
to  smoking  and  health  and  will  maintain  liaison  with  other  federal  agencies  and 
with  official  and  voluntary  groups  concerned  with  the  problem.  Consultation  will 
be  provided  to  State  and  local  interagency  councils  and  to  industrial  and  local 
groups  in  developing  coordinated  community  approaches  to  smoking  control  programs. 
In  addition,  the  annual  report  reviewing  the  medical  and  scientific  evidence  on 
the  health  consequences  of  smoking  will  be  submitted  to  Congress. 

The  FY  1973  funds  restored  in  1974  will  be  used  for  chronic  disease  and 
nutrition  activities. 

The  increase  of  $1,294,000  includes  $44,000  for  a built-in  increase  for 
annualization  of  pay  raises  in  1974  and  $1,250,000  for  the  first  full  year  of 
operation  of  the  national  health  education  program. 
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Occupational  Health 


1974 

Base 

1975 

Increase  or 
Decrease 

Pos, 

. Amount 

Pos . 

Amount 

Pos . 

Amount 

Personnel  compensation 
and  benefits  

525 

$8,916,000 

565 

$9,217,000 

+40 

+$301,000 

Other  expenses  

— 

20,213,000 

— 

16,631,000 



-3,582,000 

Total  

525 

29,129,000 

565 

25,848,000 

+40 

-3,281,000 

Grants 

1974 

Base 

‘ 

1975 

Increase  or 
Decrease 

No. 

Amount 

No. 

Amount 

No. 

Amount 

1.  Non-competing 

continuations  . . . 

41 

$1,798,000 

55 

$2,027,000 

+14 

+$229,000 

2.  New  grants  

12 

454,000 

6 

225,000 

-6 

-229,000 

Total  

53 

2,252,000 

61 

2,252,000 

+8 

— 

Research  grants  are 

used 

to  complement 

the  research  effort 

of  the 

National 

Institute  for  Occupational  Safety  and  Health.  They  provide  research  competencies 
from  qualified  institutions  in  certain  fields  not  available  within  the  Institute. 
In  1975,  it  is  expected  that  61  research  grants  in  the  amount  of  $2,252,000  will 
be  awarded . 

In  1974,  44  research  grants  will  be  awarded.  In  addition,  9 training  grants 
will  be  let  for  the  development  of  a viable  training  curricula  to  support  the 
growing  enrollment  of  students  seeking  professional  and  technical  training  in 
occupational  safety  and  health. 


The  1973  funds  restored  in  1974  in  the  amount  of  $1,512,000  will  fund 
research  and  training  grants  for  the  development  of  analytical  procedures  for 
detection  of  carcinogens  and  to  supplement  criteria  for  standards  development. 


1974 

Base 

1975 

Increase  or 
Decrease 

Pos. 

Amount 

Pos. 

Amount 

Pos . Amount 

Direct  Operations  . . . . 

525 

$26,877,000 

565 

$23,596,000 

+40  -$3,281,000 

The'  National  Institute  for  Occupational  Safety  and  Health  conducts  research, 
develops  criteria  for  occupational  safety  and  health  standards,  and  provides 
technical  services  to  government,  labor  and  industry.  These  functions  are 
designed  to  reduce  the  high  economic  and  social  costs  of  occupational  Illness  and 
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injury  through  the  prevention  and  control  of  occupational  diseases  and  hazards. 
They  are  authorized  under  the  Public  Health  Service  Act  as  amended.  Federal  Coal 
Mine  Health  and  Safety  Act  of  1969,  and  Occupational  Safety  and  Health  Act  of 
1970,  and  are  supported  by  direct  operation  funds. 

Some  of  the  Institute's  specific  objectives  for  1975  include; 

1,  Completing  criteria  for  the  following  14  hazardous  substances  or 
harmful  physical  agents:  hexavalent  chromium  compounds,  ammonia, 
chloroform,  nitrogen  dioxide,  sodium  hydroxide,  fluorides,  methylene, 
chloride,  nitric  acid,  xylene,  aniline,  dioxane,  zinc  oxide,  and 
fibrous  glass;  also,  completing  a work  practice  document  for  egress 
from  high  structures; 

2,  Publishing  the  fifth  annual  list  of  Toxic  Substances; 

3,  Conducting  industrywide  epidemiologic  studies  of  the  effects  of 
chronic  or  low  level  exposure  to  industrial  materials,  processes, 
and  stresses  on  the  potential  for  illness,  disease,  or  loss  of 
functional  capacity  in  past  and  present  workers  in  10  industries; 

4,  Continuing  the  second  round  of  medical  examinations  of  the  90,000 
underground  coal  miners  in  order  to  assure  detection  of  physical 
impairment  due  to  unhealthful  working  environments  in  accordance 
with  the  Federal  Coal  Mine  Health  and  Safety  Act; 

5,  Providing  for  an  estimated  500  requests  for  autopsies  of  coal 
workers  for  research  purposes  and  for  establishment  of  survivor 
eligibility  for  Black  Lung  Benefits; 

6,  Stimulating  occupational  health  and  safety  programs  in  State  and 
local  governments  and  in  industry,  and  providing  technical 
assistance  and  information  through  field  stations  and  regional 
offices , 

During  1974,  the  Institute  will; 

1,  Transmit  to  Department  of  Interior,  for  promulgation,  regulations 
for  health  standards  governing  asbestos,  noise,  and  carbon 
monoxide  in  surface  coal  mines; 

2,  Test  and  certify  more  than  200  protective  devices  and  samplers 
for  use  by  coal  miners; 

3,  Complete  development  of  criteria  for  occupational  safety  and 
health  standards  covering  carbon  tetrachloride,  arsenic,  cadmium, 
sulfur  dioxide,  sulfuric  acid,  silica,  parathion,  benzene, 
nitric  oxide,  zinc  chloride,  cotton  dust  and  fibrous  glass; 

4,  Issue  regulations  governing  the  conduct  of  industrywide  studies 
and  the  testing  and  certification  of  personal  protective  devices; 
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5.  Complete  the  National  Occupational  Hazard  Survey,  a two- 
year  effort  to  develop  basic  descriptive  information  on  the 
working  environment  of  all  nonagricultural  industries  coVered 
by  the  Occupational  Safety  and  Health  Act; 

6.  Provide  on-site  technical  assistance  to  more  than  175  estab- 
lishments ; 

7 . Respond  to  more  than  200  requests  from  employers  or  authorized 
representatives  of  employees  for  determination  of  whether 
substances  normally  found  in  place  of  employment  have  poten- 
tially toxic  effects; 

8.  Develop  and  demonstrate  prototype  in-plant  occupational  safety 
and  health  programs; 

9.  Provide  1,300  man-weeks  of  training  on  a f ee-for-service  basis 
in  the  avoidance  or  elimination  of  unsafe  and  unhealthful 
working  conditions. 

The  1973  funds  restored  in  1974  were  used  to  fund  research  contracts  for  the 
development  of  analytical  procedures  for  detection  of  carcinogens  and  to  supple- 
ment criteria  for  standards  development. 

The  decrease  of  $3,281,000  includes  a built-in  increase  of  $301,000  for 
annualization  of  pay  raises  in  1974,  and  a program  decrease  of  $3,582,000 
resulting  from  nonrecurring  program  efforts  in  1974  to  expand  the  capacity  of 
clinical  occupational  respiratory  disease  services  available  to  coal  miners. 

These  clinics  are  expected  to  become  self-sufficient  in  1975  through  third-party 
reimbursements  and  will  require  no  further  federal  support. 
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Buildings  and  Facilities 


1974 

Base 

1975 

Increase  or 
Decrease 

Pos.  Amount 

Pos. 

Amount 

Pos.  Amount 

Other  expenses  

(Title  III  of  the 

Public  Health  Service 

Act) 

$964,000 

+$964,000 

Funds  for  this  activity  remain  available  until  expended.  Unobligated 
amounts  were  transferred  from  the  Health  Services  and  Mental  Health  Adminis- 
tration's Building  and  Facilities  appropriation  to  this  appropriation.  No  new 
budget  authority  is  requested. 

In  1975,  funds  will  be -obligated  for  the  repair  and  improvement  of  existing 
facilities  necessary  to  maintain  acceptable  standards.  Miscellaneous  projects 
will  Include  fire  and  safety  improvements,  alterations  and  additions  to 
mechanical  systems,  and  replacement  of  roofs  and  floors. 

The  increase  of  $964,000  results  from  the  transfer  of  the  HSMHA  Buildings 
and  Facilities  appropriation. 
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Program  Management 


1974  Increase  or 

Base 1975 Decrease 

Pos . Amount  Pos. Amount  Pos . Amount 


Personnel  compensation 


and  benefits  266  $5,438,000  266  $5,142,000  -$296,000 

Other  expenses  1,106,000  4,477,000  +3,371,000 

Total  266  6,544,000  266  9,619,000  +3,075,000 

Subactivities: 

Program  direction  ..  174  4,161,000  174  7,319,000  +3,158,000 


(Sections  301,  308, 

311,  314(e),  315, 

317,  318,  322(e), 

325,  327,  328,  352, 
353,  and  361  thru 
369  of  the  Public 
Health  Service  Act; 
the  Lead-based  Paint 
Poisoning  Prevention 
Act;  the  Federal 
Coal  Mine  Health  and 
Safety  Act  of  1969; 
and  the  Occupational 
Safety  and  Health  Act 
of  1970.) 


Regional  offices  ...  92  2,383,000  92  2,300,000  -83,000 

Sections  311,  314(e), 

317,  and  318  of  the 
Public  Health  Serv- 
ice Act;  the  Lead- 
based  Paint  Poison- 
ing Prevention  Act; 
the  Federal  Coal 
Mine  Health  and 
Safety  Act  of  1969; 
and  the  Occupational 

Safety  and  Health  ^ 

Act  of  1970.) 


Total  266  6,544,000  266  9,619,000  +3,075,000 

Program  Direction 

The  Center  for  Disease  Control,  through  the  direct  utilization  of  these  funds, 
will  provide  the  executive  direction  and  resource  management  staff  necessary  for 
planning,  directing  and  evaluating  all  program  activities  in  1975.  The  activities 
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of  the  Center,  being  both  national  and  international  in  scope,  makes  it  imperative 
that  high  quality  staff  support  be  maintained.  These  funds  will  enable  the  Center 
to  fulfill  its  responsibility  for  proper  stewardship  of  resources  and  to  provide 
assistance  and  coordination  to  the  Assistant  Secretary  for  Health.  The  cost  of 
renting  building  space  formerly  budgeted  by  GSA  will  be  funded  from  this  activity 
in  1975. 


Regional  Offices 

In  1975,  the  Center  for  Disease  Control  will  continue  to  provide  direct  fund 
support  and  competent  staffing  to  the  ten  Regional  Offices.  These  offices  will 
provide  consultation,  assistance,  and  services  to  State  and  local  health  agencies 
with  respect  to  grant  supported  programs  for  disease  control,  rodent  control,  and 
prevention  of  lead  poisoning  in  children,  and  serve  as  the  focal  point  for  the 
review  of  State  plans  and  grants  for  the  control  of  occupational  diseases  and 
work  injuries.  The  staff  of  the  Regional  Offices  will  also  provide  technical 
supervision  to  field  personnel  working  in  nationwide  surveillance  programs  on 
venereal  disease  and  diseases  which  can  be  controlled  through  immunization. 

The  net  increase  of  $3,075,000  includes  $3,472,000  for  built-in  increases 
such  as  annualization  of  pay  raises  in  1974  and  payment  of  rental  charges,  and 
program  decreases  of  $397,000  due  to  annualization  of  savings  from  position 
reduction  and  to  com.pletion  in  1974  of  the  two-year  National  Occupational  Hazard 
Survey  to  develop  basic  descriptive  information  on  the  working  environment  of 
nonagricultural  industries  covered  under  the  Occupational  Safety  and  Health  Act. 
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Center  for  Disease  Control 
Preventive  Health  Services 
Program  Purpose  and  Accomplishments 

Activity:  Disease  Control  (Title  III  of  the  Public  Health  Service  Act). 

1975 

1974  Budget 

Estimate 

Pos . Amount  Authorization  Pos.  Amount 

2,657  $100,520,000  Indefinite  2,677  $102,347,000 

Purpose:  Preventing  illness  and  maintaining  scientific  surveillance  of  diseases. 

Explanation:  The  purpose  is  accomplished  through  project  grants  and  a multi- 

phasic  direct  operation  program  of  investigations,  research,  and  technical 
assistance,  concerned  with  detection  and  prevention  of  communicable  and  other 
preventable  diseases  or  conditions.  These  activities  are  focused  directly  on 
the  national  goal  of  improvement  of  health  care  systems  through  emphasis  on 
prevention  rather  than  treatment. 

Accomplishments  in  1974:  Mass  gonorrhea  screening  of  female  populations  resulted 

in  five  million  women  receiving  bacteriologic  culture  during  1974.  Of  these, 

4.9  percent  were  positive  and  90  percent  of  those  found  to  be  infected  were 
treated.  As  a result,  women  with  asymptomatic  gonorrhea,  previously  undetected 
for  long  periods  of  time,  are  being  identified  and  cured. 

Case  detection  and  surveillance  activities  of  the  syphilis  control  effort 
tested  an  estimated  40  million  persons  for  syphilis  of  whom  1,100,000  had 
reactive  test  results  and  of  whom  over  66,000  were  identified  with  syphilis. 
Epidemiologic  activities  have  resulted  in  prevention  of  2,700  cases  of  syphilis. 

During  1974,  immunization  efforts  were  directed  toward  identifying  and 
immunizing  the  large  numbers  of  preschool-age  children  inadequately  immunized 
against  the  vaccine-preventable  diseases  (5.1  million  for  polio,  4. '7  million  for 
measles,  6.0  million  for  rubella,  and  3.4  million  for  DPT). 

- A maintenance  level  of  rat  control  was  reached  in  47 -percent  of  the  target 
areas  by  the  end  of  1973.  It  is  estimated  that  this  percentage  will  be  Increased 
to  50  percent  by  the  end  of  1974. 

Since  late  in  1972,  project  grants  have  been  awarded  to  communities  to 
screen  children  for  undue  lead  absorption  as  disclosed  by  elevated  blood  lead 
levels . 

During  1974,  the  GDC  provided  national  leadership  and  direction  in  the 
coordination,  management,  and  conduct  of  community  Immunization  programs. 
Leadership  was  provided  in  the  coordination  and  conduct  of  a nationwide, 
cooperative,  education-motivational  effort  to  reverse  the  trend  of  immunization 
levels  among  preschool-age  children  against  measles,  rubella,  polio,  diphtheria, 
pertussis,  and  tetanus. 
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The  shift  from  long-term  sanatorium  care  for  tuberculosis  to  general 
hospitals  and  ambulatory  care  was  promoted  by  the  Center,  and  present  statistics 
reveal  8,000  beds  used  for  TB  in  specialized  TB  units  in  1973  compared  with 
10,700  in  1972.  - 

In  1974,  the  Center  for  Disease  Control  handled  approximately  1,200  epi- 
demic aid  requests.  The  Center  currently  publishes  28  separate  surveillance 
reports  that  summarize  data  collected  from  throughout  the  Nation.  The  Morbidity 
and  Mortality  Weekly  Report,  published  weekly  by  the  Center,  has  a circulation 
of  approximately  30,000  and  is  the  principal  mechanism  of  providing  surveillance 
and  epidemiologic  data  to  the  overall  national  health  establishment.  During  the 
past  year,  the  Parasitic  Disease  Drug  Service,  in  conjunction  with  the  foreign 
quarantine  activities,  provided  drugs  for  more  than  2,000  patients  with  para- 
sitic diseases;  such  as,  Pneumocystis  carinii  pneumonia,  African  sleeping 
sickness,  malaria,  etc.,  many  of  which  are  life  threatening.  Over  125,000 
laboratory  reference  diagnostic  specimens  were  processed. 

During  1974,  1,025  clinical  laboratories  were  evaluated  by  CDC  or  by  the 
CDC-approved  College  of  American  Pathologists  program  and  State  programs . Of 
these  1,025  laboratories,  900  qualified  to  accept  interstate  specimens.  In 
addition,  1,435  nonprofit  clinical  laboratories  participated  voluntarily  in  the 
proficiency  testing  program. 

More  than  200  lots  of  laboratory  reference  and  control  materials  were  pro- 
duced and  distributed,  and  approximately  300  vials  of  zoster  immune  globulin 
were  produced  to  treat  life  threatening  cases  of  chickenpox  in  immunologically 
deficient  children.  Over  2,200  lots  of  commercially  prepared  diagnostic 
products  were  evaluated  prior  to  marketing. 

Objectives  for  1975;  In  1975  major  emphasis  will  be  placed  on  improving  the 
quality  of  the  epidemiology  being  performed  in  order  to  achieve  the  more  rapid 
decrease  in  syphilis  incidence,  to  broaden  the  gonorrhea  screening  net  for 
infected  females,  to  discover  asymtomatic  male  as  well  as  female  gonorrhea  cases, 
and  to  emphasize  patient  involvement  in  the  epidemiologic  process. 

In  1975  program  efforts  will  be  directed  toward  attacking  rat  problems  in 
key  urban  areas  where  these  rodents  persist.  It  is  estimated  that  a maintenance 
level  of  control  will  be  reached  in  50  percent  of  the  target  areas  by  the  end  of 
1975. 


Screening  surveillance  of  an  increasing  portion  of  the  some  2.5  million 
children  now  estimated  to  be  at  risk  for  lead-based  paint  poisoning  will  be 
carried  out.  An  improved  surveillance  and  program  evaluation  system  will  be 
Implemented,  based  on  the  experience  of  project  areas  during  the  first  years  of 
the  program  and  it  is  anticipated  that  approximately  300,000  children  will  be 
tested  by  the  end  of  1975. 

The  objective  of  TB  control  in  1975  is  to  make  control  methods  more  effi- 
cient and  to  Insure  the  implementation  of  these  methods  in  the  health  care 
delivery  system  of  the  Nation.  Disease  surveillance  and  epidemiologic  capability 
at  the  State,  national  and  international  level  will  be  strengthened  to  improve 
the  control  of  disease  and  to  prevent  the  importation  of  diseases,  such  as 
smallpox  and  cholera,  into  the  U.  S.  from  other  countries. 
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Under  the  Clinical  Laboratory  Improvement  Act,  the  CDC  will  apply  common 
standards  to  all  CLIA  and  Medicare  Independent  laboratories,  thus  bringing  a 
large  segment  of  the  Nation's  clinical  laboratories  under  a single, set  of  stand- 
ards. Laboratory  training  act  vitles  will  focus  on  providing  technical  assist- 
ance to  State  health  departments  in  conducting  their  own  training  courses.  A 
major  thrust  will  be  made  in  the  development  of  standards  for  vitro  diagnostic 
products  to  be  regulated  by  the  Food  and  Drug  Administration. 

The  Center  will  continue  to  provide  leadership  and  direction  for  a national 
program  to  reduce  death  and  disability  due  to  smoking.  The  priority  efforts  of 
this  program  will  be  targeted  toward  having  youths  make  the  personal  decision  not 
to  take  up. cigarette  smoking,  having  women  who  smoke  increase  their  rate  of 
cessation,  helping  adults  who  want  to  quit,  and  having  those  who  continue  to 
smoke  do  so  with  less  hazard. 

In  providing  leadership  and  direction  of  a national  health  education  program, 
the  Center  will  develop  and  promulgate  health  education  goals,  objectives,  and 
priorities.  The  Center  will  seek  to  avoid  unnecessary  duplication  and  undesirable 
competition  among  various  federal  categorical  health  education  efforts,  and  insure, 
wherever  appropriate,  that  such  programs  work  together.  Standards  or  criteria  for 
more  effective  evaluation  of  health  education  activity  will  be  developed.  Effort 
will  be  made  to  use  more  effectively  for  health  education  purposes  the  HEW 
regional  network.  The  Center  will  serve  as  the  focal  point  or  point  of  entry  for 
federal  collaboration  with  the  private  sector  in  health  education. 
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Center  for  Disease  Control 
Preventive  Health  Services 
Program  Purpose  and  Accomplishments 


Activity:  Occupational  Health  (PHS  Act  as  amended,  Federal  Coal  Mine  Health 

and  Safety  Act  of  1969,  and  Occupational  Safety  and  Health  Act 
of  1970) 

1275 

1974  Budget 

Estimate 

Pos . Amount  Authorization  Pos . Amount 

525  $29,129,000  Indefinite  565  $25,848,000 

Purpose;  This  program  is  designed  to  reduce  the  costs  of  occupational  illness 
and  injury  through  the  prevention  and  control  of  occupational  hazards  and  diseases. 

Explanation;  Grants  and  direct  operation  funds  are  used  to  support  research  and 
technical  assistance  programs  aimed  at  helping  government  and  industry  to  administer 
occupational  health  programs,  and  to  develop  criteria  for  standards. 

Accomplishments  in  1974:  In  1974,  regulations  will  be  promulgated  under  the 

Federal  Coal  Mine  Health  and  Safety  Act  for  health  standards  for  surface  coal 
mines.  Also,  it  is  anticipated  that  240  protective  and  monitoring  devices  will 
be  tested. 

Under  the  Occupational  Safety  and  Health  Act  (P.L,  91-596),  twelve  documents 
will  be  sent  to  the  Department  of  Labor  in  1974.  The  annual  List  of  Toxic 
Substances  will  contain  20,000  hazardous  substances. 

In  1974,  regulations  governing  the  conduct  of  industrywide  studies  and  for 
testing  and  certification  of  personal  protective  devices  will  be  published  in  the 
Federal  Register,  The  National  Occupational  Hazard  Survey  will  be  completed.  On- 
site technical  assistance  will  be  provided  to  more  than  175  establishments  in  1974. 
Prototype  in-plant  occupational  safety  and  health  programs  will  be  demonstrated  in 
X 1974.  In  1974,  1,300  man-weeks  of  direct  training  will  be  provided  on  a fee-for- 
service  basis. 

Objectives  for  1975;  The  four  specific  program  priorities  to  be  emphasized  in 
1 1975  are;  (1)  to  make  recommendations  for  14  occupational  health  and  safety 

^ standards,  and  publishing  a "List  of  Toxic  Substances";  (2)  to  conduct  research 
and  industrywide  studies;  (3)  to  develop  health  standards,  to  complete  a preventive 
, examination  program  for  90,000  underground  miners  and  to  provide  an  estimated  500 
I autopsies  of  deceased  coal  miners;  (4)  to  stimulate  occupational  health  and  safety 
1 programs  and  to  provide  technical  assistance  and  information. 
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Center  for  Disease  Control 
Preventive  Health  Services 


Program  Purpose  and  Accomplishments 


Activity;  Building  and  Facilities  (Title  III  of  the  Public  Health  Service  Act) 

1975 

1974  Budget 

Estimate 

Pos . Amount  Authorization  Pos . Amount 

$964,000 


Purpose ; For  construction,  alterations,  and  repairs  and  improvements  of 
buildings  and  facilities,  including  preparation  of  plans  and  specifications. 

Explanation;  No  new  budget  authority  is  requested  for  1975.  Prior  year 
available  funds  were  transferred  from  the  HSMHA  Buildings  and  Facilities 
appropriation  to  this  appropriation. 

Objectives  for  1975;  Repair  and  improvement  of  existing  facilities  will 
be  accomplished  as  required  to  maintain  acceptable  standards. 
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Center  for  Disease  Control 
Preventive  Health  Services 
Program  Purpose  and  Accomplishments 


Activity:  Program  Management  (Title  III  of  the  Public  Health  Service  Act) 

1975 

1974  Budget 

Estimates 

Pos.  Amount  Authorization  Pos . Amount 

266  $6,544,000  Indefinite  266  $9,619,000 

Purpose:  This  activity  provides  top  management,  staff  services,  and  Regional 

Offices  staff  to  assure^ the  desired  direction  and  development  of  the  Preventive 
Health  Services  programs'  goals  and  objectives. 

Explanation:  Executive  direction  of  the  various  programs  is  strengthened  by 

sophisticated  planning  and  analysis  in  terms  of  mission  accomplishment  and 
managerial  effectiveness.  The  Regional  Offices  assist  and  serve  State  and  local 
health  agencies  and  community  groups  in  activities  at  the  local  level  which  are 
a part  of  national  coordinated  preventive  health  programs. 

Accomplishments  in  1974:  The  necessary  staffing  was  provided  for  planning, 

directing,  and  evaluating  all  program  activities.  Management  activities  through- 
out the  Center  were  directed,  coordinated,  assessed,  and  assured  consideration 
of  management  Implications  in  program  decisions.  The  Regional  Offices'  staff 
provided  consultation,  assistance  and  services  to  State  and  local  health 
agencies  with  respect  to  grant  supported  programs  for  disease  control,  urban  rat 
control,  and  prevention  of  lead  poisoning  in  children,  and  served  as  the  focal 
point  for  the  review  of  State  plans  and  grants  for  the  control  of  occupational 
diseases  and  accidental  work  injuries. 

Objectives  for  1975:  Effective  and  efficient  program  direction,  staff  services, 

and  regional  office  support  for  Preventive  Health  Services  programs  will  be 
provided.  The  first  full  year's  operation  of  the  decentralized  agency  accounting 
system  will  be  accomplished.  Cost  advisory  services  will  be  provided  on  all 
negotiated  contracts  and  the  Center  will  fulfill  its  increased  responsibilities 
within  the  DHEW  personnel  system. 
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New  Positions  Requested 


1975 


Annaul 

Grade 

Number  Salary 

Disease  control 

Disease  investigations, 

surveillance  6c  control 

Medical  Officer  

GS-14 

1 

$23,088 

Medical  Officers  

GS-13 

2 

39,400 

Mathematical  Statistician 

GS-12 

1 

16,682 

Mathematical  Statistician  

GS-11 

1 

13,996 

Statistical  Assistant  

GS-09 

3 

34,842 

Clerical  Assistant  

GS-05 

2 

15,338 

10 

143',  396 

Laboratory  improvement 

Supervisory  Research  Medical  Officer.. 

GS-14 

1 

23,088 

Supervisory  Research  Microbiologist... 

GS-14 

1 

23,088 

Medical  Officer  

GS-14 

1 

23,088 

Microbiologist  

GS-13 

1 

19,700 

Research  Microbiologist  

GS-13 

1 

19,700 

Chemist  

GS-11 

2 

27,992 

Medical  Technologist  

GS-09 

2 

23,228 

Administrative  Clerk  

GS-05 

1 

7,694 

10 

167,578' 

Occupational  health 

Direct  operations 

Epidemiologist  

GS-15 

1 

26,898 

Toxicologist  

GS-15 

1 

26,898 

Scientist  

GS-14 

5 

■ 115,440 

Toxicologist  

GS-14 

2 

46,176 

Medical  Officer  

GS-14 

2 

46,176 

Health  Physist  

GS-14 

1 

23,088 

Biological  Scientist  

GS-13 

2 

39,400 

Medical  Officer  

GS-13 

1 

19,700 

Safety  Engineer  

GS-13 

1 

19,700 

Chemist  

GS-12 

3 

50,046 

Safety  Engineer  

GS-11 

2 

27,992 

Technical  Information  Specialist  ..... 

GS-11 

1 

13,996 

Technical  Writer  

GS-09 

1 

11,614 

Administrative  Assistant  

GS-06 

2 

17,144 

Secretary  

GS-05 

2 

15,388 

Clerk-typist  

GS-04 

4 

27,528 

Clerk-typist  

GS-03 

2 

12,256 

33 

539,440 
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New  Positions  Requested  - continued 

1975 

Annual 

Grade  Number  Salary 


Commissioned  Officers 
Full  grade 

Biochemist 1 14,252 

Bioengineer  1 14,252 

Pathologist  1 19,259 

Psychologist  1 19,259 

Sanitary  Engineer  1 14.252 

5 81,274 

Senior  assistant  grade 

Biochemist 1 12,438 

Chemist  12,438 

2 24,876 

Total  new  positions,  all  activities.  60  956.564 
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Wednesday,  April  3,  1974. 

ALCOHOL,  DEUG  ABUSE,  AND  MENTAL  HEALTH 
ADMINISTRATION 

Alcohol,  Drug  Abuse,  and  Mental  Health 

WITNESSES 

DR.  ROGER  0.  EGEBERG,  INTERIM  ADMINISTRATOR,  ALCOHOL, 
DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
KARST  J.  BESTEMAN,  ACTING  DEPUTY  ADMINISTRATOR,  ALCOHOL, 
DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
JOSEPH  R.  LEONE,  ACTING  EXECUTIVE  OFFICER,  ALCOHOL,  DRUG 
ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
JOHN  D.  MAHONEY,  ACTING  DIRECTOR,  DIVISION  OF  FINANCIAL 
MANAGEMENT,  ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH 
ADMINISTRATION 

DR.  BERTRAM  S.  BROWN,  DIRECTOR,  NATIONAL  INSTITUTE  OF 
MENTAL  HEALTH 

DR.  THOMAS  F.  A.  PLAUT,  COUNSELOR  TO  THE  DIRECTOR,  NATIONAL 
INSTITUTE  OF  MENTAL  HEALTH 
DR.  FRANCIS  N.  WALDROP,  DIRECTOR,  DIVISION  OF  MANPOWER 
AND  TRAINING  PROGRAMS,  NATIONAL  INSTITUTE  OF  MENTAL 
HEALTH 

DR.  MORRIS  E.  CHAFETZ,  DIRECTOR,  NATIONAL  INSTITUTE  ON  AL- 
COHOL ABUSE  AND  ALCOHOLISM 
KENNETH  L.  EATON,  DEPUTY  DIRECTOR,  NATIONAL  INSTITUTE  ON 
ALCOHOL  ABUSE  AND  ALCOHOLISM 
MARTIN  K.  TRUSTY,  EXECUTIVE  OFFICER,  NATIONAL  INSTITUTE 
ON  ALCOHOL  ABUSE  AND  ALCOHOLISM 
DR.  ROBERT  L.  DuPONT,  DIRECTOR,  NATIONAL  INSTITUTE  ON  DRUG 
ABUSE 

DR.  JOHN  C.  SCANLON,  ACTING  DEPUTY  DIRECTOR,  NATIONAL  IN- 
STITUTE ON  DRUG  ABUSE 

JOHN  M.  PROCTOR,  EXECUTIVE  OFFICER,  NATIONAL  INSTITUTE  ON 
DRUG  ABUSE 

CHARLES  MILLER,  DEPUTY  ASSISTANT  SECRETARY,  BUDGET 
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Object  Classification  (in  thousands  of  dollars) 


Identification  code  09-30-1361-0-1-650 

1973  actual 

1974  est. 

1975  est. 

Direct  obligations: 

Personnel  compensation: 

11.1  Permanent  positions 

31,292 

33,082 

27.038 

11.3  Positions  other  than  permanent 

2,798 

2,773 

2,636 

11.5  Other  personnel  compensation 

660 

617 

531 

Total  personnel  compensation 

34, 750 

36,472 

30,205 

12. 1 Personnel  benefits:  Civilian 

3,618 

3,576 

3,013 

21.0  Travel  and  transportation  of  persons  __ 

2,338 

2,528 

2,381 

22. 0 Trsinsportation  of  things 1 

234 

203 

185 

23. 0 Rent,  communications,  and  utilities 

2,344 

2,423 

4,646 

24. 0 Printing  and  reproduction 

977 

1,111 

1,070 

25. 0 Other  services 

53,465 

93,011 

89,429 

26. 0 Supplies  £Uid  materials 

2,148 

2,203 

1,843 

31.0  E-quipment 

1,532 

2,002 

1,869 

41.0  Grants,  subsidies,  and  contributions. 

417.134 

826,387 

557,721 

Total  program  costs,  funded 

518,540 

969,916 

692, 362 

94. 0 Change  in  selected  resources 

128,042 

Total  direct  obligations 

646.582 

969,916 

692,362 

Reimbursable  obligations: 

25. 0 Other  services 

1,218 

140 

99. 0 T otal  obligations 

647,800 

970,056 

692.362 

Personnel  Summary 

Total  number  of  permanent  positions 

2.213 

1,453 

1,512 

Full-time  equivalent  of  other  positions 

352 

343 

334 

Average  paid  employment 

2,405 

2,177 

1,795 

Average  (jS  grade 

7.4 

7.7 

10.2 

Average  GS  salary 

$14,636 

$16,834 

$18,374 
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Program  and  Financing  (in 

thousands  of  dollars) 

Identification  code  09-30-1361-0-1-650 

1973  actual 

1974  est. 

1975  est. 

Program  by  activities: 

Dfrect  program: 

1.  General  mental  health: 

(a)  Research 

71.492 

109,454 

84,468 

(b)  Training 

56.272 

128,021 

‘ 65,101 

(c)  Community  programs: 

(1)  Construction 

5.160 

34,250 

(2)  Staffing 

127.712 

155.513 

172,053 

(3)  Children’s  services. . 

15.005 

19,000 

26,844 

(d)  Management  and  informa- 
tion  

19.323 

23,398 

16,753 

Subtotal 

294.964 

469,636 

365.219 

2.  Drug  abuse: 

(a)  Research 

24,671 

34.056 

34,000 

(b)  Training 

9.506 

15,138 

9,969 

(c)  Community  programs: 

(1)  Project  grants  and 
contracts 

101.286 

192,649 

122,000 

(2)  Grants  to  States.  ^ .. 

12,311 

15,000 

35,000 

(d)  Management  and  informa- 
tion  

9.152 

15,899 

15,646 

Subtotal 

156,926 

272,742 

216,615 

3.  Alcoholism: 

(a)  Research 

6,025 

13,189 

10,405 

(b)  Training.. 

4.229 

12,224 

1,947 

(c)  Community  programs: 

(1)  Project  grants  and 
contracts 

18,993 

106,265 

32,051 

(2)  Grants  to  States 

20,397 

75,600 

45,600 

(d)  Management  and  informa- 
tion  

8.109 

11,107 

9,863 

Subtotal 

57,753 

218, 385 

99.866 

4.  Buildings  and  facilities 

200 

5.  Program  direction 

8,897 

9,153 

10,462 

Total  direct  program 

518,540 

969,916 

692.362 

Reimbursable  program: 

1.  General  mental  health: 

(a)  Research 55 

(d)  Management  and  informa- 
tion  114 


Subtotal-.  169 


2.  Drug  abuse:  (a)  Research. 


157 


140 
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3.  Alcoholism: 

(c)  Community  programs: 

1.  Project  grants  and 

contracts 100 

(d)  Management  and  informa- 

tion. l - 792 


Subtotal 

892 

Total,  reimbursable 

program 

1,218 

140 

Total  program  costs. 

funded  ^ 

519,758 

970.056 

692.362 

Change  in  selected  resources  (unde- 

livered  orders) 

128,042 

10 

Total  obligations 

647,800 

970.056 

692,362 

Financing: 

Receipts  and  reimbursements  from: 

11 

Federal  funds 

-1,213 

-140 

14 

Non-Federal  sources 

-5 

21 

Unobligated  balance  available,  start  of 

year 

-25,609 

-31.879 

-200 

22 

Unobligated  balance  transferred  from 

accounts...  

-6,627 

23 

Unobligated  balance  transferred  to 

other  accounts 

699 

6.427 

24 

Unobligated  balance  available,  end  of 

year 

31,879 

200 

25 

Unobligated  balance  lapsing..... 

150.191 

2,921 

Unobligated  balance  restor^.. 

-147.909 

Budget  authority 

803,742 

793,049 

692, 162 

Budget  authority: 

40 

Appropriation 

803,823 

815,975 

692, 162 

Withheld  from  obligation  and  ex- 

penditure (Public  Law  93-1 92) 

-9,567 

41 

Transferred  to  other  accounts 

-81 

-164 

43 

Appropriation  (adjusted) 

803, 742 

806,244 

692, 162 

45 

Proposed  transfer  for  pay  raises.. 

-13, 195 

Relation  of  obligations  to  outlays: 

71 

Obligations  incurred,  net 

646, 582 

969,916 

692,362 

72 

Obligated  balance,  start  of  year 

590,069 

667,001 

1.003,111 

73 

Obligated  balance  transferred,  net 

3,545 

-161 

74 

Obligated  balance,  end  of  year 

-667.001 

-1,003,111 

-916,906 

77 

Adjustments  in  expired  accounts 

-2.666 

90  Outlays... 566.984  637,351  778.406 


^ Includes  capital  outlay  as  follows:  1973,  $1,332  thousand:  1974,  $2,002  thou- 
sand: 1973,  $1,869  thousand. 

NOTES 

Excludes  $610  thousand  in  1973  for  activities  transferred  to  (in  thousands  of 
dollars) : 

1975 


Office  of  Assistant  Secretary,  Health 413 

Office  of  Secretary,  HEW 197 


Comparable  amounts  in  1973  ($610  thousand)  and  1974  ($610  thousand)  are 
included  above. 

Includes  $378  thousand  in  1973  for  activities  previously  financed  from  (in 
thousands  of  dollars): 

1975  1974 


Departmental  Management 3 3 

Office  of  the  Assistant  Secretary,  Health 37  37 

FDA.  NIH,  HRA,  HSA,  CDC,  and  OASH 138  138 

Buildings  and  facilities.  HSMHA 4,731  3,700 
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Mr.  F LOOD.  The  committee  will  come  to  order. 

Now  we  have  the  Alcohol,  Drug  Abuse,  and  Mental  Health  Admin- 
istration. The  presentation  will  be  made  by  Dr.  Roger  O.  Egeberg, 
the  interim  Administrator. 

We  have  a biographical  sketch  of  you,  Dr.  Egeberg,  we  will  place  in 
the  record  at  this  point. 

[The  biographical  sketch  follows :] 

Biographical  Sketch  of  Roger  O.  Egeberg,  M.D.' 

Position : Special  Consultant  to  the  President  on  Health  Affairs,  Special  As- 
sistant to  the  Secretary  for  Health  Policy. 

Birthplace  and  date : Chicago,  111.,  November  13, 1903. 

Education : Cornell  University,  Ithaca,  N.Y.,  Bachelor  of  Arts  1925 ; North- 
western University  School  of  Medicine,  Chicago,  111.,  doctor  of  medicine  1929;  In- 
tern, Chicago  Wesley  Memorial  Hospital,  192^1929;  Resident,  Internal  Medi- 
cine, Passavant  Memorial  Hospital,  Chicago,  111.,  1929--30;  Resident,  Internal 
Medicine,  University  of  Michigan  Hospital,  Ann  Arbor,  Mich.,  1930-32. 

Experince:  Special  Consultant  to  the  President  on  Health  Affairs,  July  1971 
to  present;  Special  Assistant  to  the  Secretary  for  Health  Policy,  U.S.  Depart- 
ment of  Health,  Education,  and  Welfare,  July  1971  to  present ; Assistant  Sec- 
retary for  Health  and  Scientific  Affairs,  U.S.  Department  of  Health,  Education, 
and  Welfare,  1969-71 ; Dean,  University  of  Southern  California  School  of  Medi- 
cine, Los  Angeles,  Calif.,  1964—69 ; Medical  Director,  Department  of  Charities, 
Los  Angeles  County,  Los  Angeles,  Calif.,  1959-64;  Professor  of  Medicine,  Uni- 
versity of  Southern  California,  Los  Angeles,  Calif.,  1956-69;  Medical  Director, 
Los  Angeles  County  General  Hospital,  Los  Angeles,  Calif.,  1956-59;  Clinical 
Professor,  College  of  Medicial  Evangelists  (now  Loma  Linda  University),  Loma 
Linda,  Calif.,  1956-64;  Chief  of  the  Medical  Service  and  Clinical  Director  of 
the  Veterans’  Administration’s  Wadsworth  General  Mpdical  and  Surgical  Hos- 
pital, Los  Angeles,  Calif.,  1946-56;  Clinical  Instructor  and  Assistant  Clinical 
Professor,  Western  Reserve  University  School  of  Medicine,  Cleveland,  Ohio, 
1932-42  ; Private  practice.  Internal  Medicine,  Cleveland,  Ohio,  1932-42. 

Military  Service:  Major  to  colonel.  Medical  Corps,  U.S.  Army,  1942-46; 
personal  physician  and  aid-de-camp  to  General  of  the  Army  Douglas  MacArthur, 
1944-45;  Decorated  with  Bronze  Star,  Legion  of  Merit,  and  St.  Olaf’s  Medal 
(Norway). 

Professional  Organizations : Diplomat,  American  Board  of  Internal  Medicine ; 
Fellow,  American  College  of  Physicians ; Member : Los  Angeles,  County,  Calif, 
and  American  Medical  Associations,  American  Clinical  and  Climatological  As- 
sociation, Los  Angeles  Academy  of  Medicine,  Pacific  Interurban  Clinical  Club, 
California  Society  of  Internal  Medicine,  Alpha  Omega  Alpha,  Phi  Kappa  Phi. 

Committees  Commissions:  Chairman,  California  Governor’s  Committee  for 
the  Study  of  Medical  Aid  and  Health,  1959-60;  Member,  President’s  Ad  Hoc 
Panel  on  Drug  Abuse,  1962;  Member,  President’s  Advisory  Commission  on  Nar- 
cotic and  Drug  Abuse,  1963 ; Member,  California  State  Board  of  Public  Health, 
1961-68 ; President,  1966-68 ; Chairman,  California  Committee  on  Regional  Medi- 
cal Programs ; Chairman,  Los  Angeles  County  Medical  Reorganization  Planning 
Committee ; Member,  National  Cancer  Advisory  Council,  1964-68 ; Member,  Spe- 
cial Medical  Advisory  Group  to  the  Veterans’  Administration,  1966-69 ; Chair- 
man, 1968-69 ; Project  Director,  Office  of  Economic  Opportunity,  Neighborhood 
Comprehensive  Health  Care  Clinic,  Los  Angeles,  Calif.,  1965h-69. 


Curriculum  Vitae — Morris  Edward  Chafetz,  Doctor  of  Medicine 

Birthplace  and  date : Worcester,  Mass.,  April  20,  1924. 

Marital  status : Married,  three  children. 

Education : Tufts  College,  Somerville,  Mass.,  Bachelor  of  Science  1944 : Tufts 
Medical  School,  Boston,  Mass.,  Doctor  of  Medicine  1948 ; Intern,  U.S.  Marine 
Hospital,  Detroit,  Mich.,  1948-49 ; Resident  Psychiatrist,  State  Hospital,  Howard, 
R.I.,  1949-51. 

Board  certification : Diplomate,  American  Board  of  Psychiatry  and  Neurology. 
Professional  training  and  appointments:  1951-52,  fellow  in  neurophysiology. 
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Institato  Nadonal  de  Cardiologia,  Mexico,  DF;  1952,  psychiatrist,  U.S.  Coast 
Guard,  Cape  May,  N.J.,  1952-54,  clinical  and  research  fellow  in  psychiatry, 
Massachusetts  General  Hospital ; 1953-54,  research  fellow  in  psychiatry,  Har- 
vard Medical  School ; 1954-57,  assistant  in  i^sychiatry.  Harvard  Medical  School ; 
1954-55,  clinical  assistant  in  psychiatry,  Massachusetts  General  Hospital ; 1955- 
57,  assistant  in  psychiatry,  Massachusetts  General  Hospital ; 1957-58 ; assistant 
psychiatrist,  Massachusett  General  Hopital;  1957-61,  instructor  in  psychiatry. 
Harvard  Medical  -School ; 1957-68,  director,  alcohol  clinic,  Massachusetts  General 
Hospital ; 1958-64,  associate  psychiatrist,  Massachusetts  General  Hospital : 1958- 
70,  consulting  psychiatrist,  Massachusetts  Eye  and  Ear  Infirmary : 1959-61, 
special  consultant  to  National  Institute  of  Mental  Health ; 1961-^,  clinical 
associate  in  psychiatry,  Harvard  Medical  School ; 1961-68,  director,  acute 
psychiatric  services,  Massachusetts  General  Hospital;  1963-70,  research  con- 
sultant, Memorial  Hospital,  North  Conway,  N.H. ; 1961-^,  assistant  clinical  pro- 
fessor in  psychiatry,  Harvard  Medical  School ; 1961—70,  psychiatrist,  Massa- 
chusetts General  Hospital ; 1968-70,  associate  clinical  professor  of  psychiatry, 
Harvard  Medical  School ; 1968-70,  director,  clinical  psychiatric  services,  Massa- 
chusetts General  Hospital ; 1970-71,  acting  director,  division  of  alcohol  abuse  and 
alcoholism,  National  Institute  of  Mental  Health ; 1971  to  present,  director,  Na- 
tional Institute  on  Alcohol  Abuse  and  Alcoholism,  National  Institute  of  Mental 
Health. 

Memberships : American  Psychiatric  Association : Committee  on  Therapy, 
1964,  Task  Force  on  Alcoholism  and  Drug  Abuse,  1969-70,  chairman,  Task 
Force  on  Alcoholism,  1970-72 ; American  Orthopsychiatric  Association ; Ameri- 
can Medical  Association  Committee  on  Alcoholism  and  Drug  Dei>endence,  1965- 
72 ; American  Hospital  Association ; Advisory  Committee  on  Mental  Health 
Care  Institutions  and  Service,  1968-70;  Advisory  Committee  on  Hospital  Care 
of  the  AlcohoUc,  1969-70;  American  Association  for  the  Advancement  of  Sci- 
ence; Governors  Advisory  Council  on  Mental  Health,  Massachusetts,  1964-70; 
Group  for  the  Advancement  of  Psychiatry  Mental  Health  Services  Committee, 
1963  to  present ; NIMH  Ad  Hoc  Review  Board  on  Research  in  Alcoholism,  1958- 
61 ; Subcommittee  on  Alcoholism,  Massachusetts  Mental  Health  Planning 
Project,  1963 ; Secretary  of  Health,  EJducation,  and  Welfare  Planning  Committee 
on  Alcoholism  Programs.  1963 ; Sigma  XI,  consultant.  Student  Association  for 
the  Study  of  Hallucinogens,  1968-70;  Advisory  Committee  on  Alcoholism  of 
the  Attorney  General’s  Office  of  Massachusetts,  1969-70;  Corresponding  mem- 
ber of  the  Institute  for  Study  and  Prevention  of  Alcoholism  in  Zagreb,  1971  to 
present ; consultant.  Pan  American  Health  Organization,  1972  to  present. 

Editorial  apiK)intments : Medical  Insight,  Editorial  Advisory  Board;  Mental 
Health  Digest,  Editorial  Advisory  Board ; Psychiatric  Opinion,  Editorial  Board ; 
Journal  of  Nervous  and  Mental  Disease,  guest  editor;  Evaluation,  Editorial 
Review  Board. 

Honors  and  other  special  scientific  recognition : Maudsley  Bequest  Lecturer, 
University  of  Edinburgh.  Edinburgh,  Scotland,  1969 ; Moses  Greeley  Parker  Lec- 
turer, 1969 ; Louis  and  Amelia  Block  Lecturer,  Mount  Zion  Hospital  and  Medical 
Center,  San  Francisco,  Calif..  1969;  International  Film  and  TV  Festival  of  New 
York  Gold  Medal.  1972. 

Biographic  Sketch  of  Thomas  F.  A.  Plaut 

Education:  B.A.,  1949,  Swarthmore  College;  Ph.  D.  (clinical  psychology),  1956, 
Harvard,  Department  of  Social  Relations ; M.P.H.,  1957,  Harvard  School  of 
Public  Health. 

Professional  exi)erience : 1956-61.  staff  of  the  community  mental  health  pro- 
gram, Harvard  School  of  Public  Health ; 1961-62,  director  of  the  alcoholism 
program.  Massachusetts  Department  of  Public  Health ; 1962-67,  research  asso- 
ciate ( Cooi>erative  Commission  on  the  Study  of  Alcoholism),  Institute  for  the 
Study  of  Human  Problems,  Stanford  University,  California ; 1967-69.  Assistant 
Chief.  National  Center  for  Prevention  and  Control  of  Alcoholism,  National  Insti- 
tute of  Mental  Health,  U.S.  Dei>artment  of  Health.  Education,  and  Welfare; 
1969-71,  Director,  Division  of  Manpower  and  Training  Programs,  National  Insti- 
tute of  Mental  Health,  U.S.  Department  of  Health.  Education,  and  Welfare; 
1971-72,  Associate  Director  for  Program  Coordination,  National  Institute  of 
Mental  Health,  U.S.  Department  of  Health,  Education,  and  Welfare;  1972  to 
present,  Counselor  to  the  Director,  National  Institute  of  Mental  Health,  U.S.  De- 
partment of  Health,  Education,  and  Welfare. 
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Publications  (with  Bert  Kaplan)  : “Personality  in  a Communal  Society:  An 
Analysis  of  the  Mental  Health  of  the  Hutterite,”  University  of  Kansas  Press, 
Social  Science  Studies,  1956,  Lawrence,  Kans. ; “Alcohol  Problems : A Report  to 
the  Nation  by  the  Cooperative  Commission  on  the  Study  of  Alcoholism,”  Oxford 
University  Press,  1967,  New  York  City;  (with  Glasscote,  R.  et  al.)  : “The  Treat- 
ment of  Alcoholism : A Study  of  Programs  and  Problems,”  Joint  Information 
Service  of  the  American  Psychiatric  Association  and  the  National  Association 
for  Mental  Health,  Washington,  D.C.,  1967 ; three  dozen  papers  in  various  pro- 
fessional and  scientific  journals. 

Other  information : Lecturer  in  behavioral  sciences,  Johns  Hopkins  School  of 
Hygiene  and  Public  Health  (1967  to  present)  ; nonresident  lecturer,  department 
of  Health  Development,  University  of  Michigan  School  of  Public  Health  (1970 
to  present)  ; associate  editor,  Journal  of  Health  and  Social  Behavior  (1968  to 
present)  ; consulting  editor.  Community  Mental  Health  Journal  (1967  to  present). 


Curriculum  Vitae — Robert  L.  DuPont,  M.D. 

Date  of  Birth : March  25, 1936  (Toledo,  Ohio) . 

Current  full-time  positions:  Director,  Special  Action  Office  for  Drug  Abuse 
Prevention,  Executive  Office  of  the  President;  Director,  National  Institute  for 
Drug  Abuse,  Department  of  Health,  Education,  and  Welfare. 

Education : June  1954,  Graduated  from  East  Denver  High  School ; June  1958, 
B.A.,  Emory  University,  Atlanta,  Ga.,  June  1963,  M.D.,  Harvard  Medical  School, 
Boston,  Mass. 

Postgraduate  training : 1963-64,  Medical  Intern,  Cleveland  Metropolitan  Gen- 
eral Hospital,  Western  Reserve  Medical  School,  Cleveland,  Ohio ; 1964-66, 
Psychiatric  Resident  and  Teaching,  Fellow  in  Psychiatry,  Massachusetts  Men- 
tal Health  Center,  Harvard  Medical  School,  Boston,  Mass. ; 1966-68,  Clinical 
Associate,  Laboratory  of  Clinical  Sciences,  National  Institute  of  Mental  Health, 
Bethesda,  Md. 

Brief  chronology  of  employment:  1959  (2  months),  Et)idemiology  Trainee, 
California  Department  of  Public  Health,  Berkeley,  Calif.;  1961  (3  months). 
Research  Assistant,  Tuberculosis  Laboratory,  Communicable  Disease  Center, 
Atlanta,  Ga. ; 1964-65,  Psychiatrist,  Washington  Hospital ; Jamaica  Plains,  Mass, 
(part-time  position)  ; 1965-66,  Senior  Psychiatrist,  Massachusetts  Department 
of  Corrections,  Norfolk  Prison.  Norfolk,  Mass,  (part-time  position)  ; 1968-70, 
Research  Psychiatrist  and  Acting  Associate  Director  for  Community  Services, 
District  of  Columbia  Department  of  Corrections,  Washington,  D.O. ; 1970-73, 
Administrator,  Narcotics  Treatment  Administration,  Department  of  Human  Re- 
sources, Government  of  the  District  of  Columbia,  Washington,  D.C. 

Oonsultantships  and  board  memberships : 1967-68,  Consultant  on  Research 
and  Development,  District  of  Columbia  Department  of  COirrections,  Washington, 
D.C. ; 1968-71,  Consultant,  Child  Research  Branch,  National  Institute  of  Men- 
tal Health,  Bethesda,  Md. ; 1971-72,  Consultant,  American  Bar  Association, 
Special  Committee  on  Crime  Prevention  and  Control,  Washington,  D.CL ; 1971- 
72,  Member,  The  Armed  Forces  Epidemiological  Board,  Committee  on  Drug 
Abuse,  Washington,  D.C. ; 1971-73,  Consultant  to  the  Pood  and  Drug  Admin- 
tration.  Bureau  of  Drugs,  Rockville,  Md. ; 1971-73  Member,  Board  of  Directors, 
Center  for  Correctional  Justice,  Washington,  D.O. ; 1971-73,  Consultant  to  the 
Special  Action  Office  for  Drug  Abuse  Prevention,  The  White  House,  Washing- 
ton, D.C. ; 1971-^73,  Consultant,  Veterans  Administration,  Washington,  D.C. ; 
1972-73,  Member,  National  Advisory  Council  on  Drug  Abuse  Prevention,  A 
Presidental  Appointment,  Washington,  D.C. ; 1972-73,  Member,  Drug  Abuse 
Task  Force,  National  Advisory  Commission  on  Criminal  Justice  Standards  and 
Goals,  Department  of  Justice,  Washington,  D.O. ; 1972  to  present.  Member,  Wash- 
ington Junior  League  Advisory  Committee,  Washington,  D.C. ; 1972  to  present, 
Member,  Board  of  Directors.  Washington  Society  for  the  Performing  Arts. 

Honors  : 1971-72,  Melvin  C.  Hazen  Award  to  the  Outstanding  Young  Man  in  the 
District  of  Columbia  Government  (presented  by  the  Downtown  Jaycees)  ; 1973  to 
present.  Meritorious  Service  Award,  District  of  Columbia  Government. 

Military  service:  1966-68,  Surgeon  (Major),  U.S.  Public  Health  Service,  Na- 
tional Institute  of  Mental  Health,  Bethesda,  Md. 

iSocieties : District  of  Columbia  Medical  Society,  Washington  Psychiatric  So- 
ciety, Washington  Area  Council  on  Alcoholism  and  Drug  Abuse,  American  Psy- 
chiatric Association,  American  Correctional  Association,  National  Council  on 
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Crime  and  Delinquency,  Medical  Corrective  Association,  American  Academy  of 
I Psychiatry  and  Law,  American  Public  Health  Association. 

Medical  license : District  of  Columbia,  Maryland,  Massachusetts,  California. 

Certification  : Certified  in  i>sychiatry  by  the  American  Board  of  Psychiatry  and 
Nurology,  1970. 

Faculty  appointments : 1964-66,  Teaching  Fellow  in  Psychiatry,  Harvard  Medi- 
cal School ; 1970-72,  Assistant  Clinical  Professor  of  Psychiatry,  George  Washing- 
ton University  Medical  School ; 1972  to  present.  Associate  'Clinical  Professor  of 
Psychiatry,  George  Washington  Medical  School. 


Curriculum  Vitae — Bertram  S.  Brown,  M.D.,  Director,  National  Institute  of 

Mental  Health,  Assistant  Surgeon  General,  U.S.  Publtg  Health  Service 

Date  and  place  of  birth:  Brooklyn,  New  York,  January  28,  1961. 

'Marital  status  : Married  1952,  four  children. 

Education : June  1952,  B.A.,  Brooklyn  College ; June  1956,  M.D.,  Cornell  Univer- 
sity Medical  College;  June  1960,  M.P.H.,  Harvard  University  School  of  Public 
Health. 

Postgraduate  training;  July  1956-June  1957,  Intern,  Yale  University  School 
of  Medicine,  Department  of  Pediatrics  ; June  (957- June  1960,  Resident  and  teach- 
ing fellow  (psychiatry)  Harvard  Medical  School  (Boston  Psychopathic  Hos- 
pital ) , Massachusetts  Mental  Health  Conter. 

Certification : Diplomate,  American  Board  of  Psychiatry  and  Neurology,  1963. 

Employment : July  1958-November  1959,  Senior  psychiatrist,  division  of  legal 
medicine,  Ck)mmon wealth  of  Massachusetts ; Director  of  Psychiatry,  Norfolk 
Prison  Colony;  April  1960  to  present,  U.S.  Public  Health  Service,  National  In- 
stitute of  Mental  Health ; April  1,  1960- July  4,  1961,  Staff  psychiatrist.  Mental 
Health  Study  Center ; July  5,  1961-October  14,  1963,  Special  assistant  for  pro- 
gram, extramural  programs ; October  15,  1963-March  22,  1964,  Sjiecial  Assistant 
for  program,  Oflice  of  the  Director ; March  23,  1964— June  5,  1966,  Chief,  Commu- 
nity Mental  Health  Facilities  Branch  ; June  9,  1966-December  31,  1966,  Associate 
Director  for  Mental  Health  Service  programs ; January  1,  1967-June  2,  1970, 
Deputy  Director,  National  Institute  of  Mental  Health ; June  3,  1970  to  present. 
Director,  National  Institute  of  Mental  Health ; October  1961-October  1962,  Staff 
Director,  President’s  Panel  on  Mental  Retardation.  (See : Report  to  the  President, 
“A  Proposed  Program  for  National  Action  To  Combat  Mental  Retardation,” 
PPMR,  GPO,  Washington,  D.C.,  October  1962 ; December  1962-July  1963,  Deputy 
Special  Assistant  to  the  President  for  Mental  Retardation.  The  White  House  ; No- 
vember 1970-September  1972,  Special  Assistant  to  the  Secretary  of  HEW  for 
Drug  Abuse  Prevention ; November  1971-July  1973,  Deputy  Administrator  for 
Mental  Health,  Health  Services  and  Mental  Health  Administration,  HEW. 

Special  missions : September  1972,  Headed  National  Institute  of  Mental  Health 
delegation  to  the  Soviet  Union ; May  1973,  Headed  National  Institute  of  Mental 
Health  delegation  to  Japan  for  U.S.-Japan  mental  health  mission;; 

Consultant  (White  House)  : June  1961  to  present.  President’s  Committee  on 
Employment  of  the  Handicapped ; July  1963-July  1966,  Office  of  the  Special  Assist- 
ant to  the  President  for  Mental  Retardation ; July  1966- July  1967,  President’s 
Commission  on  the  Administration  of  Law  Enforcement  and  Justice ; April  1968- 
November  1969,  President’s  Commission  on  the  Causes  and  Prevention  of  Vio- 
lence ; January  1979- June  1970,  Executive  Secretary,  the  President’s  Task  Force 
on  the  Mentally  Handicapped. 

Consultant  (partial  listing)  : October  1959-April  1960,  Research  Consultant, 
Cambridge  Services  for  Retarded  Children,  Children’s  Bureau  Demonstration 
project,  Cambridge  Health  Department,  Mass. ; 1960-61,  Outdoor  Resources  Rec- 
reation Review  Commission,  Washington,  D.C. ; 1962  to  present.  Technical  Ad- 
visory Board,  Maurice  Falk  Medical  Foundation,  Pittsburgh,  Pa. ; April  1969  to 
present.  Task  Force  to  develop  policy  recommendations  on  health  aspects  of  mal- 
nutrition, United  States  Public  Health  Service;  June  1969  to  present,  U.S.  Com- 
mittee on  the  International  Congress  on  Social  Welfare ; 1970  to  present,  Hogg 
Foundation  National  Advisory  Council. 

Academic  teaching  appointments  : July  1958-June  1960,  Field  Work  Supervisor, 
Department  of  Social  Relations,  Harvard  University;  1958  and  1959,  Faculty, 
Boston  University  Institute  on  “Rehabilitation  of  the  Emotionally  Handicapped”  ; 
January  1962-72,  Associate  Clinical  Professor  of  Psychiatry,  George  Washington 
University  Medical  School ; January  1971  to  present.  Clinical  Professor  of  Psy- 
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chiatry  and  Behavioral  Sciences,  George  Washington  University  Medical  School ; 
January  1965  to  present,  Senior  Faculty,  Washington  School  of  Psychiatry. 

Editorial  boards : April  1971  to  present.  Editorial  Board,  Journal  of  Autism  and 
Childhood  Schizophrenia ; July  1970  to  present.  Chairman,  Editorial  Board,  Men- 
tal Health  Digest ; July  1970  to  present.  Editorial  Board,  Medical  Insight. 

Military  service:  U.S.  Air  Force,  May  1957  to  March  1960;  first  lieutenant  (in- 
active Reserve) . 

Honors  and  awards : Phi  Beta  Kappa  (Brooklyn  College),  Alpha  Omega  Alpha 
(Cornell),  Delta  Omega  (Harvard)  ; Commendation  Medal,  U.S.  Public  Health 
^rvice  Comimssioned  Corps,  January  1967 ; Arthur  S.  Flemming  Award,  Febru- 
ary 1969;  Maryland  Mental  Health  Citizens  Award,  May  1969;  Anchor  Club 
Award,  June  1972;  Meritorious  Service  Medal,  U.S.  Public  Health  Service, 
June  1973. 

Professional  societies : American  Board  of  Psychiatry  and  Neurology  (Diplo- 
mate),  American  Psychiatric  Association  (Fellow),  American  Public  Health  As- 
sociation (Fellow),  American  Orthopsychiatric  Association  (Fellow),  Council 
on  National  and  International  Affairs  (Fellow),  American  College  of  Psychia- 
trists (Fellow),  American  Sociological  Association,  American  Association  on 
Mental  Deficiency,  American  Medical  Association. 

INTRODUCTION  OF  WITNESSES 

Mr.  Flood.  Do  you  have  anybody  with  you  that  you  want  us  to 
know? 

Dr.  Egeberg.  Yes;  I would  like  to  introduce  several  of  the  people 
with  me. 

On  my  right  is  Mr.  Karst  Besteman,  Acting  Deputy  Administrator 
of  the  Alcohol,  Drug  Abuse,  and  Mental  Health  Administration,  and 
on  my  left  is  Mr.  Joseph  Leone,  Acting  Executive  Officer. 

Behind  me  are  the  three  Institute  Directors,  Dr.  Morris  Chafetz,  the 
Director  of  the  National  Institute  of  Alcoholism  and  Alcohol  Abuse, 
and  Dr.  Robert  DuPont,  Director  of  the  National  Institute  of  Drug 
Abuse,  and  Dr.  Tom  Plant,  acting  in  place  of  Dr.  Bertram  Brown  for 
the  first  hour.  Dr.  Brown  had  to  appear  in  hearings  before  Senator 
Pastore  about  violence  on  television.  He  had  a longstanding  request, 
and  he  was  promised  he  could  get  here  by  11.  In  the  meantime  Dr. 
Plant,  Counselor  to  the  Director,  will  handle  any  questions  on  the  Na- 
tional Institute  of  Mental  Health. 

I think  as  they  speak  the  directors  may  want  to  introduce  other 
individuals. 

Mr.  Flood.  Of  course  you  know  the  practice  here.  This  is  your  first 
appearance  in  this  theater.  You  haven’t  been  here  during  the  recent 
hearings  but  we  hope  to  maintain  the  intimacy  of  our  relationship  in 
the  old  room  in  the  Capitol.  Don’t  let  this  arm-length  business  confuse 
you  anyway.  It  hasn’t  anybody  else  so  far.  If  any  of  these  people  wish 
to  volunteer  or  if  you  want  to  call  on  anybody,  you  do  that. 

I see  you  have  a prepared  statement.  How  do  you  want  to  handle 
this? 

Dr.  Egeberg.  Would  you  like  me  to  read  it,  sir  ? 

Mr.  Flood.  It  is  your  show. 

Dr.  Egeberg.  I think  I would.  I think  it  sets  the  stage. 

OPENING  STATEMENT 

Mr.  Chairman  and  members  of  the  committee,  it  is  a pleasure  for  me 
to  have  the  opportunity  to  appear  before  you  to  speak  about  the  pro- 
grams of  the  Alcohol,  Drug  Abuse,  and  Mental  Health  Administra- 
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tion,  the  newest  agency  in  the  Public  Health  Service.  I have  with  me 
today  the  directors  of  the  three  Institutes  of  ADAMHA. 

REORGANIZATION 

The  Alcohol,  Drug  Abuse,  and  Mental  Health  Administration  was 
created  from  programs  which  previously  were  a part  of  the  National 
Institute  of  Mental  Health.  Keorganization  of  these  components  into 
a tri-Institute  -Administration  was  designed  to  give  each  program — 
alcoholism,  drug  abuse,  and  mental  health — the  opportunity  to 
stand  on  its  own  feet,  dominated  by  its  own  needs  and  not  by  any 
other  program,  and  with . responsibility  for  its  own  resources  and 
accomplishments. 

In  keeping  with  the  heightened  importance  of  alcoholism  and  drug 
abuse  in  our  country — and  today  both  have  an  intolerable  impact — 
the  organizational  pattern  of  the  agency  provides  greater  access  to 
planning  and  decisionmaking  at  all  levels  that  influence  activities  and 
affect  progress  in  these  areas.  At  the  same  time,  the  new  organization 
maintains  the  close  ties  that  should  exist  between  alcoholism,  drug 
abuse,  and  mental  health  programs. 

Inroads  already  made  on  alcohol  problems,  drug  abuse,  and  mental 
illness  are  extremely  gratifying,  and  the  promise  of  further  advance- 
ments in  the  foreseeable  future  is  genuine.  Nevertheless,  the  scope  of 
these  problems  facing  us  today  remains  enormous  and  calls  for  our 
continued  dedication  and  effort. 

DRUG  ABUSE 

While  we  have  witnessed  hopeful  indicators  that  the  rapid  escalation 
in  heroin  abuse  that  began  in  the  middle  1960’s  may  be  slackening, 
heroin  addiction  persists  as  a major  problem  affecting  several  hundred 
thousand  persons.  Even  more  worrisome  to  many  persons  involved  in 
preventing  and  controlling  the  misuse  of  drugs  is  the  growing  phenom- 
enon of  poly  drug  abuse. 

ALCOHOL  ABUSE  AND  ALCOHOLISM 

Alcohol  abuse  and  alcoholism  cause  suffering  and  destruction  to 
individuals,  wreak  havoc  on  families,  and  waste  vast  financial  and 
human  resources.  As  many  as  9 million  Americans  are  problem  drink- 
ers or  alcoholic  persons.  Each  affects  adversely  an  average  of  4 others, 
adding  some  36  million  victims. 

MENTAL  ILLNESS 

The  major  mental  illnesses  continue  to  strike  the  young  and  old 
alike.  In  1972  there  were  still  133,000  patients  with  chronic  schizo- 
phrenia in  our  public  mental  hospitals.  Estimates  of  the  prevalence  of 
the  depressive  illnesses  point  to  a rate  of  about  3 percent — 6 million 
people — in  the  United  States. 

The  mental  health  of  children  remains  a serious  and  especially 
poignant  problem.  Over  40,000  children  under  the  age  of  20  are  in 
public  mental  hospitals.  Childhood  schizophrenia  remains  an  enigma. 
Each  year,  more  than  1 million  13-  and  14-year-olds  run  away  from 
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home.  One  in  every  six  male  youths,  it  is  estimated,  will  be  referred 
to  a juvenile  court  before  his  18th  birthday.  Close  to  26  percent  of 
all  arrests  for  serious  crimes  involve  persons  under  age  15;  close  to 
50  percent  involve  persons  under  18. 

An  estimated  10  to  25  percent  of  the  aged  living  in  the  community 
have  some  degree  of  mental  impairment  and  need  help. 

To  deal  successfully  with  this  broad  spectrum  of  human  problems,  I 
am  pleased  to  report  that  the  agency  has  underway  a wide  range  of 
research  to  uncover  new  knowledge,  and  has  supported  treatment  and 
training  programs  to  make  urgently  needed  services  available. 

For  purposes  of  organization  and  clarity,  I would  like  to  briefly 
describe  our  progress  and  plans  separately  by  Institute.  It  goes  without 
saying  that  interrelationships  and  cooperative  endeavors  abound 
among  the  programs  of  the  three  Institutes. 

TREATMENT  AND  PREVENTION  OF  ALCOHOLISM 

Advances  in  the  treatment  and  prevention  of  alcoholism — and 
equally  so  with  respect  to  drug  abuse  and  mental  illness — depend  on 
a continuing  flow  of  new  information  from  research  and  demonstra- 
tion projects.  The  National  Institute  on  Alcoholism  in  the  current 
fiscal  year  is  supporting  more  than  100  research  investigations  ranging 
from  studies  of  the  etiology  of  liver  cirrhosis  and  other  alcohol-related 
disease,  to  careful  examination  of  the  withdrawal  syndrome  and  its 
treatment. 

In  one  Institute-supported  research  project,  the  investigators  have 
shown  that  children  of  alcoholic  parents  have  a higher  incidence  of 
adult  alcoholism  than  do  children  with  nonalcoholic  parents.  Evidence 
of  this  predisposition  is  presently  limited  to  boys,  but  girls  are  now 
being  studied.  This  project  offers  us  an  excellent  opportunity  to  gather 
data  on  the  relative  contribution  of  genetic  and  environmental  factors 
in  alcoholism. 

A most  valuable  recent  finding  from  alcohol  research  is  that  cirr- 
hosis and  other  liver  damage  results  directly  from  the  toxic  effects  of 
alcohol.  When  I was  teaching  we  used  to  think  it  was  due  to  the  ab- 
sence of  food,  that  people  would  drink  so  much  they  wouldn’t  eat,  and 
failed  to  get  their  vitamins,  minerals,  and  proteins.  Now  it  looks  as 
if  it  is  the  direct  toxic  effect  of  alcohol. 

Mr.  Flood.  You  don’t  believe  in  the  two  martinis  and  hors  d’oeuvres 
for  appetizers  ? 

Dr.  Egeberg.  It  is  very  important  to  take  the  appetizers. 

COMMUNITY  BASED  ALCOHOL  SERVICES 

The  chief  immediate  goal  of  the  Alcohol  Institute  has  been  and 
remains  to  make  the  best  possible  treatment  and  rehabilitation  services 
available  at  the  community  level.  Almost  700  community  programs 
will  have  received  Institute  support  by  the  end  of  fiscal  year  1974. 
Federal  assistance  has  demonstrated  the  feasibility  and  effectiveness  of 
community-based  alcoholism  services  and  we  are  turning  to  promising 
new  initiatives. 

During  fiscal  year  1975,  we  propose  to  place  a major  focus  on  sup- 
port for  the  implementation  in  the  States  of  the  “Uniform  Alcohol- 
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ism  and  Intoxication  Treatment  Act,”  recommended  for  enactment  in 
all  50  States  by  the  National  Conference  of  Commissioners  on  Uni- 
form State  Laws.  This  model  law  regards  alcohol  abuse  and  alcohol- 
ism as  public  health  problems  and  removes  them  from  the  criminal 
justice  system  while  in  no  way  altering  the  provisions  of  a State’s 
criminal  law  that  protect  public  safety.  Our  budget  for  alcohol  pro- 
grams for  the  coming  year  includes  funds  for  project  grants  to  help 
States  implement  the  uniform  act,  thus  enabling  them  to  effect  the 
shift  from  incarceration  to  treatment  for  many  alcoholic  persons. 

RECOVERY  OF  BENEFITS  FOR  TREATMENT  OF  ALCOHOLISM  FROM  PRIVATE 

HEALTH  INSURANCE 

Another  major  priority  program  in  NIAAA  will  involve  activities 
designed  to  bring  about  an  increased  recovery  of  benefits  from  the  pri- 
vate health  insurance  sector  for  the  treatment  of  alcoholism  and  alco- 
hol-related problems.  The  Institute,  through  a contract  with  the  Joint 
Commission  on  Accreditation  of  Hospitals,  is  developing  standards 
and  accreditation  procedures  for  alcoholism  treatment  programs,  a 
step  essential  to  the  recognition  by  private  carriers  of  such  programs 
from  the  point  of  view  of  benefit  payments.  At  the  community  level, 
in  support  of  the  recovery  of  insurance  benefits,  the  Institute  plans  to 
award  incentive  contracts  to  profitmaking  institutions  for  organizing 
and  establishing  alcoholism  treatment  programs  in  private  industry, 
which  can  sucessfully  solicit  third-party  payments  for  such  treatment. 
The  NIAAA  believes  that  these  organizations  can  become  self-suffi- 
cient after  an  initial  2-year  period  of  Federal  support.  This  project 
will  greatly  advance  the  provision  of  alcoholism  treatment  and  reha- 
bilitation services  for  employees  in  private  industry. 

It  might  be  well  to  point  out  at  this  point,  sir,  that  90  percent  of 
alcoholics  are  employed. 

TREATMENT  OF  DRUG  ABUSE 

I am  happy  to  report  that  in  the  field  of  drug  abuse,  our  goal  of 
making  treatment  available  for  all  addicts  who  want  it  has  been 
achieved.  Waiting  lists  for  treatment  have  been  virtually  eliminated. 
We  now  have  a total  funded  treatment  capacity  of  95,000  in  312  com- 
munity programs  supported  by  the  National  Institute  on  Drug  Abuse, 
enough  capacity  to  treat  up  to  161,000  individuals  annually  by  1975. 

During  the  current  fiscal  year  the  Institute  has  been  working  toward 
improving  the  quality  of  services  provided,  and  emphasizing  evalua- 
tion and  demonstration  projects.  Simultaneously,  a shift  of  respon- 
sibility for  prevention,  treatment,  and  rehabilitation  from  the  Federal 
level  to  the  States  has  been  initiated.  Major  attention  is  being  given 
to  preparing  State  and  local  agencies  to  assume  this  responsibility  and 
execute  it  through  an  approved  State  plan  with  formula  grant  support. 

Of  increased  significance  as  the  Federal-State  partnership  emerges 
will  be  our  drug  abuse  treatment  demonstration  grant  program,  which 
is  designed  to  evaluate  and  demonstrate  effective  models  of  service 
delivery.  Other  continuing  contributions  will  come  from  the  National 
Training  System  being  developed  by  the  Drug  Institute.  The  purpose 
of  the  system  is  to  consolidate  and  improve  ongoing  manpower  activi- 
ties of  both  Institute  and  other  programs. 
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Although  we  can  point  with  a certain  pride  to  our  present  state  of 
readiness  to  treat  any  and  all  addicts  who  want  treatment  and  seek 
it,  we  will  not  be  satisfied  with  this  accomplishment.  We  are  now 
in  the  process  of  adding  a wholly  new  dimension  to  the  total  Federal 
treatment  effort  in  a program  of  outreach.  Rather  than  wait  for  addicts 
to  come  to  treatment  centers,  we  will  actively  reach  out  to  penetrate 
the  addiction  underground  and  urge  heroin  abusers  to  enter  treatment. 

It  now  appears  that  the  peak  of  increase  in  heroin  a.ddiction  was 
reached  in  1969  and  that  the  rate  of  increase  in  the  use  of  heroin  is 
now  declining.  The  rates  of  overdose  death  and  property  crime — re- 
garded as  significant  indicators  of  the  incidence  of  heroin  addiction — 
have  declined  in  most  areas  of  the  country.  These  are  hopeful  signs 
that  the  epidemic  has  been  stemmed  and  that  a turnaround  is  under- 
way. They  do  not  provide  an  occasion  for  any  slackening  of  effort, 
however. 

Ultimately,  in  the  drug  area  as  elsewhere  among  our  multiple  con- 
cerns, solutions  to  many  problems  depend  on  knowledge  still  to  be 
gained  through  detailed  and  comprehensive  research.  To  develop  this 
information,  NIDA  supports  a wide  spectrum  of  research  which 
ranges  from  investigating  psychosocial  and  epidemiological  factors 
influencing  drug  abuse  to  studying  the  basic  chemistry  of  abused 
substances. 

As  a specific  example,  continued  research  on  the  mechanisms  of 
opiate  action  and  the  recent  identification  of  opiate  receptors  in  the 
brain  by  two  Institute  grantees  offer  exciting  possibilities  for  the  de- 
velopment of  more  effective  narcotic  antagonists,  which  are  nonaddict- 
ing drugs  which  block  the  effects  of  heroin  in  the  body. 

If  you  take  those  drugs  and  later  on  you  take  heroin,  you  fail  to 
get  high.  Human  testing  is  now  underway  with  naltrexone,  one  of 
the  newest  and  most  promising  of  the  antagonists. 

NATIONAL,  INSTITUTE  OF  MENTAL  HEALTH 

Let  me  now  turn  to  the  third  major  area  of  ADAMHA  concerns.  In 
the  28  years  since  the  National  Institute  of  Mental  Health  was  estab- 
lished, Americans  have  faced  many  challenges  in  the  mental  health 
area.  While  the  problems  are  far  from  solved,  and  while  many  chal- 
lenges remain,  there  has  been  great  progress  and  achievement. 

Our  catalog  of  successes  is  long  and  varied,  and  it  is  important  to 
point  to  some  of  the  achievements  of  a history  of  nearly  three  decades. 

Where  once  there  was  an  alarming  annual  increase  in  the  number 
of  hospitalized  mental  patients,  during  the  past  20  years  there  has  been 
a dramatic  decline  in  public  mental  hospital  populations. 

Where  once  there  was  an  alarming  shortage  of  professional  mental 
health  manpower,  the  numbers  of  active  psychiatrists,  psychologists, 
psychiatric  social  workers,  and  psychiatric  nurses,  along  with  the 
numbers  of  institutions  offering  training  for  them,  have  increased 
drastically. 

COMMUNITY  MENTAL  HEALTH  CENTERS 

Where  once  there  was  only  spotty  and  sometimes  inadequate  serv- 
ices available,  626  comprehensive  community  mental  health  centers 
have  been  funded  in  the  last  10  years  of  which  more  than  530  will  be  in 
operation  by  June  30,  1975  serving  a population  of  60  million. 
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Wliere  once  there  was  fragmented  or  little  research  effort,  there  is 
now  a national  program  focusing  on  a number  of  priority  areas. 

These  are  noteworthy  achievements,  but  it  is  time  to  reassess  the 
Federal  role  in  several  of  these  areas. 

An  example  is  the  community  mental  health  centers  programs.  In 
1974,  increased  funding  has  allowed  the  NIMH  to  fund  86  new  centers, 
bringing  the  total  number  of  centers  to  the  present  626  authorized. 
Continuation  support  of  $172  million  for  basic  staffing  grants,  as  well 
as  $26.8  million  for  specialized  child  mental  health  grants,  is  being 
requested  for  1975. 

In  light  of  the  recent  expansion  in  the  number  of  federally  sup- 
ported centers,  it  is  believed  this  level  is  adequate  to  demonstrate  the 
value  of  community -based  delivery  of  mental  health  care. 

It  is  proposed  that  this  approach  be  absorbed  by  the  regular  health 
service  delivery  system,  with  greater  reliance  on  operational  funding 
from  third-party  reimbursements  and  State  governments.  Therefore, 
the  budget  does  not  request  additional  funds  to  make  new  staffing 
grant  awards.  Also  for  this  reason,  the  community  mental  health 
center  legislation,  which  expires  June  30,  1974,  is  not  proposed  for 
extension. 

MENTAL  HEALTH  MANPOWER 

In  the  area  of  manpower,  one  of  the  cardinal  missions  of  the  NIMH 
has  been  the  development  of  well-trained  personnel  to  work  in  the 
mental  health  field. 

This  program  has  concentrated  both  on  the  training  of  individuals 
and  upon  the  expansion  of  the  numbers  and  capacities  of  institutions 
and  departments  needed  to  help  educate  people  in  the  mental  health 
area. 

Over  the  years  these  efforts  resulted  in  increased  numbers  of  per- 
sonnel in  the  professional  disciplines;  it  also  became  clear  that  the 
need  for  services  was  growing  at  an  even  faster  rate,  and  that  the 
supply  of  professionals  could  never  be  sufficient. 

Accordingly,  programs  were  instituted  to  support  the  training  of 
individuals  to  (h)  research  in  the  biological,  clinical,  and  social  aspects 
of  mental  illness,  in  order  to  arrive  at  a better  understanding  of  its 
causes,  and  to  provide  more  means  of  prevention,  treatment,  and  care. 
Financial  aid  was  also  given  to  programs  of  continuing  education  for 
people  working  in  the  mental  health  field  at  all  levels,  and  for  the 
training  of  new  types  of  mental  health  personnel,  both  professional 
and  nonprofessional. 

During  the  current  year,  new  awards  will  be  made,  both  in  the  areas 
of  categorical  training  and  in  the  newer  time-limited  training  pro- 
grams of  an  experimental  and  developmental  nature.  This  latter  pro- 
gram makes  it  possible  for  the  Institute  to  use  a portion  of  its  funds  in 
an  experimental  manner,  to  see  which  new  methods  are  successful  and 
which  are  not,  to  evaluate  programs  closely,  and  to  act  as  a clearing-- 
house  for  the  dissemination  of  information  on  training,  and  to  use  this 
information  in  the  Institute’s  role  as  technical  adviser  to  State  and 
local  authorities. 

Here  again  it  is  felt  that  these  programs  have  been  developed  to  the 
point  that  Federal  subsidies  are  no  longer  required — particularly  in 
those  fields  for  which  there  is  relatively  high  earning  potential. 
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Beginning  in  fiscal  year  1975,  all  training  grant  activities  of  the 
NIMH — including  support  both  for  student  stipends  and  teaching 
costs — will  be  gradually  phased  out.  No  new  awards  are  projected  for 
any  training  grants  during  fiscal  year  1975. 

In  the  Institute’s  research  program,  a decrease  of  appropriations  is 
proposed,  and  pending  a careful  consideration  of  NIMH  efforts,  a 
minimal  amount  of  new  starts  is  planned. 

NIMH  RESEARCH  PRIORITIES 

Cutting  across  all  the  NIMH  programs  are  priority  areas  to  which 
the  Institute  is  giving  particular  attention.  Among  these  priorities 
are  the  research  efforts  that  are  directed  to  the  mental  health  of  chil- 
dren, problems  of  the  aging,  crime  and  delinquency,  and  minority 
mental  health  problems. 

Adding  still  another  dimension,  and  relating  to  all  these  efforts  are 
specialized  studies  in  the  areas  of  schizophrenia  and  depression. 

The  Institute  also  has  just  completed  a comprehensive  study  and 
evaluation  of  its  entire  research  program,  and  has  compiled  a series 
of  recommendations  for  future  research  efforts  which  it  plans  to  as- 
semble into  a broad  and  long-range  strategy. 

This  strategy  will  be  developed  in  concert  by  many  outstanding  sci- 
entists, from  the  Institute  staff,  which  has  among  its  number  a Nobel 
laureate,  and  from  the  scientific  community  outside  the  NIMH. 

summary 

Finally,  the  overall  role  of  the  National  Institute  of  Mental  Health 
is  changing,  and  this  is  perhaps  the  greatest  challenge  of  all.  The 
Institute  will  no  longer  support  service  and  training  programs,  but 
will  concentrate  on  helping  States  and  communities  to  plan,  operate, 
and  evaluate  their  mental  health  activities,  while  continuing  its  re- 
search efforts  at  the  most  responsible  level  possible. 

In  conclusion,  Mr.  Chairman,  the  appropriation  request  for  alcohol, 
drug  abuse,  and  mental  health  in  1975  is  $692,162,000  as  compared  to 
a comparable  appropriation  of  $792,617,000  in  1974.  The  decrease  by 
Institute  is  $36,887,000  for  NIMH,  $26,841,000  for  NIDA,  and  ,$38,- 
043,000  for  NIAAA.  These  decreases  are  offset  by  an  increase  of 
$1,316,000  in  program  direction  which  represents  the  partial  cost  of 
reimbursements  to  GSA  for  space  rental. 

That  concludes  my  opening  statement.  The  Institute  Directors  and  I 
will  be  very  happy  to  answer  any  questions,  sir. 

Mr.  Fixkid.  Mr.  Smith  has  another  hearing  and  I yield  to  him. 

NIMH  ACTIVITIES  RELATED  TO  SEX  CRIMES 

Mr.  Smith.  J ust  one  question.  I am  sorry  I have  to  go.  I think  this 
is  one  of  the  most  important  Institutes.  They  are  all  important  but  cer- 
tainly this  one  represents  more  millions  of  people  directly  and  indi- 
rectly than  any  other  Institute. 

I am  very  impressed  with  your  statement  but  there  is  one  thing  I 
notice  wasn’t  even  mentioned.  That  has  to  do  with  sex  crimes.  I brought 
this  up  a few  years  ago.  I wasn’t  at  all  satisfied  with  the  answer  and 
I don’t  know^  what  all  has  been  done  since  then.  But  you  know  sex 
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crimes  are  increasing  in  the  United  States  twice  as  fast  as  other  crimes. 
We  know  that  other  agencies  of  Government  have  been  totally  unable 
to  deal  with  them,  that  is  to  cure  them.  And  the  victims  of  course  and 
the  whole  families  of  victims  become  mentally  ill  in  many  cases. 

Dr.  Egeberg.  Yes. 

Mr.  Smith.  If  your  agency  can’t  do  something  about  finding  the  rea- 
sons for  sex  crimes,  ways  so  these  people  can  discipline  themselves  to 
live  in  civilized  society,  I don’t  know  who  is  going  to  do  it.  What  are 
you  doing,  what  can  be  done  ? 

Dr.  Egeberg.  I know  since  I came  here  there  has  been  much  discus- 
sion. I will  ask  Dr.  Plant. 

Dr.  Plaut.  Mr.,  Smith,  this  is  a very  serious  and  major  problem 
which  is  being  tackled  in  a variety  of  different  ways  by  different  parts 
of  the  National  Institute  of  Mental  Health.  As  you  were  asking  your 
question  two  elements  occurred  to  me  immediately. 

One  is  the  one  about  child  abuse  because  a proportion  of  child  abuse 
clearly  involves  sex-related  crimes.  It  is  not  in  totality,  and  I don’t 
think  you  were  addressing  all  of  those. 

But  we  have  during  the  last  2 or  3 years  been  working  very  closely 
with  other  parts  of  the  Department  of  Health,  Education,  and  Wel- 
fare,'particularly  the  Office  of  Child  Development,  in  the  whole  child 
abuse  area. 

The  other  element  that  immediately  occurred  to  me,  Mr.  Smith,  had 
to  do  with  the  question  under  what  circumstances  should  a person  who 
is  charged  with  a crime  be  committed  to  a mental  institution  for  an 
indeterminate  period  of  time.  This  has  become  one  of  the  complicated 
issues  in  society,  around  the  balance  between  the  protection  of  society 
and  the  safeguarding  of  individual  rights. 

Mr.  Smith.  IWiat  about  physical  alteration  as  an  alternative  to 
incarceration  ? 

Dr.  Plaut.  The  Department  has  for  a number  of  years  been  sup- 
porting studies  conducted  at  Johns  Hopkins  under  the  leadership  of 
Dr.  Money,  who  has  in  the  past  received  both  research  and  training 
support  from  NIMH,  and  he  is  currently  supported  by  the  National 
Institute  of  Child  Health  and  Human  Development.  Dr.  Money  and 
his  research  team  are  conducting  behavioral  studies  of  children  with 
sex  organ  abnormalities  resulting  from  genetic  or  endocrine  difficulties. 
It  is  unlikely,  in  my  personal  judgment,  for  a significant  majority  of 
the  persons  involved  in  sex  crimes  that  surgery  would  really  be  the 
answer. 

Mr.  Smith.  Would  you  just  expand  for  the  record  everything  you 
can  on  this  subject — what  is  being  done,  what  has  been  done,  what  can 
be  done,  what  should  be  done  ? 

Dr.  Plaut.  It  will  be  a pleasure  to  provide  that  information  for  the 
record.  I would  prefer  that  if  it  is  satisfactory  to  you. 

[The  information  follows :] 

National  Institute  of  Mental  Health  Activities  Related  to  Sex  and 

Violence 

In  the  area  of  violent  sex  crimes  the  National  Institute  of  Mental  Health  has, 
for  the  past  3 years,  been  supporting  a research  project  dealing  with  the  social 
and  psychological  effects  of  rape  on  victims.  Followup  studies  of  a large  sample 
of  rape  victims  are  being  conducted  in  order  to  ascertain  the  impact  of  various 
aspects  of  criminal  justice  processing  on  the  victims’  mental  functioning  and 
post-rape  adjustment.  Information  is  also  being  obtained  to  facilitate  more 
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effective  delivery  of  emergency  health  and  mental  health  care  as  well  as  other 
followup  services  to  rape  victims.  It  is  also  expected  that  this  research  will  lead 
to  the  development  of  a variety  of  training  materials  for  law  enforcement,  health, 
and  mental  health,  prosecutorial,  and  related  personnel.  Another  component 
which  is  being  added  to  this  ongoing  project  pertains-  to  the  study  of  legal- 
evidentiary  requirements  necessary  to  substantiate  accusations  of  rape. 

The  victim  assault  study  just  described  grew  out  of  a previously  supported 
research  project  by  the  same  investigator.  The  project  was  concerned  with  the 
development  of  group  psychotherapy  approaches  for  the  treatment  of  sex  of- 
fenders. The  sexual  offenders  involved  in  this  study  included  persons  convicted 
or  exhibitionism,  pedophilia,  voyeurism,  and  rape.  The  focus  of  the  treatment 
was  on  the  establishment  of  cohesiveness  among  peers  in  order  to  facilitate  dis- 
cussion of  common  problems ; to  dilute  the  offenders’  intense  reactions  to  author- 
ity and  authority  figures ; and  to  resolve  social  and  occupational  problems  lead- 
ing to  impulsive  antisocial  patterns  of  behavior. 

Several  other  research  projects  x>ertaining  to  the  assessment  of  victim  needs 
and  responses  of  community  agencies  in  the  delivery  of  mental  health  and  other 
services  to  rape  victims  are  currently  being  explored.  Studies  are  also  con- 
templated to  learn  more  about  rape  offenders  and  their  treatment.  Finally,  a 
monograph  is  presently  being  developed,  in  the  crime  and  delinquency  monograph 
series,  on  the  topic  of  the  various  services  and  facilities  needed  for  victims  of 
rape. 

In  addition  to  the  aforementioned  studies  dealing  more  directly  with  violent 
sex  crimes,  the  National  Institute  of  Mental  Health  has  also  been  very  active  in 
studies  dealing  with  various  biological,  behavioral,  and  social  factors  related 
to  aggression  and  individual  violent  behavior.  A broad  range  of  research  has 
been  and  continues  to  be  supported  in  this  particular  area.  The  research  efforts 
addressing  this  broad  topic  include:  (1)  study  of  genetic,  perinatal,  and  psy- 
chophysiological  factors,  and  their  interaction  with  environment  variables  in 
the  etiology  of  antisocial  and  aggressive  behavior,  (2)  The  development  of  im- 
proved diagnostic  as  well  as  treatment  techniques  for  differentiating  persons  with 
aggressive  lifestyles  from  those  manifesting  episodic  aggressivity  stemming 
from  particular  behavioral  and  psychiatric  features  (viz.,  epileptoid  and  hys- 
teroid  factors),  (3)  examinations  of  the  relationship  between  aggressive  and 
violent  behaviors  and  repeated  exposure  to  television  and  movie  violence,  (4) 
an  effort  to  operationalize  the  concept  of  “dangerous”  as  used  in  mental  health 
and  criminal  justice  system  handing  of  mentally  disordered  individuals,  and  (5) 
research  aimed  at  the  development  of  social  learning  concepts  and  intervention 
strategies  in  the  treatment  of  social  aggression  among  preadolescent  boys. 

Turning  to  another  aspect  of  the  problem  of  sex  and  violence,  we  need  to 
learn  more  about  how  basic  hormonal  and  neurological  processes  infiuence  and 
interact  in  both  sexual  and  aggressive  behavior,  before  we  can  reach  an  under- 
standing of  the  root  causes  of  violent  sex  crimes.  The  National  Institute  of  Mental 
Health  is  investigating  the  theory  that  injections  of  increased  male  sex  hormones 
(testosterone)  result  in  increased  aggression  in  primates  and  other  animals. 
Further  research  is  underway  to  find  out  how  testosterone  levels  change  natu- 
rally during  puberty  and  in  different  social  situations  involving  aggression. 

Auother  animal  study  will  examine  the  effects  of  injecting  the  male  sex  hor- 
mone, androgen,  on  aggressive  behavior.  Also,  an  attempt  will  be  made  to  find 
out  whether  certain  brain  lesions  lead  to  aggression.  If  the  investigator  can 
show  that  brain  lesions  and  androgenization  both  increase  aggression,  this  would 
indicate  that  specific  sites  in  the  hypothalmus  of  the  brain  serve  in  parallel  dual 
functions  in  sex  and  aggression.  The  role  of  the  adrenal  gland  in  the  control  of 
aggressive  behavior  is  also  being  studied.  Another  project  is  examining  the 
gonadal  hormone  effect  in  persons  with  sex  problems,  including  sex  offenders. 

RELATIONSHIP  BETWEEN  ALCOHOL  AND  SEX  CRIMES 

Dr.  Chafetz.  Mr.  Smith,  if  I may,  one  of  the  things  that  will  be 
part  of  the  report  the  Secretary  will  be  making  on  alcohol  and  health 
to  the  Congress  as  mandated  by  the  legislation  that  created  the  Alcho- 
hol.  Drug  Abuse,  and  Mental  Health  Administration  has  bepn  a study 
of  alcohol  and  violence  and  crime.  I think  that  part  of  the  findings  will 
indicate  that  50  percent  of  all  violent  crimes,  sexual  and  otherwise, 
including  battered  child  syndrome,  are  directly  related  to  the  abuse 
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of  alcohol.  I think  we  may,  by  finally  coming  to  grips  with  the  alcohol 
problem  of  this  country,  come  to  grips  directly  and  indirectly  with  the 
problem  you  are  concerned  about. 

Mr.  Smith.  Even  if  it  is  50  percent  and  you  take  into  consideration 
there  are  twice  as  many  sex  crimes  as  other  crimes,  you  haven’t  dealt 
with  enough  of  the  real  problem,  just  part  of  it.  It  seems  to  me  the 
victims  of  sex  crimes  aren’t  organized  like  the  victims  of  diseases  and 
somebody  has.  to  start  representing  them. 

Dr.  Egeberg.  Thank  you. 


REORGAXIZATIOX 

Mr.  Flood.  Last  year  we  called  this  the  National  Institute  of  Mental 
Health.  This  year  it  is  called  Alcohol,  Drug  Abuse,  and  Mental  Health 
Administration.  Has  anything  changed  but  the  name  ? 

Dr.  Egeberg.  A study  was  conducted  by  people  in-house  and  people 
outside  of  the  Government  as  to  the  best  organizational  framework 
of  the  National  Institute  of  Mental  Health  and  appropriate  location 
within  the  health  complex.  This  was  the  final  step  in  the  reorganiza- 
tion of  the  previously  existing  Health  Services  and  Mental  Health 
Administration.  There  were  three  recommendations  and  the  best  choice 
was  the  one  I feel  was  selected — a recommendation  by  the  group  that 
three  institutes  be  created  so  that  each  subject,  alcoholism,  drug  abuse, 
and  mental  health,  could  be  equally  visible  both  within  Government 
and  from  outside  the  Government.  The  recommendation  also  provided 
for  establishing  the  Alcohol  Drug  Abuse  Mental  Health  Administra- 
tion as  a sixth  health  agency  in  recognition  of  the  fact  that  the  orga- 
nization includes  research,  training  and  service  components  and  there- 
fore does  not  fit  the  mold  of  the  other  agencies. 

Mr.  Flood.  Are  these  the  reasons  for  the  reorganization? 

Dr.  Egeberg.  These  were  the  reasons  why  it  was  decided  to  do  it  this 
way. 

Mr.  Flood.  Those  are  the  reasons  for  the  reorganization? 

Dr.  Egeberg.  They  had  to  do  something  about  HSMHA  which  was 
an  ungainly  collection  of  activities. 

Mr.  Flood.  Remember  I asked  you  what  changed  other  than  the 
name.  T\Tiat  is  the  Alcohol,  Drug  Abuse,  and  Mental  Health  Admin- 
istration doing  that  is  different  from  what  the  National  Institute  of 
Mental  Health  is  ? 

• Dr.  Egeberg.  Hopefully,  it  isn’t  doing  anything  different  but  it  is 
allowing  each  Institute  to  focus  exclusively  on  a subject  which  is  of 
high  priority  and  high  interest  in  our  country  at  the  present  time. 
There  is  great  hope  for  what  can  be  accomplished  by  the  new  orga- 
nization. I think  from  that  point  of  view,  having  alcoholism  and  drug 
abuse  stand  on  a parity  in  a way  with  mental  health  has  served  a use- 
ful purpose. 

Mr.  Flood.  That  we  know.  That  was  going  on  in  the  old  setup. 
What  are  the  reasons  for  the  reorganization  ? WTiy  ? Big  deal.  WTiat 
are  the  reasons  ? 

Dr.  Egeberg.  The  National  Institute  of  Mental  Health  had  under 
it  both  the  alcoholism  and  drug  abuse  programs. 

Mr.  Flood.  Yes. 

Dr.  Egeberg.  There  was  feeling  that  if  these  three  programs  could 
stand  shouldder  to  shoulder  to  mental  health  they  would  be  more  effec- 
tive. 
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Mr.  Flood.  At  some  time  across  the  whole  spectrum  the  handling  of 
the  problem  of  alcohol  and  alcoholism  was  formally  officially  recog- 
nized as  disease.  Is  this  part  of  the  reorganization  ? 

Dr.  Egeberg.  You  mean  to  recognize  alcoholism  as  a disease  ? 

Mr.  Flood.  No,  to  reorganize  what  you  have  been  doing  before.  Is 
that  a reason  for  the  reorganization? 

Dr.  Egeberg.  What  the  reorganization  has  done 

Mr.  Flood.  What  happened? 

Dr.  Egeberg.  Instead  of  being  under  the  very  protective  and  sup- 
portive management  of  mental  health,  alcoholism  and  drug  abuse  are 
now  copartners  with  mental  health. 

PROPOSED  PERSONNEL  REDUCTION  IN  19  74 

Mr.  Flood.  Dr.  Egeberg,  the  1974  column  of  the  1975  budget  re- 
flects 1,435  jqbs  for  the  Alcohol,  Drug  Abuse,  and  Mental  Health  Ad- 
ministration. That  is  a reduction  of  393  jobs,  or  21  percent,  from  the 
number  proposed  to  Congress  in  the  1974  budget.  What  in  the  world 
could  possibly  justify  such  a radical  reduction  in  jobs  for  such  im- 
portant programs,  as  you  insist  and  everybody  else  has  and  does,  as 
alcoholism,  drug  abuse,  and  mental  health?  How  do  you  put  that 
together  ? 

Dr.  Egeberg.  In  the  first  place,  that  1,435  figure  has  after  study 
within  the  Department  and  in  agreement  with  what  you  have  just  said 
been  raised  to  1,631.  That  has  happened  within  the  last  3 weeks. 

Mr.  Flood.  That  is  something. 

Dr.  Egeberg.  Yes,  that  shows  that  the  Department  has  been  con- 
cerned about  this. 

Mr.  Flood.  Am  I correct  in  thinking  that  the  desire  to  make  these 
staffing  reductions  has  been  reversed  ? 

Dr.  Egeberg.  The  decision  to  make  such  a drastic  staffing  reduction 
has  certainly  been  reversed  and  sources  have  been  found  within  the 
Department  to  take  care  of  that  difference. 

Mr.  Flood.  Does  that  mean  that  the  figures  that  are  now  in  the 
budget  are  inoperative  ? 

Dr.  Egeberg.  Yes,  sir. 

Mr.  Miller.  As  I said  yesterday,  Mr.  Chairman,  when  we  were  dis- 
cussing this  for  NIH,  the  congressional  authorization  is  high  enough 
that  we  can  absorb  this  increase.  However,  it  is  higher  than  the  number 
which  appears  in  the  1974  column  of  the  President’s  budget.  If  you  • 
would  like,  we  will  submit  a formal  revision  to  you. 

CONGRESSIONAL  APPROVAL  FOR  PERSONNEL  REDUCTION 

Mr.  Flood.  Do  you  know  why  congressional  approval  was  not  sought 
in  the  first  place  for  such  a staffing  reduction  of  appalling  magnitude  ? 

Dr.  Egeberg.  All  I know  is  that  we  were  extremely  concerned  over 
the  reduction.  I don’t  understand  the  rationale  for  the  reduction, 
however. 

Mr.  Flood.  You  don’t  understand  the  rationale  for  what? 

Dr.  Egeberg.  Why  a cut  of  this  magnitude  was  taken. 

Mr.  Flood.  You  are  the  only  guy  here. 

Dr.  Egeberg.  We  protested  very  strongly.  Our  protests  were  listened 
to  and  action  was  taken.  We  are  very  appreciative  of  the  fact  that  we 
had  this  very  sizable  return  of  personnel  to  our  ceiling. 
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Mr.  Flood.  I can  paraphrase  this  thing  but  I don’t  know  how  apt  it  is. 
Did  somebody  say  to  you,  do  you  think  that  the  gentleman  protests 
your  virtue  too  much,  somebody  topside? 

Dr.  Egeberg.  I have  used  that  expression  at  times,  too,  sir. 

Mr.  Flood.  Good. 

Dr.  Egeberg.  Part  of  my  personality  is  trying  to  explain  something 
as  far  as  I can,  and  it  often  becomes  a protest. 

Mr.  Flood.  Don’t  break  down  and  cry.  It  is  a little  early. 

Has  this  reduction  in  force  been  carried  out  ? 

Dr.  Egeberg.  No.  It  was  to  have  been  accomplished  by  June  30  of 
this  year ; however,  with  the  restoration  of  positions  to  our  ceiling  a 
reduction  in  force  is  no  longer  necessary. 

Mr.  Flood.  It  is  a question  of  timing. 

How  many  employees  are  currently  on  the  rolls  as  of  quarter  of 
11  this  morning? 

Dr.  Egeberg.  1,586. 

Mr.  Flood.  What  additional  amount  in  dollars  will  be  required  for 
fiscal  year  1975  in  order  to  restore  the  staffing  level  which  was  pro- 
posed in  the  1974  budget?  You  can  provide  for  the  record  those  fig- 
ures broken  down  by  activity. 

Dr.  Egeberg.  Yes,  sir. 

[The  information  follows :] 

1975  Funds  Required  to  Restore  1974  Staffing  Levels 

The  1975  President’s  budget  was  formulated  at  a time  when  NIMH  fiscal 
year  1974  employment  levels  were  to  be  decreased  by  194  over  those  originally 
planned.  Likewise,  employment  levels  for  the  Office  of  the  Administrator  were 
reduced  by  21  positions.  This  resulted  in  reduced  operating  costs  for  general 
mental  health  management  and  information  and  program  direction  in  fiscal  year 
1975.  Drug  and  alcohol  management  and  information  activities  were  unaffected. 

With  the  rescision  of  these  reductions,  additional  funds  are  necessarily  re- 
quired in  fiscal  year  1975.  General  mental  health  management  and  information 
will  require  a total  of  $24,339,000.  This  will  provide  mandatory  increases  such 
as  within-grade  increases  and  pay  raise  costs,  as  well  as  restore  direct-opera- 
tions reductions. 

In  addition,  $10,896,000  will  be  required  to  support  operating  expenses  in  pro- 
gram direction  as  a result  of  the  restoration  of  the  positions  in  1974. 

REVISED  19  7 5 BUDGET  PROPOSAL 

Mr.  Flood.  In  view  of  the  fact  that  this  reduction  in  positions  has 
been  canceled  are  you  going  to  submit  a revised  budget? 

Dr.  Egeberg.  I think  we  will  have  to  ask  Mr.  Miller. 

Mr.  Miller.  I think  what  I said  previously  applies,  Mr.  Chairman. 
We  have  enough  money  and  enough  positions  authorized  by  the 
Congress  to  cover  this  restoration  in  fiscal  year  1974,  and  of  course  we 
still  hai'e  the  1975  proposal  before  you  on  employment,  and  there  is 
enough  money  in  the  budget  to  cover  it. 

Mr.  Flood.  Are  you  going  to  change  the  1975  proposal  ? 

Mr.  Miller.  If  when  the  appropriations  process  is  complete — and 
this  is  for  the  whole  of  HEW — if  the  congressional  authorizations  for 
employment  are  above  those  we  are  proposing  and  we  need  to  request 
more  funds  we  will,  but  we  have  to  look  at  the  whole  Department 
employment  situation  when  the  appropriations  process  is  completed. 
There  are  enough  dollars  however  in  the  budget  to  cover  what  we  are 
requesting  now. 
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RELEASE  OF  FISCAL  YEAR  19  7 3 APPROPRIATIONS 

Mr.  Flood.  The  1974  obligations  include  $139,882,000  from  the 
1973  appropriation  released  from  impoundment.  Is  that  right? 

Dr.  Egeberg.  Yes,  sir. 

Mr.  Flood.  Then  for  the  record  can  you  give  us  a detailed  break- 
down of  that  amount,  the  description  of  how  the  funds  are  going  to 
be  used  ? 

Dr.  Egeberg.  Yes,  sir. 

[The  information  follows :] 

Distribution  of  released  funds  by  budget  activity 


General  mental  health : 

Research  : 197S  impounded  funds 

Grants $10,100,000 

RCP 1,  000,  000 

HIP’S 181,  000 

Direct  operations — 


Subtotal  11,  281,  000 


Training : 

Grants 25,  248,  000 

Fellowships  2,  739,  000 


Subtotal  27,  987,  000 


Community  Programs : 

Construction  — 20,  000,  000 

Staffing , — 

Children’s  services — 


Subtotal  20,000,000 


Management  and  information 

Total,  general  mental  health 59,  268,  000 


Drug  abuse : 

Research 

Training 

Community  programs : 

Grants  and  Contracts 

Formula  Grants 

Subtotal 

Management  and  Information 

Total,  drug  abuse 

Alcoholism : 


Research 4,  700,  000 

Training 5,  400,  000 

Community  programs : 

Grants  and  contracts 39,  309,  000 

Formula  grants 30,  000,  000 

Subtotal 69,  309,  000 

Management  and  information 1,  205,  000 

Total,  alcoholism 80,  614,  000 

Program  direction 

Total  ADAMHA 139,  882,  000 
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Listed  below  is  a description  of  the  programs  which  will  be  funded  with  the 
funds  released  from  the  fiscal  year  1973  appropriation.  The  fiscal  year  1975  budg- 
et was  formulated  on  the  assumption  that  most  new  alcoholism  grants  awarded 
from  fiscal  year  1973  released  funds  would  be  full  funded  on  a multiyear  basis. 
This  was  done  after  advice  from  several  sources  including  the  OflSce  of  General 
Counsel.  Since  that  time,  the  legality  of  multiyear  funding  from  fiscal  year  1973 
funds  has  been  questioned  by  attorneys  for  the  plaintiff  in  the  suit  brought 
against  the  Department  by  the  National  Association  of  Mental  Health  and  by 
Members  of  the  Congress  for  both  fiscal  year  1973  and  fiscal  year  1974.  We  are, 
therefore,  in  the  process  of  reformulating  our  funding  strategy  so  as  not  to  vio- 
late the  court  order. 

1.  GENERAL  MENTAL  HEALTH 

Research 

Research  funds  released  as  a result  of  the  court  order  will  be  used,  for  the 
most  part,  to  fund  new  and  competing  renewal  high  priority  projects  which 
were  approved  by  the  National  Advisory  Mental  Health  Council  but  remained 
unfunded  in  fiscal  year  1973.  Of  the  $10,100,000  released  for  regular  research 
grants,  $7,600,000  will  be  used  to  support  approximately  103  new  projects  and 
$1,624,000,  for  aprpoximately  28  competing  renewal  projects.  The  remaining 
funds  will  be  used  to  supplement  some  competing  and  noncompeting  continua- 
tions which  were  considerably  reduced  in  fiscal  year  1973.  This  would  restore 
these  projects  to  funding  levels  they  would  have  had  if  the  funds  were  made 
available  in  1973.  In  addition,  approximately  six  new  projects  will  be  supported 
from  the  $181,000  released  for  the  research  career  program  (RCP)  and  $1  million 
released  for  the  hospital  improvement  program  (HIP)  will  be  used  to  fund 
approximately  four  new  projects  and  six  competing  renewal  projects. 

Training 

NIMH  intends  to  use  the  1973  released  funds  to  fund  a small  number  of  new 
awards  in  the  categorical  training  disciplines.  This  includes  45  grants  totaling 
$2,639,000.  The  remaining  funds  will  be  used  to  restore  awards  to  their  approxi- 
mate award  level  in  1972.  This  is  necessary  since  the  phaseout  policy  of  cate- 
gorical training  programs,  originated  in  fiscal  year  1973,  limits  awards  to  an 
amount  necessary  for  students  who  had  received  a commitment  for  support  from 
the  institution  and  for  a proportionate  share  of  institutional  costs.  The  restora- 
tion of  1974  training  programs  will  necessitate  the  obligation  of  $22,609,000. 

The  $2,739,000  restored  to  the  fellowship  program  will  be  used  to  fund  442 
new  awards  in  the  pre-doctoral  fellowship  program. 

Construction 

The  $20  million  released  for  Community  Mental  Health  Centers  will  be  used 
to  fund  114  new  grants  to  finance  the  building  or  renovation  of  facilities  to  house 
community  mental  health  centers. 

2.  ALCOHOLISM 

Research 

The  $4,700,000  released  for  “Alcoholism  research”  will  be  used  to  support  ap- 
proximately 57  new  grants.  Some  prgoram  areas  receiving  support  are  the  eti- 
ology of  alcoholism,  alcoholism  prevention  and  education ; behavioral  and  psy- 
chological effects  of  alcohol ; and  alcohol  and  the  need  for  or  availability  of  serv- 
ices for  alcoholic  persons. 


Training 

The  $5,400,000  restored  for  training  grants  will  be  used  to  fund  approximately 
30  new  training  awards.  An  example  of  a priority  area  in  which  new  grants  will 
be  awarded  is  improving  and  developing  curriculums  on  alcoholism  in  medical 
schools  in  an  effort  to  sensitize  students  to  the  needs  of  alcoholic  i)ersons. 

Community  Programs 

Funds  released  for  alcoholism  community  programs  will  be  obligated  in  the 
j following  manner  : $800,000  to  fund  2 new  staffing  grants  ; $38,509,000  for  approxi- 
I mately  83  new  community  project  grants  and  contracts ; and,  $30  million  to  the 
j formula  grant  programs  to  States.  High  priority  community  project  grant  pro- 
I grams  include  the  Indian  alcohol  program,  drinking  drivers  program,  and  Alas- 
I kan  Native  program, 
i 

' 

I 

j 
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MULTIYEAR  FUNDING 

Mr.  Flood.  How  much  money  will  be  obligated  in  fiscal  1974  to 
fund  grants  for  more  than  1 year  ? 

Dr.  Egeberg.  Our  present  policy,  sir,  is  under  discussion.  We  were 
told  initially  by  the  Office  of  General  counsel  that  it  was  appropriate 
to  fund  projects  for  more  than  1 year  and  our  plans  were  formulated 
on  that  basis.  But  within  the  last  week  we  have  been  told  that  there 
is  now  some  question  about  the  practice. 

Mr.  Flood.  Did  somebody  know  you  were  coming  up  here  sooner 
or  later  ? 

Dr.  Egeberg.  I don’t  think  so. 

Mr.  Flood.  It  sounds  like  it.  You  know  I think  somebody  did. 

Dr.  Egeberg.  We  certainly  did,  sir. 

Mr.  Flood.  I know.  We  had  a copy  of  your  statement  longer  than 
that. 

Dr.  Egeberg.  There  has  been  recent  correspondence  on  this  subject 
from  lawyers  representing  the  plaintiffs  in  the  NAME  v.  Weinberger^ 
et  al^  court  suit.  More  importantly  the  Congress  has  questioned  this 
practice  and  said  it  was  not  their  intent  that  there  be  multiyear  fund- 
ing. If  it  is  not  consistent  with  congressional  intent,  we  don’t  want  to 
do  it.  These  facts  have  come  up  within  the  last  2 weeks  and  brought 
about  a decision  to  discuss  the  whole  issue  at  our  level  and  at  the  Secre- 
tary’s level,  and  we  will  have  a decision  on  it,  I think,  shortly. 

Mr.  Flood.  What  letters  have  been  written? 

Dr.  Egeberg.  Senator  Magnuson  wrote  a pretty  strong  letter  saying 
he  did  not  think  this  was  congressional  intent. 

Mr.  Miller.  Again  referring  to  a previous  comment  I made  at 
the  hearings,  there  is  a distinction  to  be  made  in  what  Dr.  Egeberg 
said  between  1973  and  1974  funds.  His  Institute  has  the  one  example 
in  Health,  Education,  and  Welfare  where  our  current  plans  include 
multiyear  funding  of  fiscal  year  1973  money,  and  this  is  under  review 
from  a legal  standpoint.  It  is  clear,  however,  that  we  do  have  pro- 
posals before  vou  to  multiyear  fund  1974  funds. 

Mr.  Flood.  Give  us  a breakdown  of  the  amount  we  are  talking  about 
bv  programs,  showing  the  true  program  level  now  for  the  funding 
in  1974  and  1975. 

fThe  information  follows  :~\ 
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MULTI-YEAE  FUNDING 


In  the  1975  Congress icxial  Justification,  JtJDAMKA  proposed  to  use  funds  from 
the  FY  197^  appropriation  to  multi-year  fund  new  General  Mental  Health  training 
grant?.  It  also  proposed  to  utilize  funds  restored  frcm  the  FY  1973  appro- 
priation, as  yell' as  1974  Congressional  increases  to'  full- fund  new 
alcoholism  research,  training,  and  cccmunity  project  grants  and  contracts  on  a 
multi-year  basis.  The  nvmber  of  projects  and  the  trae  program  level  of  funds 
proposed  for  multi-year  funding  are  shown  below. 

(Dollars  in  thousands) 

Total  FY  197 

197U  1975  1976  Awards 


No. 

Amovint 

No. 

Amount 

No. 

Amount 

‘No. 

Amount 

General  MentaJ 

Health: 

Training  Grants: 

New  Proj.  1974...” 

18 

$1,100 

18 

$900 

18 

$600 

18 

$2  ,600 

Alcoholism: 

Res.  Grants  197^ 

29  ’ 

1,000 

29 

1,000 

29 

1,000 

29 

3,000 

1973 

31 

1,400 

31 

1,400 

31 

1,400 

31 

4,200 

Subtotal,  Res. 

* Grants 

Training  Grants 

60 

2,400 

60 

2,400 

60 

2,400 

60 

7,200 

197^1 

4 

1,569 

4 

1,568 

— 

4 

3,137 

1973 

30 

1,800 

30 

1,800 

30 

1,800 

30 

5,400 

Subtotal,  Training 
Community  Prog: 

3i+ 

3,369 

34 

3,58 

30 

1,800 

34 

c,537 

^roj.  Grants  & 
Contracts  197^: 

New 

12 

4,244 

12 

1^,245 

12 

4,245 

12 

12,734 

Continuations . . 

232 

16,800 

232 

16,800 

— 

— 

232 

33, -^'.O 

Subtotal 

244 

21,044  ' 

244 

21,045 

12 

4,245 

244 

“0,3-- 

1973 

83 

12,837 

83 

12,836 

83 

12,836 

83 

33,50^ 

Subtotal,  Comm. 

Prog 

327 

33,881 

327 

33,881 

95 

17,081 

327 

64.843 

Total,  Alcoholism.. 

421 

39,650 

421 

39 ,649 

185 

21,281 

421 

100, 5c0 

Total,  ADAI4HA 

439 

^+0,750 

^39  .. 

A0,549..-_^ 

203 

21,881 

439 

_lp3,lS0 

It  should  be  noted,  however,  that  the  FY  1*975  budget  was  formulated  on  ^ae 
assumption  that  most  new  alcoholism  grants  awarded  frcm  the  FY  1973  released  funds 
would  be  full- funded  on  a m\ilti-year  basis.  This  was  done  after  advice  frcm  several 
sources  including  the  Office  of  General  Counsel.  Since  that  time,  the  legality  of 
multi-year  funding  from  FY  1973  funds  has  been  questioned  by  attorneys  for  the 
plaintiff  in  the  court  suit  brought  against  the  Department  by  the  National  Associ- 
ation of  Mental  Health  and  by  members  of  the  Congress  for  both  FY  197S  and  FY  197^. 
We  are,  therefore,  in  the  process  of  reformulating  our  strategy  so  as  not  to 
^'lolate  the  Court  Order. 
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REFLECTION  OF  BUDGET  IN  PROGRAM  LEVEL  TERMS 

Mr.  Flood.  Any  way  you  look  at  this  thing,  to  be  frank,  your  1975 
budget  looks  pretty  bad.  Depending  upon  which  figures  you  use,  and 
you  can  take  your  choice,  it  is  a reduction  of  either  $129  million  or 
$269  million.  However,  we  do  not  think  that  the  budget  justification 
reflects  a valid  comparison  there  for  the  1974  and  1975  budget.  There- 
fore what  we  want  you  to  do  is  this:  We  would  like  you  to  adjust  all 
of  the  tables  in  that  budget  justification  to  reflect,  first'  the  1973  ap- 
propriations that  were  obligated  in  1974,  and,  two,  the  true  program 
levels  in  the  1974  and  1975  budget  where  the  1974  obligations  are  being 
used  to  fund  grants  or  contracts,  either  one,  for  more  than  1 year. 
There  is  no  reason  why  you  can’t  do  that  at  all. 

Dr.  Egeberg.  We  will  give  you  that  for  the  record. 

[The  information  follows :] 
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Obligations  by  Activity 


1974 

Base 

1975  Estimate 

Increase 
or  Decrease 

Pos. 

Amount 

Pos.  Amount 

Pos.  Amount 

General  Mental  Health 

330 

$90,146,000 

330 

$84,468,000 

(84,468,000) 

-$5,678,000 

(101 ; 427,’ 000) 

(-16,959,000) 

Training 

100,034,000 

(128,021,000) 

[126,521,000] 

— 

65,101,000 

(65.101.000) 

[66.001.000] 

“ 

-34,933,000 

(-62,920,000) 

[-60,520,000] 

Community  Programs: 
Construction  of 
Centers 

— 

14,250,000 

(34,250,000) 

— 

( ) 

— 

-14,250,000 

(-34,250,000) 

Staffing  of  Centers 
Mental  Health  of 
Children 

— 

155,513,000 

19,000,000 

— 

172,053,000 

26,844,000 

+16,540,000 

+7,844,000 

Management  & Inf or.  . 

383 

23,163.000 

373 

16,753,000 

-10 

-6,410,000 

Subtotal 

713 

402,106,000 

(461.374.000) 

[459.874.000] 

703 

365,219,000 

(365.219.000) 

[366.119.000] 

-10 

-36,887,000 

(-96,155,000) 

[-93,755,000] 

Drug  Abuse 

Research. 

108 

34,056,000 

108 

34,000,000 

— 

-56,000 

Training 

— 

15,138,000 

— 

9,969,000 

— 

-5,169,000 

Community  Programs: 
Project  grants  & 

182,649,000 

25,000,000 

122,000,000 

35,000,000 

-60,649,000 

Grants  to  States.... 





+10,000,000 

Management  & Inf or . . . 

227 

15,571,000 

298 

15,646,000 

+71 

+75,000 

Subtotal 

335 

272,414,000 

406 

216,615,000 

+71 

-55,799,000 
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1974  Base 

1975 

Estimate 

Increase 
or  Decrease 

Pos . Amount 

Pos . 

Amount 

Pos.  Amount 

Alcoholism: 

Research. 

6 

8.489.000 

(13.189.000) 

[8.389.000] 

6.824.000 

(12.224.000) 

[7.056.000] 

6 

10,405,000 

(10.405.000) 

[12.805.000] 

1,947,000 

(1.947.000) 

[5.315.000] 

— 

+1,916,000 

(-2,784,000) 

[+4,416,000] 

-4,877,000 

(-10,277,000) 

[-1,741,000] 

Community  Programs: 
Project  grants  & 
coi.tracts 

— 

66,956,000 

(106,265,000) 

[55,303,000] 

— 

32,051,000 

(32.051.000) 

[65.932.000] 

— 

-34,905,000 

(-74,214,000) 

[+10,629,000] 

Grants  to  States 

— 

45,600,000 

(75,600,000) 

— 

45,600,000 

(45,600,000) 

— 

(-30^000,000) 

Management  & Infer . . . 

91 

10,040,000 

(11,245,000) 

107 

9,863,000 

(9,863,000) 

+16 

-177,000 

(-1,382,000) 

Subtotal 

97 

137,909,000 

(218.523.000) 

[157.593.000] 

113 

99,866,000 

(99,866,000) 

[139,515,000] 

+16 

-38,043,000 

(-118,657,000) 

[-18,078,000] 

Buildings  & Facilities 

— 

— 

— 

200,000 

— 

+200,000 

Program  Direction 

290 

9,146,000 

290 

10,462,000 



+1,316,000 

Total  Obligations 
(bases) 1 

»435 

821,575,000 

1,512 

692,362,000 

+77 

-129,213,000 

Total  Obligations .... 

(961,457,000) 

(692,362,000) 

(-269,095,000) 

Program  Level 

[899,027,000] 

[732,911,000] 

[-166,116,000] 
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General  Statement  Table  - P.  19  Congressional  Justification 
Revised  to  show  true  1974  - 1975  Program  Levels 
(Amounts  in  thousands) 


Base 

Estimates 

Decrease 

General  Mental  Health 

$459,874 

$366,119 

-$93-,355 

Drug  Abuse 

272,414 

216,615 

-55,799 

Alcoholism 

157,593 

139,515 

-18,078 

Buildings  & Facilities. . . . 

— 

200 

+200 

Program  Direction 

9,146 

10,462 

+1,316 

Total 

899,027 

732,911 

-166,116 

OBLIGATIONS  BY  BUDGET  ACTIVITY 
SHOWING  "TRUE"  PROGRAM  LEVELS 
IN  1972  - 1975 
(AMOUNTS  IN  THOUSANDS) 
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OBLIGATIONS  BY  BUDGET  MECHANISM 
SHOWING  "TRUE"  PROGRAM  LEVELS 
IN  197^  - 1975 
(Amoimts  in  Thousands) 
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OBLIGATIONS  BY  BUDGET  ACTIVITY 
SHOWING  "TRUE"  PROGRAM  LEVELS 
IN  19T2  - 19T5 
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OBLIGATIONS  BY  BUDGET  MECHANISM 
SHOWING.' ''TRUE"  PROGRAM  LEVELS 
IN  1972  - 1975 
(AMOUNTS  IN  THOUSANDS) 
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OBLIGATIONS  BY  BUDGET  ACTIVITY 
SHOWING  "TRUE"  PROGRAM  LEVELS 
IN  19T3  - 1975 
(Amounts  in  thousands) 


387 


0\  o 


0\  o 


0\  O H 
COCO  CO 
t^CO  CO 


0\  LT\  H 
VO  t— CO 
0\-^  t— 


a 01  u (. 

-P  P<  O 4 

C -H  +>  O 
(U  ^ CJ  O od 

S m O -H 

i tJ  +>  o 
H O dJ  CQ  4J 

OJ  H O 
P H PL.  P-.  CQ 

0)  oj 


-P  P 
E3  bD 
0)  O 
S U 

Pl. 

^ M 
•H  P( 

I £ 

o o 


CO  1 
ICN  I 
O I 


CO  I 
H i 
irv  I 


O O CO 

ir\  i/Nvo 

c\j  cvi  C\J 

j-  10.0 

CO  ^ 


-:t  VO  irv 

ON  irv  irv 

H -3- 


iH 

b-  CO 

rH 

00  VO 

VO^ 

VO 

CO 

^ o 

H 

CXJ  -=t 

-4©- 

H 

OV 

VO  o 

<0v 

CO  CO 
CO 

CO  H 


4J  .. 

O M 

4L>  Cm 
M 'h 
fi  05 
O -P 
O CO 


O O 
irv  irv 
CO  VO 


I irv  i 
I CO  ( 

I C7\  OM 


I o 

I VO 

I 


S.'S 


C3  > O 
O 01  -p 
o a o 

CO 


M 

+> 

O 

o 

"o 

^ 'ij 

o.  05 

4J 

'§ 

CQ 


388 


UJ 

VO 

o 

(D 

<C 


o 

o 

A 


0) 

ir\  cS 

t-  a 

0\  *H 

H +J 
to 
W 


o 5 o S 
o O O o 

0\  O o 
o o 
VO  ° c 

O 00  o o 

^ H S 

-Oks* 


V? 


O O O O 

o o o o 
o o o 

On  o o o 
t—  o o 
VO  o o 

CM  o irv  uv 
oo  VO  CM  H 
H H ^ 


O O 
O O 
<D 

ON  O 
-d-  D-1 
VO  t- 


5-  is. 


I 

i 


BUDGET  AUTHORITY  AND  OBLIGATIONS 


389 


o 

•H 

■P 

CO 

t— 

ON 


o a 
0)  o 

K>  -H 

+J 

§ 

o 


cvjI 


C\J 

ITv 

cu 


o o 
o o 
o o 

oo 
-d-  CO 
0\C0 

VO  Os 


CM| 


o o 
o o 
o o 

irv  CO 
j-  <o 
On  CO 


CJ 

o 

•H 

d 

n 

•h'c 
•P  pq 
G — 

o 

o 


o o 
o o 
o o 

CVJ  o 

O -J- 
c— VO 

o cn 

t~  CTN 

I I 


o o 
o o 
o o 


o o o o 
o o o o 
Lo  o o o 


o o o o 
o o 
l/v  o o 


b-  o 

VO  CNJ 

I H 

+ 


O VO 

-d-  oo 

irv  CNJ 


o o o 
o o o 
o o o 

cn 

ovo  On 
b-C\J  ON 


o o o 

o o o 

o o 

VO  o o 

CVJ  t-  o 

iH  i/\  cn 


O J-  o o 

rH  H rH  CVl 
+ + + + 


cn  I 

irv  I 

+ I 


o o o o 
o o o o 
o o o o 

O VO  o o 

O ITN  O O 
i—  CNJ  O O 


<.s 

pq  -p 
G 

0)  O 

s o 


^ : § 

-P  G 

o <<  o 
•P  pq 
O — oJ 


<; 

pq  T' 


o o o 

o o o 

o o o 


O VO 
CNJ  O 
H iH 


O I o o o 

O I o o o 

O I o o o 


O I I 

O I I 

O 1 I 


o 

CNJ  O 
CNJ  VO 


o o 
o o 

(7n  O 


O CO 


O I 
O I 
O I 

cn 

t- 

cn 


I I 
I I 
I 


o o 
o o 
o o 

0\  o 

t- 

t- 

ir\ 

o t- 

CNJ  H 


HD  < 
•H  pq 
CQ 

w 

G m d ^ 

4J ' 

o o 

EH  EH 


HiCNJi 


Includes  $31,879,000  funds  carried  forward  from  1973  appropriation. 
Continuation  funding  provided  under  Section  UlO  of  the  DAOT  Act  in  FY  1975* 
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IXCIDEXCE  OF  MENTAL  ILLNESS 

Mr.  Flood.  Last  year  we  were  told  that  about  20  million  people 
were  afflicted  with  mental  illness  in  the  United  States.  Is  that  still  a 
good  figure  ? 

Dr.  Egeberg.  Yes.  There  are  probably  a little  more  but  it  is  a rough 
estimate. 

Mr.  Flood.  Will  you  put  in  the  record  a summary  of  what  you  think 
are  the  important  statistics  on  mental  illness  incidence,  admissions  to 
mental  hospitals,  the  number  of  people  treated  and  so  on,  with  the 
appropriate  historical  comparison  ? 

Dr.  Egeberg.  Going  back  a decade  or  something  like  that  ? 

Mr.  Flood.  Use  your  judgment. 

Dr.  Egeberg.  Yes,  sir. 

[The  information  follows :] 

Scope  of  the  National  Mental  Health  Problem 

INTRODUCTION 

Precision  assessment  of  the  national  mental  health  problem  is  difiBcult  if  not 
impossible,  since  reliable  statistics  on  the  incidence  and  prevalence  of  mental 
disorders  in  the  United  States,  or  any  other  country,  do  not  exist.  One  factor 
contributing  to  the  situation  is  the  absence  of  reliable  diagnostic  criteria  for 
most  mental  disorders.  The  American  Psychiatric  Association  now  recognizes  148 
such  disorders,  grouped  into  10  major  categories.  In  numerous  cases,  however, 
there  is  no  uniformly  accepted  definition  of  the  condition.  This  is  true  not  only 
for  the  i)sychoneurosis,  which  afflicts  more  Americans  than  any  other  category 
of  mental  illness,  but  for  the  major  psychoses — schizophrenia  and  depressive 
disorders — as  well. 

GROSS  ESTIMATES 

In  spite  of  the  obstacles  noted  above,  figures  have  been  assembled  recently 
which,  though  not  defining  the  dimensions  of  the  problem  with  precision,  are 
probably  the  best  available  estimates  of  the  numbers  of  people  directly  affected. 
It  is  likely  that  in  nearly  every  category  the  numbers  cited  are  underestimates, 
since  many  troubled  people  never  come  to  the  attention  of  record-keeping  agen- 
cies. The  assembled  estimates  indicate  that  no  less  than  10  i)ercent  of  the  United 
States  population — or  20  million  people  in  1971 — suffer  from  some  form  of 
mental  illness.  About  one-seventh  of  those  afflicted  actually  receive  psychiatric 
care  of  some  sort. 

Based  upon  those  figures — and  taking  into  account  such  factors  as  the  mentally 
ill  individual’s  loss  of  earnings  and  the  cost  of  care  both  in  and  out  of  institu- 
tions— the  estimated  annual  cost  of  mental  illness  in  this  country  is  about  .$21 
billion,  or  almost  one  quarter  of  the  national  defense  budget.  This  estimate  may 
well  be  low ; other  estimates  put  the  economic  costs  of  alcoholism,  alone,  at  $15 
billion  annually,  and  the  annual  cost  of  drug  abuse  at  $10  billion.  The  data 
below  indicate  how  the  overall  statistics  are  distributed  among  the  major  cate- 
gories of  mental  health  problems.  In  1971  the  admissions  to  all  psychiatric 
inpatient  and  outpatient  services  were  at  the  rate  of  1,238.5  per  100,000  people. 
The  admissions  were  composed  of  the  following  diagnostic  categories  : 


Schizophrenia 258.  0 

Depressive  disorders 216.  9 

Alcoholism 127.  9 

Organic  brain  syndromes 54.  9 

Drug  abuse 43. 1 

Mental  retardation 28.  9 

Other  psychotic  disorders 18.  9 

Undiagnosed  88. 9 

All  other  diagnoses 401. 1 


For  a better  understanding  of  the  scope  of  mental  illness  and  behavior  dis- 
orders, consider  a hypothetical  community  of  150,000  citizens — about  the  middle 
of  the  range  of  the  communities  in  which  NIMH-supported  community  mental 
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health  centers  have  been  established.  Assume  that  the  hypothetical  community  i 
directly  reflects  the  characteristics  of  the  population  as  a whole.  Then  the  fol- 
lowing will  be  true : 

Of  the  3,000  children  born  in  the  community  annually,  at  least  600  will 
need  some  form  of  mental  health  service  during  their  lifetime,  and  240  wiU  i 
be  treated  in  mental  hospitals.  i 

Each  year,  over  2,000  serious  crimes  will  be  committed,  an  average  of  6 
crimes  a day.  The  crimes  will  include  8 murders,  17  forcible  rapes,  160  as- 
saults, 376  auto  thefts,  and  908  burglaries.  Some  undetected  or  unreported, 
and  thus  uncounted,  crimes  will  be  committed  in  each  category.  Community  I 
juvenile  courts  will  see  almost  1,000  youths  per  year  between  the  ages  of  I 
10  and  17  years.  j 

Almost  800  citizens  will  be  admitted  to  inpatient  psychiatric  facilities  j 
every  year. 

Resident  in  the  community  at  any  given  time  will  be  600  schizophrenics, 
tens  of  thousands  of  people  suffering  from  varying  degrees  of  depression  of 
different  kinds,  almost  4,000  alcoholics,  50  narcotic  addicts,  and  400  mentally 
ill  children,  almost  one  quarter  of  them  in  a mental  hospital. 

As  sobering  as  this  picture  may  be,  it  represents  but  the  tip  of  the  iceberg. 
Although  mental  illness  and  behavior  disorders  are  not  among  the  leading 
“killer  diseases” — such  as  heart  disease,  cancer,  and  stroke — mental  disorders 
do  rank  among  the  top  causes  of  illness,  human  suffering,  and  economic  loss. 
When  all  the  ramifications  of  these  disorders  are  considered,  mental  illness 
emerges  as  the  No.  1 health  problem  in  the  United  States  today. 

THE  MAJOR  psychoses:  SCHIZOPHRENIA  AND  DEPRESSION  , 

Probably  in  no  other  aspect  of  the  mental  health  problem  is  the  lack  of  stand- 
ardized definitions  more  frustrating  than  in  the  major  functional  psychoses.  I 
Among  its  other  troublesome  consequences,  this  deficiency  has  led  to  many 
puzzling  discrepancies  in  mental  health  statistics  reported  by  different  nations.  ' 
Differing  British  and  American  views  of  depression  and  of  schizophrenia  are 
good  examples.  In  a recent  study.  New  York  and  British  psychiatrists  were 
shown  identical  television  recordings  of  diagnostic  interviews  with  depressed 
patients.  The  New  York  psychiatrists  tended  to  diagnose  patients  as  schizo- 
phrenic if  they  showed  some  disorganization  of  thought,  whether  or  not  they 
also  showed  marked  mood  disturbances.  The  British  psychiatrists,  on  the  other 
hand,  gave  greater  weight  to  affective  disturbances  and  diagnosed  those  same 
patients  as  suffering  from  mania  or  depression.  Oddly,  there  are  even  differences 
in  diagnostic  criteria  within  the  United  States.  Western  psychiatrists  tended 
to  be  more  like  their  British  colleagues  in  diagnostic  tendencies  than  New  York 
psychiatrists ; perhaps  appropriately,  Canadian  psychiatrists  appeared  to  be 
about  halfway  between  the  New  York  and  the  British- Western  United  States 
extremes. 

Imprecise  diagnosis  can  seriously  interfere  with  efforts  to  obtain  reliable 
estimates  of  the  prevalence  and  incidence  of  these  grave  mental  disorders.  More- 
over, with  the  advent  of  increasingly  sophisticated  pharmacotherapies,  the  need 
for  more  precise  diagnostic  criteria  are  increasingly  important  for  the  judicious 
clinical  use  of  drugs. 

Schizophrenia 

Recently  the  World  Health  Organization  reported  the  results  of  a nine-country 
survey  of  schizophrenia  which  indicated  that  the  condition  is  universal : the  core 
symptoms  occur  in  patients  whether  they  are  diagnosed  in  Denmark  or  in 
Nigeria. 

Not  only  does  schizophrenia  appear  to  be  universal,  but  it  overall  incidence 
seems  to  average  out  to  around  2 percent  of  the  population,  the  world  over. 
Interpretations  of  recent  data  collected  by  NIMH  are  evene  more  sobering: 
about  1 in  every  20  American  children  who  live  beyond  the  age  of  15  years  will 
develop  schizophrenia  sometime  in  their  lives.  The  disease  strikes  its  victims 
preponderantly  between  the  ages  of  15  and  44  years.  This  means  that  the  severe 
debilitation  often  caused  by  schizophrenia  is  greatest  during  the  most  productive 
years  of  life. 

Schizophrenia  may  account  for  as  much  as  one-quarter  of  all  the  mental  illness 
that  comes  to  medical  attention  in  this  country  today.  In  hard  fij^res,  there 
were  474.000 — nearly  one-half  million — schizophrenic  patients  admitted  to  all 
types  of  facilities  in  1969,  the  most  recent  year  for  which  such  figures  are  avail- 
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able.  At  least  half  of  those  patients  were  suffering  a recurrence  of  the  disease. 
The  tendency  of  schizophrenia  to  recur  is  one  of  its  most  insidous  and  frustrating 
aspects. 

The  Depressive  Disorders 

These  conditions  are  probably  the  most  common  mental  disorders  experi- 
enced by  Americans  today.  They  may  also  be  the  most  underdiagnosed  and  un- 
recognized of  all  mental  ailments.  It  is  estimated  that  between  3 and  8 million 
persons  in  this  country  suffer  from  depression  at  any  given  time.  About  15 
percent  of  all  adult  Americans  between  the  ages  of  18  and  74  years  have  suffi- 
ciently significant  symptoms  to  attract  clinical  attention  and  treatment.  Based 
upon  these  figures,  the  affective — or  depressive — disorders  are  estimated  to  cost 
the  Nation  between  $1.3  and  $4  billion  annually.  The  total  impact  of  depression 
may  be  greater  than  indicated  because  this  group  of  illness  appears  to  be  an 
important  factor  in  triggering  many  physical  ills  and  in  affecting  their  course. 
Among  the  conditions  found  to  be  associated  with  depression  are  gastroin- 
testinal, neurological,  and  respiratory  diseases.  And  there  is  evidence  that  de- 
pression bears  adversely  on  the  critical  problem  of  recovery  from  a heart  attack. 

Unlike  schizophrenia,  which  may  be  less  prevalent  but  is  much  more  difficult 
to  treat,  depression  and  manic-depression  can  be  treated  effectively  with  electro- 
shock, antidepressant  drugs,  and  lithium  carbonate  (for  manic  depression). 
Together,  these  therapies  are  useful  in  approximately  80  i)ercent  of  cases  of  de- 
pressive psychoses. 

Nevertheless,  diagnostic  and  treatment  issues  remain — ^for  example,  the 
problem  of  distinguishing  accurately  among  different  types  of  clinical  depression 
and  between  normal  and  clinical  depression. 

PSYCHONEUEOSES 

The  psychoneurotic  disorders  are  even  more  difficult  to  diagnose  and  classify 
than  are  the  psychoses.  For  this  reason,  among  others,  reliable  estimates  of 
prevalence  and  incidence  are  impossible  to  obtain.  Nevertheless,  it  is  safe  to  say 
that  neuroses  are  more  prevalent  than  any  other  psychiatric  disorder,  and  they 
are  more  costly  to  society  than  the  more  serious  functional  i>sychoses  in  terms 
of  suicide,  disability,  family  disruption,  marital  discord,  loss  of  productivity,  and 
waste  of  talent  and  skill. 

Most  victims  of  these  conditions  never  burden  hospital  facilities  but  either 
obtain  treatment  of  various  sorts  privately  or  simply  suffer  without  professional 
care.  Less  than  10  percent  of  all  hospitalized  psychiatric  patients  are  classified 
as  psychoneurotic;  the  true  prevalence  of  the  psychoneuroses  is  certainly  far 
greater  than  the  figure  would  indicate. 

Symptoms  of  neurotic  illness  include  some  forms  of  depression,  anxiety,  un- 
reasonable panic,  severe  and  often  debilitating  phobias,  psychosomatic  illness, 
obsessive-compulsive  behavior,  hysteria,  and  sexual  imi)ediments  such  as  im- 
potence and  frigidity.  These  and  other  common  maladaptive  or  malfunctional 
symptoms  are  so  prevalent  that  it  seems  unlikely  that  anyone  ever  escapes  psy- 
choneurosis in  one  form  or  another  at  some  time  in  life. 

ORGANIC  PSYCHOSIS 

Half  the  mental  hospital  beds  not  filled  with  schizophrenic  patients — or 
about  one-quarter  of  the  total  mental  hospital  beds  in  the  Nation — ^are  occupied 
by  i>atients  suffering  organic  x>sychosis. 

Among  the  diverse  disorders  classified  under  this  heading  are  such  impair- 
ments of  brain  function  as  presenile  and  senile  dementia,  toxic  drug  effects,  al- 
coholic psychosis,  sequelae  of  certain  infections,  vascular  disease,  neoplasms, 
traumas,  degenerative  disease,  endocrine  or  nutritional  disorders,  and  immune 
diseases.  Some  forms  of  organic  psychosis  are  chronic ; others  are  acute  and  may 
be  reversible  or  subject  to  spontaneous  remission. 

The  senilities  are  probably  the  largest  category  of  these  mental  disorders,  af- 
fecting an  estimated  one  million  Americans  in  a certifiable  way.  Senile  dementia 
alone,  for  example,  accounts  for  roughly  15  percent  of  all  mental  hospital  admis- 
sions in  New  York  State.  Most  senile  patients  live  in  nursing  homes  or  with 
their  own  families,  partly  because  there  are  no  effective  organic  therapies  for 
these  psychoses. 
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Suicide 

For  more  than  two  decades,  suicide  has  ranked  as  the  10th  leading  cause  of 
death  among  persons  of  all  age  groups.  Throughout  that  time,  the  highest  rate  of 
suicide  occurred  in  the  65-years-and-over  age  group,  the  maximum  rate  occurring 
in  white  males  between  75  and  84  years. 

In  recent  years,  however,  shifts  in  the  suicide  rate  have  been  developing,  with 
more  and  more  of  the  young  taking  their  lives.  Today,  suicide  is  the  fourth  lead- 
ing cause  of  death  in  the  age  group  of  15  through  44  years;  it  increased  90 
percent  from  1955  to  1969  to  become  the  second  biggest  killer  of  American  college 
students.  During  that  same  period  the  suicide  rate  among  members  of  minority 
groups  jumped  32  percent. 

Causative  conditions  in  the  more  than  20,000  recorded  suicides  annually  in 
this  country  (the  true  figure  must  be  much  higher)  are  not  easy  to  determine, 
but  certainly  both  schizophrenia  and  the  depressive  disorders  must  contribute 
substantially  to  the  toll,  as  must  the  psychoneuroses.  (It  is  safe  to  say,  also,  that 
a significant  percentage  of  homicides — ^particularly  of  multiple  or  mass  murders — 
are  precipitated  by  schizophrenia  and  depression. ) 

As  many  as  one-third  of  all  recorded  suicides,  or  7,300  annually,  are  estimated 
to  be  related  in  some  way  to  alcohol  abuse.  Among  drug  abusers,  suicide  has 
become  the  sixth  leading  cause  of  death.  And  the  suicide  rate  has  been  climbing 
recently  in  the  category  of  crime  and  delinquency  as  more  and  more  inmates  of 
jails  and  prisons  manage  to  destroy  themselves.  The  root  causes  of  these  suicides 
probably  include  psychoses,  psychoneuroses,  alcohol,  and  drugs.  Thus,  suicide 
may  be  seen  to  be  a cross-cutting  mental  health  problem,  related  to  most  of  the 
categories  of  mental  illness  discussed  in  this  chapter. 

MENTAL  HEALTH  PROBLEMS  OF  SPECIAL  POPULATIONS 

Childretb 

Of  the  71  million  children  in  this  country,  8.5  million — ^more  than  one-tenth — 
are  victims  of  mental  health  problems.  Moreover,  that  number — and  percentage — 
is  expected  to  grow  as  it  has  been  growing  for  the  past  decade  or  more.  While 
the  number  of  adult  patients  in  State  and  county  mental  institutions  has  been 
declining  steadily  over  the  past  15  years,  both  the  first  admission  rates  and  the 
resident  population  rates  of  children  have  been  increasing  at  an  accelerating 
pace. 

These  trends  take  on  added  significance  when  it  is  considered  that  more  than 
one-half  of  the  population  of  this  country  is  now  under  25  years  old. 

Currently,  more  than  600,000  children  are  receiving  care  in  a variety  of  mental 
health  facilities.  This  means  that  millions  of  children  are  in  need  of  help  and  are 
not  receiving  it.  The  most  severe  need  for  psychiatric  services  is  among  children 
under  15  years  old,  and  the  next  greatest  unmet  need  is  in  the  age  group  from 
15  to  24  years. 

The  mental  and  emotional  well-being  of  the  Nation’s  children  and  youth  are 
refiected  also  in  crime  and  delinquency  statistics.  For  example,  almost  half  of  all 
persons  arrested  in  this  country  for  serious  crimes — homicide,  robbery,  and 
burglary — are  under  18  years  old,  and  nearly  one-quarter  are  under  15.  Moreover, 
the  problem  is  worsening,  as  indicated  by  the  107  percent  increase  in  the  arrest 
of  juveniles  for  serious  crimes  between  19^  and  1971. 

Criminal  or  delinquent  behavior  is  as  complex  in  its  origin  as  it  is  in  its  ex- 
pression. Undoubtedly,  however,  a large  proportion  of  such  behavior  is  the  result 
of  mental  illness  and  requires  professional  treatment  rather  than  imprisonment 
and  punishment  It  has  been  estimated  that  only  about  5 percent  of  the  entire 
prison  population  are  there  legitimately  as  incorrigibles,  belonging  to  a criminal 
subculture.  An  estimated  80  percent  are  there  for  the  first  time,  never  to  return, 
and  are  not  strictly  classifiable  as  criminal  types;  they  are  better  described, 
largely  as  victims  of  error,  usually  of  their  own.  The  appropriateness  of  i>enal 
incarceration  for  this  group  is  an  open  question.  The  remaining  15  percent  of 
the  prison  population  are  believed  to  be  improperly  imprisoned,  since  they  are 
mentally  ill  and  require  treatment,  not  imprisonment. 

The  difficulty,  of  course,  is  partly  in  sorting  out  the  three  populations  from 
one  another  and  treating  them  accordingly.  The  matter  of  identifying  the  men- 
tally ill  criminals  and  delinquents  so  that  they  can  be  afforded  proper  treatment 
is  a major  challenge  to  the  mental  health  field. 

Minority  groups 

Among  minority  groups  with  special  mental  health  problems  are  the  Black 
Americans,  Spanish-speaking  Americans,  Asian  Americans,  and  American  In- 
dians. Unique  problems  in  each  of  these  groups  create  special  needs  in  the  mental 
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health  field.  None  of  the  groups  is  having  its  mental  health  needs  met  adequately, 
partly  because  the  orientation  of  the  Nation’s  mental  health  practices  do  not 
always  mesh  with  minority  group  perspectives,  life  styles,  and  value  systems. 

The  poor 

The  minority  group  perhaps  most  in  need  of  mental  health  assistance  is  the 
poor,  who,  as  a group,  suffer  the  highest  rate  of  mental  disorders  and  so  con- 
tribute significantly  and  disproportionately  to  the  Nation’s  mental  health  prob- 
lem. This  is  evident  from  the  fact  that  hospitalization  rates  for  mental  illness 
rise  significantly  in  areas  where  there  is  a marked  confluence  of  unemployment, 
undereducation,  substandard  housing,  discrimination,  and  other  social  ills. 

The  poor  not  only  suffer  disproportionately  from  the  most  serious,  costly,  and 
long-lasting  mental  disorder — schizophrenia — but  are  also  afflicted  in  dispro- 
portion to  their  number  with  alcoholism,  delinquency,  and  drug  abuse.  The 
costs  to  the  Nation  are  also  disproportionately  great ; patients  from  this  popula- 
tion have  longer  hospital  terms,  lower  discharge  rates,  and  poorer  chances  for 
successful  adjustment  after  hospitalization. 

The  aged 

Persons  over  65  now  comprise  10  percent  of  the  country’s  population  but 
account  for  17  percent  of  all  first  admissions  to  mental  facilities  and  for  30 
percent  of  the  resident  population  of  those  facilities.  It  is  estimated  that  about 
5 percent  of  this  group  are  institutionalized;  that  50  percent  of  the  aged  who 
are  in  nonpsychiatric  institutions  have  significant  mental  disability ; and  that 
as  many  as  3 million  of  the  noninstitutionalized  aged  persons  suffer  moderate 
to  severe  psychiatric  problems.  Further,  it  is  estimated  that  one-quarter  of  the 
elderly  patients  in  State  mental  hospitals  could  be  placed  more  appropriately 
in  other  protective  settings.  Obviously,  the  elderly  people  in  this  country  are 
not  receiving  psychiatric  and  other  health  services  in  accordance  with  their 
needs. 


TERMINATION  OF  FEDERAL  SUPPORT  FOR  CMHC’s 

Mr.  Flood.  I do  not  propose  now  to  carry  on  a long  discussion  with 
you  about  the  termination  of  Federal  support  for  the  new  community 
mental  health  centers.  I went  through  all  of  this  as  you  know  with 
Dr.  Brown  last  year.  However,  I would  like  to  ask  you  this:  What 
e^udence  is  there  to  indicate  that  States  and  local  communities  will 
continue  to  support  community  mental  health  centers  after  the  Federal 
support  is  phased  out  ? 

Dr.  Egeberg.  For  one  thing  the  degree  of  support  they  give  right 
now.  Did  you  know,  sir,  that  approximately  70  percent  of  the  support 
of  community  mental  health  centers  comes  from  non-Federal 
funds.  On  the  average  we  are  just  supplying  30  percent  of  it. 

There  has  been  an  increasing  interest  in  the  success  of  these  com- 
munity mental  health  centers  since  they  allow  the  States  to  close  out 
their  large  mental  institutions.  The  people  at  the  State  level  and  cer- 
tainly at  the  community  level  have  been  very,  very  much  interested. 

One  other  factor  is  that  traditionally  the  States  have  the  responsi- 
bility for  mental  health  care.  This  together  with  the  fact  that  over 
600  community  mental  health  centers  have  been  funded  by  XIMH 
and  over  530  will  be  in  operation  by  June  30,  1975,  it  is  felt  that 
responsibility  can  now  be  turned  over  to  the  States. 

Mr.  Flood.  Isn't  it  true  that  most  health  insurance  policies  do  not 
pav  for  treatment  in  community  mental  health  centers  ? 

Dr.  Egeberg.  We  are  working  on  that. 

Mr.  Flood.  Isn’t  that  true  ? 

Dr.  Egeberg.  It  has  been  true 

Mr.  Flood.  Isn’t  it  true  ? 

Dr.  Egeberg.  That  most  of  them  don’t  ? Yes,  sir. 
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Mr.  Flood.  Now  what?  Do  you  want  to  add  something  to  that? 

Dr.  Egeberg.  Yes.  We  are  working  on  trying  to  change  those 
things,  but  the  first  thing  we  have  to  do  to  change  those  policies  is  to 
establish  criteria 

Mr.  Flood.  To  change  the  policy  or  to  change  the  criteria  ? 

Dr.  Egeberg.  To  change  the  policies.  We  are  working  on  insuring 
that  mental  illness  is  included  in  the  administration’s  proposal  for  a 
comprehensive  health  insurance  program. 

Mr.  Flood.  How  many  community  mental  health  centers  have  been 
started  without  any  Federal  assistance  at  all  ? 

Dr.  Egeberg.  About  75.  When  I was  in  California  we  began  to 
start  them  before  the  Federal  Government  did. 

Mr.  Flood.  Even  if  health  insurance  pays  for  services  in  the  com- 
munity mental  health  centers  where  will  the  money  come  from  for 
startup  costs  ? 

Dr.  Egeberg.  From  the  States. 

Mr.  Flood.  What? 

Dr.  Egeberg.  From  the  States  and  the  counties. 

GOAL  OF  NATIONWIDE  COVERAGE  BY  CMHC’s 

Mr.  Flood.  Is  the  goal  for  1,500  or  1,600  whatever  the  figure  is 
community  mental  health  centers  still  a desirable  one  ? 

Dr.  Egeberg.  As  you  probably  knoAv  better  than  I,  a group  evalu- 
ated the  population  distribution  of  this  country  and  established  what 
they  felt  were  service  areas  with  roughly  200,000  people  to  each  one. 
On  that  basis  they  felt  there  should  be  around  1,500  or  1,600  areas  in 
order  to  cover  the  country. 

I don’t  know  that  I could  make  a positive  statement  at  this  time  on 
what  is  needed.  I would  probably  like  to  see  as  many  as  possible,  be- 
cause I think  this  is,  as  you  said,  sir,  or  as  Mr.  Smith  said,  one  of  our 
desperately  important  problems. 

Mr.  Flood.  I^at  is  ? 

Dr.  Egeberg.  Mental  health,  the  whole  field  of  mental  health. 

Mr.  Flood.  That  is  good. 

For  the  record  again  will  you  provide  a statement  giving  all  of  the 
good  arguments  that  you  can  think  of,  that  is  quite  an  invitation,  it  bet- 
ter be  good — for  terminating  Federal  assistance  for  new  community 
mental  health  centers.  Isn’t  that  nice  that  I ask  you  to  do  that  for  the 
record  instead  of  making  a murder  case  here  ? 

Dr.  Egeberg.  Yes,  sir. 

Mr.  Flood.  Are  you  surprised  ? 

Dr.  Egeberg.  You  notice  both  of  these  gentlemen  are  taking  notes 
on  this. 

[The  information  follows :] 

Phaseout  of  Pedeeal  Assistance  for  New  CMHC’s 

The  value  and  effectiveness  of  innovative  community  mental  ^health  centers  of- 
fering community-based  delivery  of  mental  health  care  has  been  amply  demon- 
strated. These  centers  can  and  will  continue  to  play  a very  important  role  in  the 
management  of  mental  and  emotional  illness.  However,  it  is  the  philosophy  that 
the  provision  of  mental  health  services  is  a shared  responsibility,  requiring  in- 
puts and  efforts  not  only  from  the  Federal  Government  but  also  from  States,  lo- 
calities, and  private  organizations,  agencies,  and  institutions.  It  is  now  time  to 
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shift  the  responsibility  for  developing  and  operating  such  facilities  to  State  and 
local  agencies  which  must  ultimately  bear  the  major  responsibility  for  the  direct 
provision  of  public  health  services  of  all  kinds.  This  shift  reflects  the  intent  of 
the  community  mental  health  centers  legislation  that  eventually  every  center  will 
be  flnanced  by  resources  other  than  Federal  construction  and  staffing  grants. 

Sources  of  community  mental  health  center  funds  are  varied.  They  include 
State  government  funds,  received  through  the  regular  appropriations  process 
and  also  from  general  revenue  sharing,  and  local  governmental  flnancing,  pro- 
vided by  city,  township,  and  county  appropriations.  Also  on  the  local  scene  are 
fundraising  and  other  efforts.  An  additional  source  of  flnancial  support  is  the 
utilization  of  third-party  payments,  including  Federal  medicare  and  medicaid 
support  as  well  as  private  health  insurance.  With  the  incipient  advent  of  a na- 
tional health  insurance  program  with  the  Federal  Government  assuming  re- 
sponsibility of  assuring  consumer  purchasing  power  for  mental  health  as  well  as 
other  health  services,  the  community  mental  health  centers  will  be  able  to  draw 
upon  this  additional  source  of  support. 

Certain  other  sources  must  also  be  added  such  as  patient  fees  and  foundation 
support.  An  analysis  of  the  most  current  data  indicates  that  funds  for  the  sup- 
port of  community  mental  health  centers  provided  by  Federal  staffing  grants  ac- 
counted for  31  percent  of  center  revenues.  Another  way  of  expressing  this  statistic 
is  that  69  percent  of  funds  were  provided  by  other  sources.  These  flgures  do  not 
include  general  revenue-sharing  funds  dedicated  to  mental  health  improvements, 
because  the  authority  for  that  program,  the  State  and  Local  Fiscal  Assistance  Act 
of  1972,  did  not  provide  funds  until  January  1, 1972.  Moreover,  with  respect  to  an 
additional  aspect  in  insuring  the  flscal  stability  of  any  center — its  ability  to 
maximize  its  utilization  of  medicare,  medicaid,  and  other  third-party  health 
insurance  programs — the  amount  of  third-party  payments  received  has  been  in- 
creasing dramatically.  In  sum,  data  indicate  that  the  community  mental  health 
centers  program  has  proven  itself  and  should  now  be  absorbed  by  the  regular 
health  service  delivery  system.  The  States  should  be  willing  and  able  to  assume 
the  planning  responsibility  for  carrying  the  program  forward. 

Finally  while  the  Federal  Government  does  not  intend  to  fund  new  centers  after 
June  30  of  this  year  the  community  mental  health  centers  program  is  not  being 
terminated.  The  intention  is  to  honor  continuation  commitments  to  existing  cen- 
ters for  the  duration  of  their  present  8 years  of  grant  supi)ort.  Moreover,  al- 
though the  Federal  Government  will  not  be  involved  in  the  direct  flnancial  sup- 
port of  additional  community  mental  health  centers,  continuing  contributions  in 
technical  assistance,  consultation,  and  resources  development  will  be  made. 


REDUCTION  IN  NIMH  RESEARCH  BUDGET 

Mr.  Flood.  Can  you  explain  why  the  budget — I have  to  ask  you  be- 
cause you  are  the  witness.  Gan  you  explain  why  the  budget  proposes 
to  fund  no  new  research  projects  in  mental  health  in  fiscal  year  1975  ? 

Dr.  Egeberg.  No,  sir,  I cannot. 

Mr.  Flood.  I am  not  surprised. 

Dr.  Egeberg.  I have  to  think  on  a philosophical  basis  that  there  is 
somebody  else  making  decisions  on  a broad  scope,  and  that  in  their 
opinion  that  mental  health  research  was  of  not  adequate  priority  to 
get  the  funding. 

Mr.  Flood.  Philosophy? 

Dr.  Egeberg.  Yes,  philosophy. 

Mr.  Flood.  That  is  a good  defense  mechanism. 

Dr.  Egeberg.  There  is  a lot  of  philosophy  in  the  budget,  isn’t  there  ? 

Mr.  Flood.  Is  there  ? 

Mr.  Miller.  I have  to  add  a word  on  that,  Mr.  Chairman. 

Mr.  Flood.  On  the  philosophy  ? Mr.  Miller  on  the  philosophy. 

Mr.  Miller.  I think  that  if  the  philosophy  were  to  fund  no  new 
research  grants  in  mental  health,  it  would  be  incorrect.  And  we  are 
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very  actively  reviewing  it,  the  Under  Secretary  personally,  to  take  a 
look  to  see  if  this  is  not  something  we  need  to  correct. 

However,  I do  need  to  point  out  that  there  is  money  in  the  budget 
for  a number  of  competing  projects.  There  are  two  kinds  of  new  starts. 
We  have  what  are  called  competing  continuations  and  we  also  have 
new  projects.  There  is  enough  money  for  over  100  new  competing  con- 
tinuations. There  is  also  a substantial  increase  in  our  estimates  as  to 
what  it  will  take  to  cover  noncompeting  continuations.  I do  think  that 
we  may  be  able  to  get  some  new  money  out  of  that. 

So  I fully  believe  that  we  will  end  up  with  some  new  projects,  and  I 
frankly  can  find  no  place  in  the  Federal  Establishment  where  we  have 
a philosophy  that  says  there  should  be  no  new  research  project  grants 
in  mental  health. 

Mr.  Flood.  Just  to  show  what  the  situation  is,  what  is  the  number 
and  the  dollar  level  of  approved  but  unfunded  research  projects  that 
you  anticipate  in  1974  and  1975  ? 

Dr.  Egeberg.  For  the  record? 

Mr.  Flood.  If  you  have  it,  what  is  it  ? 

Dr.  Egeberg.  No,  I don’t  have  the  number.  We  have  a large  number 
of  applications. 

Mr.  Flood.  Somebody  is  nudging  your  elbow  there.  What  does  that 
look  like  ? 

Mr.  Leone.  We  will  have  to  supply  it  for  the  record.  We  don’t  have 
it  with  us,  particularly  for  1975  since  we  have  yet  to  receive  applica- 
tions for  that  year. 

[The  information  follows :] 


APPROVED  UNFUNDED  RESEARCH  PROJECTS— NATIONAL  INSTITUTE  OF  MENTAL  HEALTH 


Number 

Amount 

June  30, 1974  estimate 

June  30, 1975  estimate 

321 

652 

$13,350, 000 
1 26,700, 000 

1 This  total  does  not  include  the  $13,350,000  unfunded  from  fiscal  year  1974. 


NIMH  EFFORTS  ON  SENILITY 

Mr.  Flood.  Last  year  in  our  report  we  urged  that  more  emphasis 
be  placed  on  research  on  senility.  What  has  been  done  in  response  to 
that  statement  in  our  report  ? 

Dr.  Egeberg.  Most  of  that  work  has  been  in  the  field  of  mental 
health,  and  I think  Dr.  Plant  should  be  able  to  answer  that. 

Dr.  Plaut.  Mr.  Chairman,  partly  stimulated  by  the  inquiries  from 
the  legislative  branch  last  year  we  have  made  significant  investment 
of  over  $2  million  on  new  projects  in  the  area  of  senility,  including 
such  varied  things  as  understanding  better  the  mechanism  of  learning 
and  memory,  basic  science  research,  the  role  of  proteins  in  learning, 
in  an  effort  to  see  whether  that  could  not  also  have  some  impact  even- 
tually on  the  learning  problems  which  elderly  people  have. 

Second,  we  have  undertaken  in  several  places  in  the  country  in- 
tensive evaluation  of  inpatient  programs  for  older  persons  to  examine 
whether  the  kinds  of  social  support  they  have,  the  kinds  of  relation- 
ships they  have  with  other  people  may  not  be  sufficiently  improved  so 
that  some  of  the  senility  and  symptoms  of  that  kind  can  be  ameliorated 
and  can  become  less. 
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Within  the  research  dollars  available  to  us  we  have  also  in  New 
York  City,  for  example,  undertaken  a project  to  assist  those  isolated 
and  to  do  a study  of  those  isolated  older  persons  living  in  SRO,  single 
room  occupancy  hotels,  to  see  whether  they  can  be  assisted  to  function 
more  independently  and  in  happier  fashion  on  their  own. 

Dr.  Egeberg.  I have  had  some  personal  experience  in  working  with 
senile  individuals.  In  California  we  took  100  patients  who  were  con- 
sidered to  be  quite  senile,  with  chronic  brain  syndrome.  They  lay  in 
their  beds  most  of  the  time,  and  almost  all  of  them  incontinent.  Many 
of  them  had  to  be  fed  in  bed.  For  the  most  part,  we*  just  gave  them 
warm  personal  support.  We  added  nurses  to  the  program  and  they 
were  encouraged  to  treat  the  patients  with  special  care.  By  the  end  of 
a year  some  of  the  patients  who  had  been  considered  to  have  chronic 
brain  syndromes  and  were  not  responding  to  any  previous  care  began 
living  together  in  apartments  outside  of  the  institution.  Most  of  them 
are  able  to  feed  themselves  again  and  they  had  begun  to  socialize. 

SIGNIFICANT  ITEMS  IN  HOUSE  AND  SENATE  REPORTS 

Mr.  Flood.  Doctor,  all  of  the  last  couple  of  weeks  we  have  all  been 
here,  as  you  know,  or  heard,  all  of  NIH.  All  of  their  research  justi- 
fications contain  a page  or  pages  on  ‘‘Significant  Items  in  House  and 
Senate  Appropriation  Committee  Reports.” 

Yours  does  not.  Would  you  provide  a statement  for  the  record  now 
and  be  sure  to  include  it  in  your  justifications  in  future  years  ? 

Dr.  Egeberg.  I am  sorry  that  wasn’t  in  there. 

[The  information  follows :] 

Significant  Items  in  House  and  Senate  Appropriations  Committee  Reports 

ACTION  TAKEN  OR  TO  BE  TAKEN 


In  recognition  of  the  need  for  greater 
understanding  of  the  special  mental 
health  problems  associated  with  aging, 
the  NIMH  operates  a section  on  aging 
within  the  Division  of  Special  Men- 
tal Health  programs.  Among  the  re- 
search projects  now  underway  are  ba- 
sic studies  of  biological  mechanisms  of 
aging ; psychiatric  illness  among  the 
aged ; social,  psychological  and  cul- 
tural influences  relating  to  adjustment 
in  later  life ; and  applied  research  dem- 
onstrating innovative  methods  for  as- 
sisting old  persons  to  maintain  opti- 
mum functioning.  Hospital  improve- 
ment projects  are  being  used  to  ad- 
dress problems  of  the  elderly  in  terms 
of  reduction  of  length  of  hospitaliza- 
tion, and  restoration  of  a fully  func- 
tional status.  NIMH  is  working  with 
SRS  and  SSA  on  an  interagency  com- 
munity on  mental  health  services,  ad- 
dressing medicare  and  medicaid  pro- 
grams related  to  mental  health  aspects 
of  caring  for  the  aged,  and  the  devel- 
opment of  alternative  means  of  care. 


ITEM 

1974  House  reports : 

(General  mental  health — ^Research 
grants : 

Committee  expects  the  Na- 
tional Institute  of  Mental 
Health  to  support  the  pursuit 
of  new  leads  in  mental  health 
of  the  elderly  and  research 
into  the  causes  of  senility. 
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Training  grants  and  fellowships : 
The  Committee  considers  it 
very  unwise  to  terminate  or- 
phaseout  all  existing  pro- 
grams, without  a much  more 
careful  analysis  of  their  mer- 
its and  deficiencies. 

Child  mental  health : 

Committee  intends  that  new 
moneys  in  1974  be  made  avail- 
able both  for  the  construction 
of  facilities  as  well  as  for  the 
provision  of  services  and  train- 
ing of  personnel. 


1974  Senate  report : 

General  mental  health : 

The  committee  encourages 
studies  on  the  emotional  and 
psychological  problems  of 
youth  caused  by  ethnic  and  ra- 
cial misunderstanding. 


Alcoholism : 

The  committee  recommends 
that  up  to  $2,500,000  of  1974  in- 
creases be  used  to  develop  and 
implement  a statewide  cam- 
paign against  alcoholism,  as  it 
relates  to  Alaskan  Natives. 


Mental  health  efforts  on  behalf  of 
Vietnam  veterans : 

The  committee  encourages 
continued  emphasis  on  research 
and  service  programs  which 
focus  on  the  long-term  needs 
and  problems  of  veterans  and 
their  families. 


The  mental  health  training  program 
will  support  an  estimated  1,209  new- 
competing  training  grants  and  fellow- 
ships from  funds  appropriated  in  fis- 
cal year  1974. 


During  the  current  fiscal  year,  a 
total  of  37  new  projects  will  be 
awarded  for  children’s  services.  Al- 
though the  strongest  need  is  for  staf- 
fing support,  some  funds  have  been  ear- 
marked for  the  construction  of  child 
mental  health  facilities.  In  the  ma- 
jority of  cases,  however,  child  mental 
health  staffing  grants  are  awarded  to 
existing  Community  Mental  Health 
Centers. 


The  Institute  operate  a Center  for 
Minority  Group  Mental  Health  pro- 
grams for  the  purpose  of  increasing  the 
Nation’s  ability  to  deal  with  the  spe- 
cial needs  of  this  group  through  the  co- 
ordination and  support  of  special  pro- 
grams in  services,  training,  and  re- 
search. Through  its  minority  center, 
NIMH  also  provides  consultation  in  a 
wide  variety  of  programs ; sponsors  con- 
ferences relating  to  minority  mental 
health ; and  participates  in  the  develop- 
ment of  a variety  of  publications  re- 
lating to  its  specialized  area. 

In  1974,  the  National  Institute  on  Al- 
cohol Abuse  and  Alcoholism  is  making 
160  awards  totaling  $2,500,000.  These 
projects  are  designed  to  combat  the  in- 
cidence of  alcoholism  among  the  Alas- 
kan natives,  including  the  development 
of  special  educational  material  designed 
by  Alaskan  Natives  to  address  the 
unique  alcohol  problems  that  exist 
among  this  population. 


The  Institute  is  continuing  collabora- 
tive efforts  with  the  Veterans’  Adminis- 
tration and  the  U.S.  Navy  Center  for  the 
study  of  prisoners  of  war.  The  Institute 
is  working  with  the  veterans’  group  to 
promote  research  into  what  is  generally 
known  as  the  “Post-Vietnam  Syn- 
drome.” In  the  service  area,  several 
community  mental  health  centers  have 
developed  special  therapy  programs  for 
returning  veterans  and  their  families, 
including  veterans  with  drug  problems. 
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MANDATORY  INCREASE  IN  NTH  MANAGEMENT  FUND 

Mr.  Flood.  Please  explain  the  increase  of  $666,000  for  extramural 
research.  On  page  19  of  your  justification. 

Dr.  Egeberg.  I think  that  is  mostly  salary  increases,  mandatory 
items. 

Mr.  Flood.  Take  a look  at  page  19  of  your  justifications.  The  point 
is  what  I refer  to  does  not  mention  salaries,  it  says  ‘‘Other  Objects, 
$666,000.” 

Dr.  Egeberg.  That  then  is  money  we  pay  the  National  Institutes  of 
Health  for  supplies  and  services  received  by  our  intramural  research 
program  in  space  which  we  occupy  at  the  National  Institutes  of 
Health. 

Mr.  Flood.  $666,000. 

Dr.  Egeberg.  We  have  quite  a few  laboratories  at  the  NIH  campus. 

EVALUATION  OF  NIMH  TRAINING  PROGRAM 

Mr.  Flood.  Last  year  we  were  told  that  an  evaluation  of  the  NIMH 
training  program  was  underway.  Has  the  evaluation  been  completed  ? 

Dr.  Egeberg.  I know  that  one  27,000-page  book  is  out. 

Mr.  Flood.  Has  the  evaluation  been  completed? 

Dr.  Plaut.  No,  sir.  We  have  only  a very  preliminary  set  of  findings 
at  this  point. 

Mr.  Flood.  It  has  not.  If  and  when  it  is,  before  the  record  goes  to 
print,  will  you  put  a summary  of  it  in  the  record? 

Dr.  Plaut.  We  will  be  glad  to,  Mr.  Chairman. 

[The  information  follows:] 

Condensed  Preliminary  Reports  Followup  Survey  of  AHMH-Suppdrted  Train- 
ees, 1948-68 

The  overriding  goal  of  all  NIMH  training  programs  since  1948  has  been  to 
increase  the  number  and  improve  the  quality  of  mental  health  workers.  The 
mechanism  employed  has  been  grants  to  training  institutions  to  enable  them 
to  upgrade  their  programs,  employ  additional  teaching  staff,  and  provide  stipends 
to  their  students.  It  was  hoped  that  these  students  would  then  go  on  to  be 
leaders  in  their  fields,  conducting  research,  teaching,  supervising  and  becoming 
mental  health  administrators  as  well  as  providing  needed  clinical  services.  In  an 
attempt  to  determine  whether  or  not  this  indeed  was  the  case,  a study  was 
conducted  in-house  by  staff  who  administer  the  Institutes  Division  of  Man- 
power and  Training  programs. 

This  report  summarizes  the  findings  of  the  followup  survey  of  the  profes- 
sional characteristics  and  work  patterns  of  persons  receiving  support  for  their 
education  under  the  training  grants  and  fellowship  programs  of  the  National 
Institute  of  Meneal  Health.  Results  from  only  the  four  core  mental  health 
disciplines  of  psychiatry,  psychology,  social  work  and  psychiatric  nursing  will 
be  discussed.  This  furnishes  a general  view  of  the  current  work  of  a sample  of 
the  individuals  who  received  NIMH  stipends  during  their  mental  health  training. 
When  the  additional  questions  are  tabulated,  some  time  in  1974,  further  informa- 
tion will  be  provided  on  the  career  patterns  of  these  individuals  and  how  their 
employment  and  activities  have  changed  over  the  years. 

This  survey  was  conducted  in  November  1972,  and  answers  pertain  to  activi- 
ties at  that  time.  Quetionnaires  were  mailed  to  over  9,000  NIMH  trainees  in 
the  four  professional  mental  health  disciplines,  approximately  one-third  of  those 
who  had  received  stipends  from  1948  to  1968.  The  latter  year  was  chosen  as  a 
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Psychiatric  mental  health  nursing  is  the  specialty  area  listed  by  a majority 
of  the  nurses  (54  percent;  an  additional  4 i>ercent  are  in  therapy  or  counseling, 
3 percent  in  child  psychiatric  nursing,  and  3 percent  in  clinical  psychiatry. 
Fifteen  percent  specialize  in  nursing  education.  Other  areas  include  medical  and 
surgical,  public  health  and  school  nursing.  Thirty-seven  percent  of  the  respond- 
ing nurses  report  exi)erience  in  community  mental  health  centers,  but  only  a 
third  of  these  have  been  employed  by  a center  for  more  than  2 years.  More  than 
half  (51  percent)  of  the  nurses  who  currently  work  in  the  centers  do  so  on  a 
full-time  basis,  and  24  percent  work  there  10  hours  a week  or  less. 

Mr.  Flood.  Will  you  also  please  provide  the  committee  V^ith  a copy 
of  the  report  ? 

Dr.  Plaijt.  YeSj  sir. 

PHASEOUT  OF  SUPPORT  FOR  MENTAL  HEALTH  TRAINING  PROGRAMS 

Mr.  Flood.  In  this  proposal  to  phase  out  mental  health  training  sup- 
port, which  is  in  the  budget,  is  that  essentially  the  same  as  you  had 
in  last  year’s  proposal  ? 

Dr.  Egeberg.  Yes,  sir ; the  mental  health  training  grants  go  partly  to 
the  institution  to  strengthen  it  and  partly  to  the  students. 

Mr.  Flood.  Last  year  you  proposed  to  fund  some  new  kinds  of 
training  programs  which  you  called  demonstration  projects,  develop- 
mental activities,  and  things  like  that,  and  continuing  education.  Dr. 
Brown  was  very  enthusiastic  about  this.  So  we  all  were.  This  year 
despite  all  of  that,  they  seem  to  be  out  along  with  all  of  the  other 
training  programs.  What  happened?  Did  something  happen  on  the 
way  to  the  forum  or  what  ? 

Dr.  Egeberg.  There  is  a broad  feeling  in  the  administration  that 
training  grants  have  accomplished  what  they  were  meant  to  accom- 
plish. Categorical  support  for  training  programs  are  no  longer  consid- 
ered to  be  a direct  Federal  responsibility  and  they  are  being  phased  out. 
This  applies  to  all  training  programs  except  the  research  fellowships 
program  which  will  be  continued. 

Mr.  Flood.  For  the  record  let’s  have  a statement  containing  all  the 
persuasive  arguments  that  you  can  think  of  for  the  phasing  out  of 
the  NIMH  training  programs.  And,  two,  the  revised  versions  of  the 
two  tables  on  pages  26  and  27  of  the  justifications  reflecting  when  you 
do  the  1973  appropriations  that  were  released  in  1974. 

Dr.  Egeberg.  I think  they  are  reflected. 

Mr.  Flood.  This  is  for  the  record.  Two,  funding  grants  of  2 years 
and  three,  the  comparable  amount  in  1972  and  1973.  You  can  see 
what  I am  doing. 

Dr.  Egeberg.  You  are  going  back  to  1972. 

Mr.  Flood.  Watch  your  flanks. 

A table  showing  the  number  of  trainees  supported,  and  by  academic 
field,  in  1971, 1972, 1973, 1974,  and  1975. 

[The  information  follows :] 

Rationale  for  Phaseout  of  Training  Programs 

Manpower  and  training  support  activities  were  inaugurated  in  1947  to  help  meet 
a nationwide  shortage  of  mental  health  manpower  required  to  satisfy  growing 
demands  for  mental  health  services.  Federal  support  involved  two  closely  inter- 
related components : 

1.  Assistance  to  medical  schools  and  other  health-related  professional  and 
academic  institutions  to  develop  their  teaching  capability  in  psychiatry,  psy- 
chiatric nursing,  psychiatric  social  work,  and  psychology. 
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2.  Assistance  to  students  through  stipends  for  professional  training  in 
mental  health  fields. 

These  two  basic  thrusts  have  continued  to  date,  with  training  funds  being  about 
equally  distributed  between  the  two  components.  Today,  the  great  majority  of 
professional  schools  and  academic  institutions  providing  graduate  education  in 
mental  health  specialties  derive  some  significant  portion  of  their  funding  for 
teaching  activities  from  NIMH  programs.  Similarly,  though  to  a somewhat  less 
extent,  students  entering  these  fields  receive  financial  support  through  NIMH 
stipends.  In  addition,  students  not  receiving  direct  stipend  support,  benefit  from 
institutional  teaching  capability  developed  through  NIMH  support. 

It  is  now  believed  that  these  programs  of  Federal  support  in  mental  health 
manpower  and  training  are  no  longer  required.  Professional  schools  and  academic 
departments,  having  built  a reasonable  teaching  capability  through  NIMH  sup- 
port, should  now  be  able  to  compete  for  continued  funding  from  other  sources. 
Graduate  and  postgraduate  students  entering  the  mental  health  professions  can 
secure  loans  or,  where  eligible,  apply  for  the  expanded  general  educational  assist- 
ance available  to  all  graduate  students  through  the  Oflace  of  Education. 

Although  some  mental  health  manpower  shortages  still  exist  in  some  geographic 
areas,  it  is  felt  that  these  can  best  be  met  through  local  rather  than  Federal 
initiatives.  Overall,  the  current  production  rate  of  professionally  trained  mental 
health  manpower,  and  the  size  of  the  current  national  manpower  pool,  appear 
to  be  adequate  to  meet  current  demands  for  services. 

With  respect  to  the  field  of  psychiatry,  there  is  a continuing  and  substantial 
infiow  of  foreign  medical  graduates  who  enter  this  specialty,  again  serving  to 
offset  the  need  for  special  Federal  support  to  increase  the  numbers  of  physicians 
in  this  field. 

It  is  felt  that  the  same  general  principles  also  apply  to  training  activities  in 
research  training,  experimental  training,  continuing  education  and  paraprofes- 
sional  training.  It  should  be  noted  that  it  is  proposed  to  continue  a small  program 
for  postdoctoral  research  fellows  in  priority  mental  health  research  areas  for 
which  a manpower  shortage  has  been  established.  Similarly,  it  is  felt  that  there 
is  no  need  to  continue  a program  of  technical  assistance  to  State  and  local  mental 
health  authorities  since  such  assistance  can  be  obtained  from  sources  other  than 
the  Federal  Government. 

In  accordance  with  the  foregoing,  therefore,  all  mental  health  manpower  and 
training  activities  are  proposed  for  phaseout,  beginning  in  fiscal  year  1075  (except 
for  the  small  program  for  postdoctoral  research  fellows) . 

No  new  awards  are  projected  for  any  training  grants  (either  for  institutional 
or  student  support)  during  fiscal  year  1975.  Technical  assistance  activities  to 
States  and  localities  in  the  area  of  training  and  manpower  development  will  also 
be  phased  out  in  fiscal  year  1975. 

MULTIYEAR  FUNDING  OF  TRAINING  GRANTS 

In  fiscal  year  1972,  eight  training  grants  totaling  $936,000  received  full  funding 
on  a multiyear  basis.  Of  these,  three  grants  totaling  $404,000  were  National  Insti- 
tute of  Mental  Health  training  grants,  while  the  remaining  were  administered  by 
the  National  Institute  on  Alcoholism  and  Alcohol  Abuse.  In  fiscal  year  1973,  five 
training  grants  totaling  $485,000  received  full  funding  on  a multiyear  basis  from 
the  National  Institute  on  Drug  Abuse. 
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• TRAINEE  STIPEND  AND 

RESEARCH 

FELLOWSHIP  AWARDS, 

FY  1971-1975 

Discipline  or  Program 

Number  Of  Trainee 

Stipends  or  Fellowship  Awards 

1971 

1972 

1973  1/ 

Est.  1974 

Est. .1975 

Training  Grants 

9,853 

9,801 

6,817 

8,596 

5,762 

Psychiatry 

3,560 

3,342 

1,480 

2,585  ‘ 

1,422 

Graduate 

(1,820) 

(1,852) 

(1,375) 

(1,759) 

(1,296) 

' "Undergraduate" 

(1,407) 

(1,310) 

- 

(655) 

- 

General  Practitioner 

(333) 

(180) 

(105) 

a7i) 

(126) 

Behavioral  Sciences 

3,032 

3,275 

2,753 

3,111 

2,294 

Psychology 

(2,022) 

(2,241) 

a, 879) 

(2,129) 

(1,569) 

Social  Sciences 

(580) 

(551) 

(537) 

(523) 

(386) 

Biological  Sciences 

(401) 

(428) 

(315) 

(407) 

(300) 

Special  Programs 

(29) 

(55) 

(22) 

(52) 

(39) 

Psychiatric  Nursing 

1,328 

1,287 

812 

1,098 

718 

Social  Vfork 

1,420 

1,476 

1,044 

1,402 

1,033 

Experimental/Special  < 

513 

328 

605 

312 

230 

Continuing  Education^/ 

- 

- 

- 

- 

New  Careers 

- 

93 

123 

88 

65 

Fellowships 

677 

553 

198 

231 

305 

Predoctoral  ^ ^ 

546 

387 

129 

- 

Postdoctoral 

90 

100 

39 

. --  125 

277 

Special 

41 

66 

30 

- 

- 

Institutional  Awards 

- 

- 

- 

12 

28 

— These  are  the  numbers  of  stipends  that  could  be  supported  under  the 
policy  of  program  phase-out.  Restoration  of  funds  appropriated  in  FY 
1973  made  it  possible  to  provide  additional  stipends,  but  the  numbers 
of  such  additional  awards  cannot  be  reported  accurately  at  this  time. 

U Trainee  stipends  are  not  usually  provided  in  continuing  education 

programs  since,  in  general,  the  training  is  on  a short-term  or  part-time 
basis. 
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Includes  $900,000  multi-year  funded  out  of  1974  funds. 
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1/  Includes  General  Practioner  Training  Program 
2^/  Excludes  $1,500,000  multi-year  funded. 

3/  Includes  $900,000  multi-year  funded  out  of  19T^  funds. 
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DECTvTXE  OE  HEROIN  ADDICTION 

Mr.  Flood.  Are  there  grounds  for  believing  that  heroin  abuse  is  on 
the  decline  ? 

Dr.  Egeberg.  Yes,  sir.  The  man  sitting  behind  me  can  speak  very 
clearly  to  that.  Dr.  E>uPont. 

Dr.  DuPont.  One  of  the  main  indicators  reflecting  the  decline  has 
been  the  reduced  demand  for  treatment  relative  to  the  total  treatment 
capacity.  As  a consequence  waiting  lists  of  heroin  addicts  seeking 
treatment  are  virtually  a thing  of  the  past,  particularly  in  the  larger 
cities  of  the  United  States. 

Simultaneously  there  has  been  a reduction  in  the  overdose  death  rate 
and  a reduction  in  the  serum  hepatitis  rate  related  to  the  abuse  of 
heroin.  This  decline  in  heroin  abuse  is  now  a common  report  from  most 
cities  in  the  United  States. 

Mr.  Flood.  Give  us  any  statistics  that  you  have  on  the  incidence  of 
heroin  addiction  compared  with  past  years  for  the  number  of  years 
you  think  would  show  the  picture. 

Dr.  DuPont.  Yes,  sir. 

[The  information  follows :] 

Statistics  on  the  Incidence  of  Heroin  Addiction 

A number  of  indicators  illustrate  the  downward  national  trend  of  heroin 
addiction. 

1.  New  heroin  addicts  reported  to  the  Bureau  of  Narcotics  and  Dangerous 
Drugs  (BNDD)  by  State  and  local  jurisdiction  during  the  years  1967  to  1972 
increased  from  6,009  to  22,383,  but  dropped  to  16,446  in  1973. 

2.  The  National  Institute  on  Drug  Abuse  reports  that  during  the  period 
1966-73,  of  the  number  of  patients  admitted  for  treatment  of  heroin  abuse  for 
the  first  time  at  reporting  clinical  facilities  in  32  indicator  communities,  those 
who  used  the  drug  for  the  first  time  rose  from  675  in  1966  to  a peak  of  1,583  in 
1969,  and  then  dropped  to  115  in  1973. 

3.  The  Drug  Enforcement  Agency  reports  heroin-related  deaths  in  the  United 
States  have  declined  significantly,  with  24  cities  reporting  a total  of  51  during 
the  second  quarter  of  fiscal  year  1973,  15  during  the  third,  and  14  during  the 
fourth. 

4.  The  Drug  Enforcement  Agency  also  reports  that  in  24  major  U.S.  cities  the 
number  of  narcotic  (including  heroin)  addicts  dropped  by  15,964  from  June  30, 
1972  to  June  30, 1974. 

Mr.  Flood.  To  what  do  you  attribute  this  decrease  in  heroin  addic- 
tion? 

Dr.  DuPont.  There  are  three  factors  that  have  contributed  to  it. 
First  is  the  availability  of  treatment.  For  many  years  in  this  country 
people  addicted  to  heroin  had  no  access  to  treatment.  Their  only  re- 
course was  to  manage  their  habit  by  turning  to  the  pusher  which 
necessitated,  in  many  cases,  adjusting  to  a criminal  lifestyle.  So  that 
is  one. 

Second,  the  law  enforcement  and  international  efforts  aimed  at  re- 
ducing the  supply  of  heroin  have  had  a remarkable  degree  of  success 
particularly  in  the  last  18  to  24  months. 

Finally,  and  perhaps  most  importantly,  there  is  a considerable 
change  in  community  attitudes,  particularly  among  young  people  who 
now  see  the  self-destructive  aspects  of  heroin  use. 

Mr.  Flood.  How  long  have  you  been  onboard.  Doctor? 

Dr.  DuPont.  I have  been  fighting  the  heroin  problem  for  5 years, 
first  with  the  District  of  Columbia. 
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Mr.  Flood.  In  this  shop  ? 

Dr.  DuPont.  I have  been  with  this  shop  9 or  10  months. 

Mr.  Flood.  You  have  been  around  town  9 or  10  years? 

Dr.  DuPont.  Since  1966. 

NUMBER  OF  MARIHUANA  USERS 

Mr.  Flood.  Is  use  of  marihuana  increasing? 

Dr.  DuPont.  No,  it  is  not.  In  part,  the  number  of  marihuana  users 
appears  to  have  stabilized  within  the  last  year  or  two,  which  is  a re- 
markable finding. 

It  appears  that  among  the  adults  in  the  United  States,  that  is,  people 
who  are  15  years  of  age  and  older,  that  about  one  in  seven  have  used 
marihuana.  That  number  has  been  relatively  constant  for  the  last  2 
years.  This  is  a change  from  the  previous  6 or  8 years  when  each  year 
saw  a rather  dramatic  increase  over  the  previous  year.  I don’t  want  to 
make  too  much  of  that  but  it  is  a change  from  progressive  increases  to 
relative  leveling  off  in  terms  of  the  amount  of  marihuana  used  in  the 
United  States.  We  estimate  there  are  about  13  million  people  in  the 
United  States  who  now  use  marihuana  on  a regular  basis  and  about 
25  or  26  million  who  have  used  it  at  least  once. 

Mr.  Flood.  With  all  of  the  research  going  on  in  connection  with 
marihuana  and  the  use  of  marihuana,  what  does  it  indicate  with  rela- 
tion to  harmful  effects,  if  any,  from  the  use  of  marihuana  ? 

Dr.  DuPont.  I don’t  think  one  can  say  marihuana  is  a safe  drug.  On 
the  other  hand  we  have  not  found  to  be  true  the  dire  predictions  of 
earlier  years  which  forecast  serious  physical  problems  arising  from  use 
of  the  drug. 

At  the  moment  our  primary  concern  is  with  the  effect  of  the  intoxi- 
cation itself ; for  example,  on  driving  performance  studies  have  shown 
that  marihuana  intoxication  can  affect  both  motor  and  intellectual 
performance.  Marihuana  smokers,  like  people  who  drink  alcohol,  often 
recognize  that  they  should  not  use  the  drug  when  they  have  to  con- 
centrate. It  diminishes  their  ability  to  perform  work  and  drive  vehicles. 
In  terms  of  long  term 

HARMFUL  EFFECTS  OF  MARIHUANA 

Mr.  Flood.  Harmful  effects  ? 

Dr.  DuPont.  A number  of  question  marks  still  remain  but  we  have 
not  found  chronic  harmful  effects  from  the  use  of  marihuana.  We  are 
concerned  about  the  long-term  effects  of  regular  use  of  large  amounts 
of  marihuana  over  time. 

We  are  still  quite  concerned  about  the  irritant  effects  on  the  lung  of 
inhaling  a foreign  substance.  This  concern  is  similar  to  the  problem 
of  tobacco  smoking.  I would  point  out  to  you,  Mr.  Chairman,  that 
marihuana  smokers,  unlike  cigarette  smokers,  rarely  smoke  continu- 
ously throughout  the  day.  Even  a heavy  marihuana  smoker  rarely 
smokes  more  than  once  or  twice  during  the  day  whereas,  as  you  know, 
the  typical  cigarette  smoker  smokes  10  to  20  cigarettes  a day.  So  the 
amount  of  irritants  entering  the  lung  is  quite  different  in  the  two 
situations. 
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Mr.  Flood.  Wlien  you  say  smoking  of  marihuana  cigarettes,  is  the 
reaction  immediate  ? 

Dr.  DuPoxt.  Yes,  sir. 

REDUCTIOX  IX  BUDGET  REQUEST  FOR  DRUG  ABUSE  PROGRAMS 

Mr.  Flood.  Dr.  Egeberg,  has  the  situation  with  respect  to  drug  abuse 
improved  any  at  least  to  the  effect  that  we  can  afford  to  cut  in  the 
spending  for  all  of  your  drug  abuse  programs  ? Can  we  afford  to  cut 
this  by  $55  million  as  is  proposed  in  the  budget  ? 

Dr.  Egeberg.  There  are  a number  of  reasons  why  this  is  logical. 
I would  rather  Dr.  DuPont  gave  them. 

Mr.  Flood.  A number  of  reasons  why  it  is  logical  to  cut  $55  million 
in  the  drug  abuse  program  ? 

Dr.  DuPoxt.  It  is  not  logical  to  reduce  our  capacity  to  respond  to 
the  drug  abuse  problem.  This  budget,  while  it  appears  to  indicate  that, 
in  reality  does  not  for  a number  of  reasons. 

The  primary-  one  is  that  we  had  funds  available  for  fiscal  year 
1975  in  the  Department  of  Health,  Education,  and  Welfare  from  fiscal 
1973,  these  were  not  impounded  fimds  but  funds  appropriated  with 
2-year  availability.  Because  of  this,  these  funds  are  available  for 
obligation  in  fiscal  year  1974. 

Smee  we  have  sufficient  funds  to  in  our  fiscal  year  1974  appropria- 
tions to  maintain  present  treatment  capacity  we  will  utilize  $17  mil- 
lion of  these  funds  to  pay  fiscal  year  1975  continuation  commitments. 

In  addition  we  had  a number  of  treatment  service  contracts  that 
were  of  a 1-year  nature ; these  were  set  up  to  deal  with  the  crisis  facing 
us  a year  ago.  This  crisis  has  been  met  and  we  are  now  able  to  meet 
treatment  demands  within  our  regular  treatment  service  programs. 

Finally  there  is  a reduction  in  the  amount  of  Federal  participa- 
tion in  these  programs  as  most  grants  are  funded  with  a declining 
matching  Federal  rate. 

I am  saying  that  there  is  no  programmatic  reduction  in  our  ability 
to  provide  treatment  for  drug  abuse  reflected  in  the  fiscal  year  1975 
budget  even  though  the  numbers  might,  at  first  sight  suggest  the 
contrary. 

Mr.  Flood.  I will  tell  you  what  you  do.  That  is  quite  a statement. 
This  is  an  appropriations  committee.  Will  you  try  when  you  get  the 
record  to  translate  that  for  the  record  into  dollars  and  come  out  with 
$55  million.  I dare  you. 

Dr.  DuPoxt.  I think  I can  come  close  and  will  accept  the  challenge. 

[The  information  follows :] 

Explanation  of  $55  Million  Reduction  in  Drug  Abuse 

The  reduction  of  $55,799,000  in  drug  abuse  programs  is  the  net  result  of  a num- 
ber of  changes.  The  majority  of  the  reduction  occurs  in  the  Institute’s  training 
program  and  community  program  of  project  grants  and  contracts  for  treatment 
and  rehabilitation  and  demonstration. 

The  reduction  in  the  training  program  area  is  $5,169,000  and  reflects  the  Ad- 
ministration’s decision  to  phaseout  Federal  support  for  categorical  training 
programs. 

The  reduction  for  community  programs  is  $60.649,000 : however,  this  reduction 
is  partially  offset  by  an  increase  of  $10  million  for  formula  grants  to  States.  De- 
spite the  reduction  in  the  level  of  obligations  for  project  grants  and  contracts,  it 
is  important  to  emphasize  that  our  existing  treatment  capacity  will  be  maintained 
at  the  current  level  of  95,000  slots  in  both  flscal  years.  This  level  is  adequate  to 
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support  not  only  all  addicts  who  volunteer  for  treatment  but  others  as  well  that 
will  be  brought  into  treatment  programs  as  a result  of  an  expanded  outreach 
program. 

There  are  three  major  reasons  why  the  Drug  Abuse  Institute  will  be  able  to 
maintain  its  existing  treatment  capacity  despite  a reduction  in  funds.  First, 
since  w’e  already  have  adequate  funded  treatment  capacity  excess  funds  are 
available  in  1974  to  forward  fund  grants  that  would  normally  be  funded  in  fiscal 
year  1975.  The  amount  of  money  involved  is  $17  million.  Rather  than  have  these 
funds  lapse  in  the  current  fiscal  year,  we  are  proposing  that  they  be  used  to 
fund  in  advance  the  continuation  costs  of  a number  of  grants  th^t  will  require 
continuation  support  in  fiscal  year  1975.  An  alternative  would  have  been  to 
allow  this  excess  to  remain  unobligated  this  fiscal  year  and  increase  our  1975 
budget  request  by  $17  million. 

The  second  reason  for  the  reduction  results  from  the  fact  that  a number  of  proj- 
ects which  will  be  funded  in  the  current  fiscal  year  will  not  require  continua- 
tion support  in  fiscal  year  1975,  These  are  primarily  contracts  which  were  re- 
quired for  1 year  only  to  quickly  expand  treatment  capacity  in  areas  where  the 
demand  for  services  exceeded  the  capacity.  In  the  future,  this  demand  will  be  ab- 
sorbed within  existing  community  treatment  facilities.  The  fiscal  year  1974  level 
of  these  nonrecurring  costs  is  approximately  $14  million. 

Finally,  the  majority  of  treatment  project  grants  and  contracts  supported  by  the 
Drug  Abuse  Institute  are  awarded  on  a matching  basis.  This  means  that  non- 
Federal  funds  are  required  to  match  Federal  funds  awarded  on  each  project.  Un- 
der existing  regulations  the  non-Federal  share  for  each  project  increases  annually 
thus  reducing  the  Federal  commitment.  This  decrease  in  the  Federal  share  of 
each  project  accounts  for  most  of  the  remaining  reduction  in  community  pro- 
gram funding  requirements. 

Mr.  Flood.  The  Secretary  recently  wrote  me  a letter,  Doctor,  propos- 
ing to  reprogram  $10  million  from  project  grants  to  formula  grants  in 
fiscal  1974.  Is  this  reprograming  reflected  in  your  budget  request? 

Dr.  DuPont.  Yes,  sir. 

Mr.  Flood.  And  then,  of  course,  for  the  record  you  will  show  us  to 
what  extent  and  why. 

Dr.  DuPont.  Yes,  sir. 

[The  information  follows :] 

Reprograming  of  Funds  for  Drug  Abuse  Formula  Grants 

It  is  the  intent  that  the  Federal  role  in  drug  abuse  activities  shift  in  emphasis 
from  the  direct  performance  of  drug  abuse  preventive  functions  to  a more  sup- 
j)ortive  role.  Pull  attention  is  bding  given  to  preparing  State  and  local  agencies 
to  become  the  primary  focus  of  future  prevention  activities. 

In  light  of  this  it  is  appropriate  and  desirable  that  $10  million  be  reprogramed 
from  drug  abuse  treatment  projects  to  formula  grants.  The  funds  are  available 
for  reprograming  from  the  $31.9  million  unobligated  balance  from  the  fiscal  year 
1973  appropriation  carried  over  for  use  in  fiscal  year  1974.  This  will  provide 
States  with  additional  resources  to  assume  a greater  responsibility  for  all  phases 
of  drug  abuse  programs  including  planning,  treatment  services,  information  devel- 
opment and  reporting,  prevention,  training  and  program  administration. 


FORMULA  FOR  DISTRIBUTING  DRUG  ABUSE  GRANTS  TO  STATES 

Mr.  Flood.  Are  you  proposing  a change  in  the  formula  for  distribu- 
tion of  the  formula  grants  in  drug  abuse  ? 

Dr.  DuPont.  Yes,  sir,  we  are. 

Mr.  Flood.  Tell  me  about  that  change  in  the  formula  and  when  will 
the  new  formula  go  into  effect  ? 

Dr.  DuPont.  The  new  formula  will  go  into  effect  in  fiscal  1974.  Ba- 
sically it  represents  a relatively  modest  change  made  in  response  to 
requests  bv  the  States.  We  have  moved  a wav  from  a special  formula 
for  drug  abuse  to  the  general  Health,  Education,  and  Welfare  formula, 
which  States  are  much  more  comfortable  working  with. 
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EXTEXT  OF  ALCOHOL  PROBLEM 

Mr.  Flood.  Doctor,  will  you  give  whatever  statistics  you  have. 
You  gave  some  attention  to  it  in  your  statement.  Will  you  give  us  what- 
ever statistics  you  have  which  indicate  ^he  extent  that  alcoholism  still 
exists,  how  many  alcoholics  in  the  United  States,  is  the  problem  getting 
better,  is  it  getting  worse. 

Dr.  Egebert.  I think  Dr.  Chafetz  would  like  to  say  a few  words  on 
this. 

Dr.  Chafetz.  I was  struck  with  your  questioning  of  Dr.  DuPont 
about  the  apparent  decrease  in  heroin  in  this  country  as  well  as  the 
apparent  stabilization  of  the  former  increase  of  marihuana  use.  The 
same  does  not  hold  true  in  the  situation  of  alcohol  abuse  and  alcohol- 
ism. As  a matter  of  fact,  there  is  increasing  evidence  that  the  reason 
perhaps  that  young  people  are  no  longer  using  heroin,  and  not  increas- 
ing their  use  of  marihuana,  is  because  they  switched  to  our  drug,  alco- 
hol; there  is  increasing  evidence  that  along  with  the  increasing  use 
there  are  increasing  problems. 

For  example,  a recent  comparison  of  the  FBI  Uniform  Crime  Sta- 
tistics show  that  among  young  men  below  the  age  of  18,  there  was  a 
200-percent  increase  in  arrests  for  alcohol  intoxication  in  the  10-year 
comparative  study,  and  among  women  below  the  age  of  18,  the  arrest 
record  for  alcohol  intoxication  rose  by  better  than  300  percent.  There 
are  other  indicators  that  show  that  the  big  switch  is  on  from  other 
drugs  to  alcohol  with,  of  course,  the  attendant  problems  that  the  adult 
population  has  already  suffered  and  is  continuing  to  suffer. 

5lr.  Flood.  Is  there  any  indication  that  the  money  that  has  been 
spent  in  combating  alcoholism— we  started  the  attack  in  the  past  sev- 
eral years — has  had  an  effect  ? 

Dr.  Chafetz.  I think  we  must  be  realistic.  As  you  well  know,  Mr. 
Chairman,  this  has  been  a problem  that  goes  back  to  the  beginning  of 
our  country  and  this  is  really,  with  the  creation  of  the  Xational  Insti- 
tute some  3 years  ago,  the  first  concerted  Federal  attack  on  this. 

I would  loath  to  tell  you  that  we  have  licked  the  problem,  as  much  as 
I would  like  to  say  that.  I think  we  have  made  important  inroads. 

For  example,  since  the  creation  of  the  Institute  all  50  States  now 
have  significant  alcoholism  programs  going.  Forty-nine  of  the  50 
States  have  occupational  alcoholism  programs  going.  The  Indian  peo- 
ple who  have  been  ravaged  by  alcoholism,  with  twice  the  national  inci- 
dence, have  their  own  Indian  alcoholism  program  going  and  showing 
remarkable  changes. 

Let  me  give  you  some  statistics.  Prior  to  the  establishment  of  the 
XIAAA  Indian  alcoholism  program,  no  self-respecting  Indian  person 
would  go  to  AA.  The  attendance  of  the  group  setup  among  the  Indian 
people  was  zero. 

In  the  interim,  since  we  have  begun  funding  Indian  alcoholism 
programs,  there  are  more  than  100  AA  groups  for  Indian  people. 
The  recovery  rate  in  their  program  shows  us  that  50  percent  are  re- 
covering in  remarkable  ways  as  reflected  in  their  drinking  patterns, 
in  their  ability  to  earn  a living  and  get  off  welfare  rolls.  lYe  are  very 
enthusiastic. 

I must  say  to  you  that  our  evaluation  systems  show  in  other  areas, 
some  of  our  money  is  not  bringing  the  results  we  want.  Some  of  the 
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people  are  still  doing  more  of  the  same,  waiting  for  the  late  stages,  not 
reaching  out,  and  we  have  to  make  some  important  impact. 

Mr.  Flood.  That  is  an  excellent  statement  you  have  made  on  both 
questions. 

Dr.  Chafetz.  Thank  you. 

PROPOSED  REDUCTION  IN  APPROPRIATION  FOR  NIAAA 

Mr.  Flood.  It  makes  me  ask  this  question:  The  budget  proposes  to 
cut  appropriations  for  alcoholism,  all  the  programs,  despite  what  you 
have  just  said,  $38  million.  Why  do  you  cut  it?  Is  that  because  the 
problem  has  become,  in  spite  of  what  you  say,  less  serious  or  is  the 
program  despite  what  you  said  ineffective  or  are  there  other  reasons  ? 

Dr.  Chafetz.  I think,  as  you  well  know,  as  chairman  of  the  Appro- 
priations Subcommittee,  money  doesn’t  always  reflect  interest  in  seri- 
ousness of  a problem.  I think  that  the  issue  is  as  follows : 

Of  course  you  recognize  as  well  as  I that  this  is  an  unusual  budgetary 
exercise  because  we  have  the  release  of  impounded  1973  moneys  as 
well  as  the  increased  appropriations  for  1974. 

For  example,  in  the  category  of  research,  the  President’s  budgetary 
request  shows  an  increase  in  research  money.  Training  and  community 
assistance  decrease  but  there  are  very  good  reasons  for  that. 

First  of  all,  remember  that  the  alcoholism  program  has  a strong 
formula  grant  program. 

Mr.  Flood.  Programs.  lAhat  I am  asking  about  is  the  $38  million  cut 
in  programs. 

Dr.  Chafetz.  You  have  got  to  remember,  Mr.  Chairman,  many  of 
our  projects  and  programs  were  demonstration  studies,  and  they  are 
reaching  the  conclusion  of  their  studies  with  the  intent  and  hope  that 
State  and  local  communities  will  take  over  their  flnancing. 

Mr.  Flood.  Of  course  you  are  asking  now  $1,700,000  for  research 
contracts. 

Dr.  Chafetz.  Yes,  sir. 

PROPOSED  INCREASES  IN  1975  FOR  ALCOHOL  RESEARCH  CONTRACTS 

Mr.  Flood.  To  whom  do  you  award  these  contracts?  You  want  $1.7 
million  for  contracts.  Who  gets  the  contracts,  what  kind  of  research  ? 

Dr.  Chafetz.  One  of  the  things  we  are  busily  studying,  Mr.  Chair- 
man, is  the  fact 

Mr.  Flood.  Wlio  gets  them  in  the  first  place  ? 

Dr.  Chafetz.  Strangely  enough  we  have  put  out  a KFP  for 
private 

Mr.  Flood.  Better  translate  that  for  the  record. 

Dr.  Chafetz.  I may  not  be  able  to.  That  is  a request  for  a proposal, 
published  in  the  Commerce  Business  Daily,  for  private  profitmaking 
organizations,  private  nonprofit  institutions,  universities,  or  other 
institutions  to  do  some  specific  kind  of  alcoholism  research  under 
contract.  The  $1,700,000  in  the  1975  budget  for  research  contracts  will 
be  used  for  contracts  to  study  the  drinking  practices  and/or  char- 
acteristics of  alcohol  abusers,  innovative  treatment  techniques,  and 
the  interaction  between  alcoholism  and  other  diseases.  The  results  of 
the  studies  will  be  available  for  publishing  in  the  third  special  report 
on  alcohol  and  health  to  be  submitted  to  Congress  in  1976. 
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ST.  ELIZABETHS  HOSPITAL 

Mr.  Flood.  There  is  no  budget  request  before  the  committee  for  1975 
for  St.  Elizabeths  Hospital,  because  it  is  proposed  to  transfer  the 
Hospital  to  the  District  of  Columbia.  Has  legislation  to  transfer  the 
hospital  beon  introduced  in  Congress  ? If  so,  when  was  the  legislation 
introduced  ? 

Dr.  Plaut.  Identical  pieces  of  legislation  have  been  introduced  in 
the  House  and  Senate.  On  July  20,  1973,  Representative  Quie  intro- 
duced H.R.  9457  which  was  referred  to  the  Committee  on  Education 
and  Labor.  On  August  2,  Senator  Javits  introduced-  S.  2325,  which 
was  referred  to  the  Committee  on  Labor  and  Public  Welfare. 

Mr.  Flood.  Have  hearings  on  it  been  scheduled  ? 

Dr.  Plaut.  No,  sir. 

Mr.  Flood.  Is  there  any  indication  whatever  that  Congress  might  act 
favorably  on  such  legislation  ? 

Dr.  Plaut.  To  my  knowledge,  we  have  received  no  definite  indica- 
tions either  for  or  against  the  legislation.  My  impression  is  that  con- 
gressional opinion  generally  favors  the  principle  of  transfer  to  the 
District,  but  there  are  some  differences  of  opinion  over  the  matter  of 
timing. 

Mr.  Flood.  How  long  do  you  plan  to  wait  before  sending  up  a budget 
request  for  1975  ? 

Dr.  Plaut.  Since  the  transfer  legislation  is  still  pending,  we  propose 
to  wait  until  the  legislation  is  acted  upon.  If  the  transfer  legislation 
has  not  been  acted  upon  by  June  30, 1974,  we  plan  to  submit  a request 
for  special  continuing  resolution  authority  to  continue  the  operation 
of  St.  Elizabeths,  into  1975,  under  its  present  Federal  status. 

Mr.  Flood.  Please  place  in  the  record  the  proposed  1975  budget  for 
St.  Elizabeths  Hospital. 

Dr.  Plaut.  I will  be  happy  to  do  so.  This  will  be  the  budget  which 
assumes  the  transfer,  and  requests  the  establishment  of  a Federal 
payment  to  the  District  of  Columbia. 

[The  material  follows :] 

St.  Elizabeths  Hospital  (Reflects  Proposed  Transfer  to 
District  of  Columbia) 

APPROPRIATION  ESTIMATE 

[St.  Elizabeths  Hospital] 

[For  expenses  necessary  for  the  maintenance  and  operation  of  the  hospital, 
including  clothing  for  patients,  and  cooperation  with  organizations  or  individu- 
als in  the  scientific  research  into  the  nature,  causes,  prevention,  and  treatment 
of  mental  illness,  $38  million  or  such  amounts  as  may  be  necessary  to  provide  a 
total  appropriation  equal  to  the  difference  between  the  amount  of  the  reimburse- 
ments received  during  the  current  fiscal  year  on  account  of  patient  care  provided 
by  the  hospital  during  such  year  and  $59,524,000.] 

(Department  of  Health,  Education,  and  Welfare  Appropriation  Act,  1974.) 

PAYMENT  FOR  SAINT  ELIZABETHS  HOSPITAL 

For  payments  to  the  District  of  Columbia  for  the'  care  of  Federal  beneficiaries 
at  Saint  Elizabeths  Hospital,  and  in  partial  support  of  the  cost  of  operation  and 
maintenance  of  the  hospital,  $42,340,000.^ 

1 Legislation  has  been  introduced  proposing  that  the  hospital  be  transferred  to  the 
District  of  Columbia.  As  part  of  the  transfer  arrangeent.  the  Department  has  proposed 
a new  appropriation,  “Payment  for  Saint  Elizabeths  Hospital.” 
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DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 
SAINT  ELIZABETHS  HOSPITAL 


Amoimts  Available  for  Obligation 


Appropriation 


1974  > 1973 


$39,910,000  $42,340,000 


Receipts  and  Reimb-urseinents  from: 


Federal  funds  690,000 

Trust  funds  300,000 


Non- Federal  sources 22,408,000 


Total  obligations  ••••••••••«•••••••  $63,308,000  $42,340,000 


Obligations  by  Activity 

1974 

Estimate 

1975 

Estimate 

Increase  or 
Decrease 

Pos. 

Amount 

Pos  • Amount 

Pos. 

Amo\mt 

Clinical  & Com- 
munity Services 

4,132 

$63,308,000 

-4,132 

-$63,308,000 

Payment  for 
Saint  Eliza- 
beths Hospital 

— 

— 

$42,340,000 

— 

+$42,340,000 

Total  ob- 
ligations   

4,132 

63,308,000 

42,340,000 

-4,132 

-20,968,000 
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Obligations  by  Ob.ject 


197‘^ 

Estimate 

1975 

Estimate 

Increase 

or 

Decrease 

Total  number  of  permanent  positions 

• 4,132 

— 

-4,132 

Full-time  equivalent  of  all  other 
positions 

134 

— 

-134 

Average  number  of  all  employees  • • • 

4,125 

— 

-4,125 

Personnel  compensation: 

Permanent  positions  ••••••••••••• 

$43,938,000 

-$43,988,000 

Position  other  than  permanent  • • • 

1, $55, 000 

— 

-1,555,000 

Other  personnel  coirpensation 

3,104,000 

— 

-3,104,000 

Special  personnel  service 
payments  

52,000 

-52,000 

Total  personnel  cocpensation  •••••• 

48,699,000 

— 

-48,699,000 

Personnel  benefits  

4,210,000 

— 

-4,210,000 

Travel  and  transportation  of 
persons  • • 

240,000 

— 

-240,000 

Transportation  of  things  

11.7,000 

-117,000 

Kent,  communications  & utilities 

936,000 

— 

-936,000 

Printing  and  reproduction  

42,000 

— 

-42,000 

Other  services  

1,819,000 

3,717,000 

+1,898,000 

Supplies  and  materials  

6,155,000 

— 

-6,155,000 

Equipment 

937,000 

— 

-937,000 

Lands  and  structures  

176,000 

-176,000 

Grants,  subsidies  and  contributions 

— 

38,623,000 

+38,623,000 

Insurance  claims  and  indemnities  , , 

3,000 

— 

-3,000 

Subtotal  

63,334,000  42,340,000 

-20,994,000 

Deduct  charges  for  quarters  

-26,000 

— 

+26,000 

Total  obligations  by  object 


63,303,000  42,340,000  -20,968,000 
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Summary  of  Chanpces 


1974  estimated  obligations  • 63,308,000 

1975  estimated  obligations  ••••••••••••••••••••*  42,340,000 

Net  change  -20, 908, 000 


Base Change  from  Base 

Pos.  Amount  Pos,  Amount 


Increases : 


A.  Program: 

1,  Establishment  of 
special  account  for 
payment  to  Saint  Eliza- 
beths Hospital  ••••••••  — - — - — - +42,340,000 

Decreases: 

A*  Program: 

1.  Transfer  of  Hospi- 
tal to  District  of 


Columbia  4,132  $63,308,000  -4,132  -63,308,000 

Net  Change  — — -4,132  -20,968,000 


Increases : 


Explanation  of  Changes 


A#  Program: 

!•  A nev/  appropriation  is  proposed  which  will  be  used  to 
reimburse  the  District  of  Columbia  for  treatment  and 
care  of  Federal  beneficiaries  who  v;ill  remain  at  Saint 
Elizabeths  Hospital,  and  to  pay  a subsidy  for  the 
partial  cost  of  care  of  District  residents  and  partial 
costs  of  the  Hospital's  training  and  research  programs. 
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Decreases ; 

A.  ProPTam; 

1.  Legislation  has  been  introduced  proposing  that  the 
organizational  placement  and  administrative  control 
of  the  Hospital  be  transferred  from  the  Federal 
Government  to  the  District  of  Columbia  Government, 
Under  the  terms  of  the  proposed  legislation,  the 
District  Government  v/ill  assume  programmatic  and 
budgetary  responsibility  for  the  Hospital  on  the 
ninety-first  day  after  enactment  of  the  legislation. 
This  estimate  assumes  that  the  transfer  vdll  be 
effective  beginning  in  FY  1975*  The  $20,968,000 
net  decrease  in  obligations  results  principally 
from  the  removal  of  reimbursement  income  from  the 
Federal  account.  Under  the  terms  of  the  transfer, 
reimbursement  income  will  be  budgeted  for  by  the 
District  of  Columbia, 
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Justification 
SAINT  ELIZABETHS  HOSPITAL 


1974 

1975 

Increase  or 

Estimate 

Estimate 

Decrease 

Pos . Amount 

Pos.  Amount 

Pos . Amount 

Personnel  compensa- 


tion & benefits  ..  4,132  $52,909,000  — - -4,132  -$52,909^000 

Other  Expenses  ....  ‘10,425,000  — 42,340,000  — +31,915,000 

Deduct  charges  for 

quarters  -26,000  ■ — +26,000 

Total 4,132  63,308,000  . — 42,340,000  -4,132  -20,968,000 


General  Statement 

Legislation  is  now  pending  before  Congress  transferring  the  program  and 
fiscal  control  of  the  Hospital  from  the  Federal  Government  to  the  District  of 
Columbia.  Under  the  terms  of  the  legislation,  the  District  of  Columbia  will 
budget  for  and  justify  the  operation  of  the  Hospital  under  its  own  appropri- 
ations. An  appropriation  for  a Federal  payment  to  the  District  is  proposed 
for  FY  1975.  Its  nature  and  content  are  described  in  the  material  which 
follows . 

a.  Clinical  and  Community  Services; 

Saint  Elizabeths  Hospital  provides  treatment  and  rehabilitation  for 
approximately  10,200  individual  patients  annually,  v/ith  an  estimated  daily 
average  of  2,950  inpatients  and  2,750  outpatients.  The  Hospital  operates  a 
forensic  psychiatry  and  security  facility  for  the  examination,  treatment  and 
rehabilitation  of  patients  referred  by,  the  courts.  The  Hospital  also  operates 
a coirp>rehensive  community  mental  health  center,  which  serves  about  175,000 
residents  in  the  southeast  quadrant  of  the  District  knov/n  as  "Area  ,D".  Saint 
Elizabeths  also  provides  treatment,  care,  and  rehabilitation  services  for 
various  patient  categories  including  U.S._  Nationals  v/ho  become  mentally  ill 
while  abroad,  residents  of  the  Virgin  Islands  and  U.S.  Soldiers*  Home,  and 
other  categories  of  Federal  beneficiaries.  The  Hospital  conducts  a clinical 
research  program  for  the  purpose  of  obtaining  a better 'understanding,  of  the 
causes  of  mental  disorders ,, and  the  factors  bearing  upon  their  development, 
treatment  and  possible  prevention.  Saint  Elizabeths  also  provides  multi- 
disciplinary clinical  training  for  professional  and  ancillary  personnel 
engaged  in  or  interested  in  mental  health  activities. 
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Transfer  of  Hospital 


Over  eighty- five  percent  of  the  inpatients  and  virtually  all  of  the 
outpatients  at  Saint  Elizabeths  are  residents  of  the  District  of  Columbia, 
Transfer  of  the  Hospital  vill  provide  needed  local  control  over  the  treat- 
ment programs,  and  hospital  operations  affecting  those  patients.  Local 
control  will  also  ensui’e  better  integration  with  other  mental  health  pro- 
grams of  the  District's  Human  Resources  Department.  Further,  transfer  of 
this  facility  is  e:<pected  to  promote  a more  efficient  operating  relation- 
ship vdth  the  District's  criminal  justice  system.  The  proposal  is  con- 
sistent v;ith  the  Departm.ent ' s policy  of  state  and  local  control  of  programs 
that  provide  direct  patient  treatment. 

Under  the  terms  of  the-  proposed  transfer,  the  District  Government  will 
assume  budgetary  responsibility  for  the  Hospital  on  the  ninety- first  day 
after  enactment  of  the  transfer  legislation.  For  planning  purposes, 
the  transfer  of  the  Hospital  to  the  District  Government  is  assumed  to  be  at 
the  beginning  of  FY  1975;  therefore,  no  funds  are  requested  under  this 
activity  to  support  direct  operation  of  Saint  Elizabeths  by  the  Department, 
DHH-/  payments  to  the  District  \vilL  be  budgeted  under  a new  appropriation, 
"Payment  for  Saint  Elizabeths  Hospital", 


b.  Payment  for  Saint  Elizabeths  Hospital; 

Funds  in  this  activity  will  be  used  to  reimburse  the  District  of 
Columbia  for  the  full  cost  of  treatment  and»care  of  Federal  beneficiaries 
who  will  remain  at  the  Hospital  after  the  transfer,  and  to  pay  the  first 
increment  of  v;hat  v;ill  ultimately  be  a subsidy  to  the  District  of  Columbia, 
The  subsidy  will  cover  the  pai'tial  cost  of  care  of  patients  v/ho  are  resi- 
dents of  the  District,  or  who  are  eligible  for  treatment  by  the  Hospital 
by  reason  of  theii-  having  been  found  in  the  District.  The  subsidy  will 
also  cover  the  partial  cost  of  clinical  training  and  research.  The  pro- 
portion of  Federa.1  support  to  the  total  of  the  treat-ment,  training  and 
research  costs  specified  above  will  remain  relatively  stable  for  the  first 
five  years  (approximately  63  percent).  From  the  sixth  through  tenth  years, 
the  level  of  support  will  decrease  on  a straight-line  basis,  reaching  zero 
in  the  eleventh  year.  Ultimately,  the  Federal  share  of  the  operation  will 
be  limited  to  reimbursements  for  the  treacnent  of  Federal  beneficiaries. 
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CLINICAL  AND  COMMUNITY  SERVICES 


Program  Purpose  and  Accomplishments 


i2Z!i 

Pos.  Amount 


4,132  $39,910,000  • — 

Purpose:  Saint  Elizabeths  Hospital  provides  mental  health  treatment,  care 

and  rehabilitation  services.  The  Hospital  operates  a security  treat- 
ment facility  and  a comprehensive  mental  health  center  which  services 
District  of  Columbia  residents  in  the  southeast  quadrant  of  the  city.  Saint 
Elizabeths  also  conducts  a clinical  research  program  and  provic^es  multidis- 
ciplinary clinical  training  for  professional  and  related  personnel. 

Explanation:  The  Hospital  operates  vrLth  an  indefinite  appropriation,  which 

fixes  a total  operating  ceiling  and  provides  that  direct  Federal  appropria- 
tions will  make  up  the  difference  between  the  total  authorized  ceiling  and 
the  amount  of  reimbursements  received  during  the  year.  Virtually  all  reim- 
bursements received  are  for  inpatient  care.  The  principal  reimbursing  agency 
is  the  District  of  Columbia. 

Accomplishments  in  1974:  The  Hospital  continued  fiLrther  implementation  of 

the  unit  plan  with  emphasis  on  the  team  approach  in  the  treatment  and  care  of 
patients.  Admissions  reached  an  all  time  high  of  4,300;  however,  by  provid- 
ing more  intensive  early  inpatient  care  and  through  continued  emphasis  on  the 
early  return  of  patients  to  productive  community  life,  the  Hospital  was  able 
to  discharge  a record  high  4,100  patients  and  to  achieve  a slight  reduction 
in  the  average  daily  patient  load.  Over  10,200  patients  were  treated,  in- 
cluding an  average  of  2,750  outpatients.  The  narcotic  addiction  program  is 
being  expanded  to  serve  approximately  75  patients.  Intensive  care  units  are 
being  established  in  the  Medical  and  Surgical  Branch, 

Ob.jectives  for  1975:  For  budget  planning  purposes.  Saint  Elizabeths  is  to 

be  transferred  to  the  District  of  Columbia  at  the  beginning  of  1975. 


: 1975 

Budget  Estimate 
Authorization  Pos . Amoiint 
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PAYMENT  FOR  SAINT  ELIZABETHS  HOSPITAL 
Program  PurDOse  and  AccoinplishTnents 


1275 

197^ Budget  Estimate 

Pos«  Amount  Authorization  Pos.  Amount 

— $42,340,000 

Purpose:  To  provide  an  orderly  transition  from  Federal  to  local  control. 

Exnlanation:  This  activity  wiJ_l  be  used  to  reimburse  the  District  of 

Columbia  for  treatment  and  cai'e  of  Federal  beneficiaries  v/ho  will  remain 
at  Saint  Elizabeths  Hospital,  and  to  pay  a subsidy  to  the  District  of 
Columbia.  .The  subsidy  will  cover  the  partial  cost  of  care  of  District 
of  Columbia  residents  and  par’tial  costs  of  clinical  training  and  research. 
Federal  support  will  be  approximately  63  percent  of  the  Hospital  operating 
costs  during  each  of  the  first  five  years  after  transfer,  and  v;i31  there- 
after decrease  on  a straight  line  basis  to  zero  in  the  eleventh  year. 
Ultimately  the  Federal  share  of  the  operation  will  be  limited  to  reimburse- 
ments for  the  treatment  of  Federal  beneficiaries. 

Accomulishments  in  1974:  Legislation  has  been  submitted  transferring 

program  and  fiscal  control  of  Saint  Elizabeths  Hospital  from  the  Federal 
Government  to  the  District  of  Columbia,  under  the  terms  of  the  forth- 
coming transfer,  the  District  'will  budget  for  and  justify  the  operation 
of  the  hospital  under  its  o'.m  appropriations. 

Objectives  for  1975:  It  is  our  goal  that  Saint  Elizabeths  Hospital  vdLll 

be  placed  luider  District  of  Columbia  control  as  of  July  1,  1974.  Using 
the  Federal  pajanent  mechanism  and  by  providing  technical  assistance  and 
guidance  to  the  District,  the  Alcohol,  Drug  Abuse,  and  Mental  Health 
Administration  plans  to  assist  the  District  of  Columbia  in  its  effort  to 
convert  Saint  Elizabeths  Hospital  into  a viable  and  effective  component  of 
the  city*s  total  mental  health  system. 


424 


SAINT  ELIZABETHS  HOSPITAL 
Reimbursement  Detail 


Reimbursements  from  Federal 
and  Trust  Funds: 

Veterans  Administration  

U.S.  Soldiers  Home 

Public  Health  Service  (Indians) 

U.S.  Nationals  

U.S.  Prisoners 

Soc,  Sec.  (Medicare  pa;y’Tients)  •• 
General  Services  Administration  , 

Subtotal  

Payment  received  from  Non- Federal 
sources: 

District  of  Columbia  

Cafeteria  sales  

Sale  of  scrap 

Washington  Opportunity  for  V/omen 

Subtotal  ••••••••»•••••••••••• 

Total  reimbursements  •••••••••••••. 


1974  1975 

Estimate  ‘ Estimate  ^ 


$19,200 

— 

38,500 

— 

57,700 

— 

479,700 

— 

76,900 

— 

300,000 

— 

18,000 

— 

990,000 

..M 

22,309,000 

— 

87,000 

— 

8,000 

— 

4,000 

- — 

22,408,000 

•■MM 

23,398,000 

— 

1974  1973 

Per  diem  rate: 


District  of  Columbia  $24.53 

Other 32.69 


^ FY  1975  reimbursement  income  for  the  Hospital  will  be  reported 
by  the  District  of  Columbia. 


SAINT  ELIZABETHS  HOSPITAL 


Statement  of  Averap;e  Daily  Patient  Population 


1973 

1974 

1975 

Actual 

Estimate 

Estimate 

Reimbursable 

Public  Health  Service  (Indians) 

3 

3 

3 

D.C.  (Residents)  

1,849 

1,736 

1,679 

D.C.  (Vol.  and  IIon-T)rotestins)  

467 

540 

550 

D.C.  (Prisoners)  

223 

223 

220 

D.C.  (Jiny  Trial)  

• 27 

26 

26 

U. S . Soldiers  Home 

3 

2 

2 

Veterans  Administration 

1 

1 

1 

U.S.  Nationals 

29 

25 

25 

U.S.  Prisoners  

4 

4 

Reimbursable  Totals  

2,608 

2,560 

2,510 

Nonreimbursable 

Military  

71 

68 

68 

D.C.  Non-residents  

213 

227 

227 

Public  Health  Service  

3 

3 

3 

Virgin  Islands 

70 

70 

70 

Other  

29 

. 22 

22 

Nonreimbursable  Totals  •••••••• 

386 

390 

390 

Total  In  Hospital  Patients  .... 

2,994 

2,950 

2,900 
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statement  of  Averacre 

Daily  Patient 

Population 

f 

1973 

1974 

1975 

Actual 

Estimate 

Estimate 

REIMBURSAJ3LE : 

, 2,608 

ro 

o^ 

o 

T).c.  

. 2,566  . 

2,52^ 

D.C.  (Residents)  

, 1,81*9 

1,736 

• • • 

D.C.  (Vol.  S:  Non-Prot.)  

, 46? 

540 

• • • 

D.C.  (Prisoners)  

. 223 

223 

• • • 

D.C.  (Jxiry  Trial)  

27 

26 

• • • 

IT.S.  

. 42 

35 

35 

U.S.  Soldiers  Home 

3 

2 

2 

Veterans  Administration 

. 1 

1 

1 

U.S.  Nationals  

29 

25 

25 

U.S.  Prisoners  

. 6 

4 

4 

Public  Health  Service  (Indians)  ...... 

3 

3 

3 

APPROPRIATION;  

386 

390 



• # • 

2,702 

D.C,  (Residents)  

1,679 

D.C.  (Vol.  & rlon-Prot.)  ....... 

• • • 

550 

D.C.  (Prisoners)  

• • • 

220 

D.C.  (jury  Trial)  

« • • 

26 

D.C.  CNo^“^esiderits)  

• • • 

227 

U.S.  

390 

163 

D.C.  (Non-residents)  

227 

... 

Military  Services  

68 

68 

Public  Health  Services  

3 

3 

3 

Virgin  Islands  

70 

70 

Other 

22 

22 

TOTAL  IN  HOSPITAL  PATIENTS 

2,9911 

2,950 

2,900 
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REORGANIZATION 

Mr.  Michel.  Dr.  Egeberg,  in  this  reorganization  of  yours,  is  our 
mental  health  effort  being  downgraded?  Did  you  wind  up  with  al- 
cohol, drug  abuse,  and  mental  health  and  wonder,  “well,  what  can  we 
do  with  these  leftovers,”  and  just  lump  them  together  for  lack  of  any- 
thing better  to  do  with  them? 

Dr.  Egeberg.  I can  assure  you  that  the  reorganization  has  in  no  way 
downgraded  the  mental  health  efforts  carried  out  by  the  National  In- 
stitute of  Mental  Health.  Kather,  the  new  organization  gives  appro- 
priate visibility  and  leadership  to  the  high-priority  programs  of  drug 
abuse  and  alcohol  abuse,  as  well  as  mental  health  and  illness. 

Furthermore,  these  Institutes  were  not  combined  without  any  spe- 
cific purpose  in  mind.  While  each  of  these  problems  have  some  unique 
features,  they  are  by  no  means  completely  unrelated.  As  mentioned  in 
my  opening  statement  there  are  a variety  of  interrelationships  and  co- 
operative endeavors  among  the  programs  of  the  three  Institutes.  For 
example,  in  treatment  of  these  problems,  140  CMHC’s  or  their  affili- 
ates provide  drug  abuse  services,  and  210  provide  alcoholism  services. 

MENTAL  HEALTH  TRAINING  GRANTS 

Mr.  Michel.  The  proposed  reduction  in  the  mental  health  training 
grants  program  for  fiscal  1975  is  actually  $59.9  million  in  obligations, 
isn’t  it  ? And  $34.6  million  in  budget  authority  ? You  are  making  new 
awards  this  year,  but  you  propose  to  make  no  new  awards  in  fiscal 
1975,  so  that  $59.9  million  cut — which  is  almost  exactly  half  the  pro- 
gram dollars — represents  only  new  awards,  is  that  right  ? What  is  this 
group  of  people  ? Psychiatric  training  is  the  biggest  single  item  in  this 
group  of  training  programs,  isn’t  it?  With  behavioral  science  next, 
then  special  and  experimental,  then  social  work,  and  psychiatric 
nursing?  As  always.  Doctor,  we  get  down  to  the  basic  question — ^the 
nitty-gritty.  Is  there  a need  for  these  people  to  be  trained,  and  if  so, 
where  can  they  turn  for  support? 

Dr.  Plaijt.  During  the  phaseout  of  training  programs  in  fiscal 
year  1975,  NIMH  intends  to  provide  stipend  support  to  all  students 
who  have  received  a commitment  from  their  institutions.  In  fiscal  year 
1974,  NIMH  provided  stipend  support  to  8,596  students.  This  num- 
ber will  be  reduced  to  5,762  in  fiscal  year  1975.  There  is  a need  for  these 
people  to  be  trained  to  fill  positions  in  service,  research,  and  training 
institutions  since  some  mental  health  manpower  shortages  still  exist 
in  some  geographical  areas.  If  Federal  stipends  are  not  available 
for  these  students  they  will  have  to  tuim  to  other  sources  of  support  to 
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underwrite  their  training.  Money  might  be  made  available  through 
stipends  provided  by  the  States  using  some  of  their  revenue-sharing 
funds  for  this  purpose.  In  addition,  graduate  and  postgraduate  stu- 
dents entering  the  mental  health  professions  can  secure  loans  or,  where 
eligible,  apply  for  the  expanded  general  educational  assistance  avail- 
able to  all  graduate  students  through  the  Office  of  Education. 

NON -FEDERAL  SUPPORT  OF  COMMUNITY  MENTAL  HEALTH  CENTERS 

Mr.  Michel.  With  respect  to  the  community  mental  health  centers 
program,  you  say  in  the  justification  that  ‘fihose  programs  which 
have  operated  efficiently  will  be  able  to  obtain  sufficient  State,  local, 
and  private  moneys  and  third-party  reimbursements  to  continue  to 
exist  after  their  Federal  support  period  has  ended,  as  originally  in- 
tended at  the  time  of  the  legislation’s  initial  enactment”.  Have  you 
ever  done  a really  serious  study  of  the  resources  available  to  these 
programs,  outside  of  Federal  support?  Can  you  really  back  up  that 
statement  with  hard  data,  or  is  that  more  in  the  nature  of  a supposition 
on  your  part?  Are  you  aware  of  any  of  these  programs  that  have 
received  revenue-sharing  money  ? 

Dr.  Plaut.  First  of  all,  Mr.  Michel,  I would  like  to  point  out  that 
data  from  1972  indicates  that  the  Federal  staffing  grant  provides  only 
31  percent  of  the  total  operating  costs  of  the  average  CMHC.  The  re- 
maining sources  of  finance  are  as  follows : State  funds,  31  percent ; re- 
ceipt for  services,  22  percent;  local  funds,  10  percent;  other  Federal 
funds,  4 percent,  and  miscellaneous,  2 percent. 

In  addition,  we  have  initiated  several  programs  to  increase  funding 
sources  available  to  these  centers.  Over  the  past  6 years,  NIMH  has 
developed  and  expanded  a staff  directed  program  of  technical  assist- 
ance to  community  mental  health  centers  through  which  fiscal  and  in- 
kind  resources  for  services  have  been  identified  as  generally  available 
to  centers.  These  include  some  56  sources  representing  a variety  of 
categories  including  philanthropy,  negotiated  contracts  with  State 
and  local  agencies  and  with  unions,  public  and  private  insurance,  and 
medical  assistance  programs,  and  a number  of  Federal  support  pro- 
grams other  than  those  administered  by  NIMH.  The  technical  assist- 
ance program  developed  and  conducted  conferences  on  multiple  source 
funding  and  on  fiscal  management  for  center  and  State  personnel  in 
each  of  the  DHEW  regions  between  1970  and  1973 ; and  training  po- 
grams  for  State  authority  personnel  on  cost  accounting,  cost  allocation, 
and  rate  setting  (46  of  the  States  and  territories  participated). 

The  NIMH  is  currently  launching  an  expanded  technical  assistance 
effort  under  contract  to  improve  the  management  capability  and  effec- 
tiveness of  centers  through  a combined  training/consultation/model- 
building  effort  directed  to  the  development  and  effective  utilization  of 
management  information  systems  within  the  approximately  450  fed- 
erally funded  centers  nationwide.  This  effort  is  designed  to  increase 
the  operational  efficiency  of  centers  in  their  continued  efforts  to  obtain 
increased  State,  local,  and  private  moneys  and  third-party  reimburse- 
ments for  services,  and  to  continue  to  exist  after  their  Federal  period 
of  support  has  ended.  Hopefully  this  will  reduce  some  barriers  that 
exist  within  reimbursement  mechanisms  upon  which  centers  now  de- 
pend and  will  depend  under  a national  insurance  program.  As  an  ex- 
ample, a study  of  two  of  these  mechanisms,  medicare  and  medicaid, 
which  now  contributes  only  8 percent  of  center  service  support,  con- 
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eludes  that,  given  a fully  efficient  and  effective  center  management 
capability,  reimbursements  could  represent  about  20  to  25  percent  of 
the  centers’  required  income. 

Further,  some  centers  have  in  fact  derived  a limited  amount  of  sup- 
port from  Federal  revenue-sharing  funds.  The  data  on  this  source  are 
too  fragmented  and  limited  however,  as  to  indicate  any  definite  trends. 

COMPREHENSIVE  HEALTH  INSURANCE  PLAN 

Mr.  Michel.  You  also  say  on  that  same  page,  “In  addition,  the  ad- 
ministration’s comprehensive  health  insurance  plan  (CHIP)  is  de- 
signed to  cover  virtually  all  acute  mental  health  care  and  treatment  on 
an  equitable  basis.”  Would  you,  for  the  record,  spell  out  just  how 
CHIP  would  provide  support  for  community  mental  health  pro- 
gams? Would  all  of  the  services  offered  by  these  programs  be  eligible 
for  CHIP  coverage? 

Dr.  Plaut.  We  will  be  happy  to  provide  that  information  for  the 
record. 

[The  information  follows:] 

Features  of  the  Comprehensive  Health  Insurance  Plan 

The  Comprehensive  Health  Insurance  Act  of  1974  includes  the  same  mental 
health  care  benefits  in  the  proposed  three  programs.  These  are : the  Employee 
Health  Insurance  Plan  (EHIP)  which  will  be  offered  to  most  Americans  under 
65  at  their  place  of  employment,  the  cost  of  which  will  be  shared  between  the 
employer  and  employees  ; the  Assisted  Health  Insurance  Plan  (AHIP),  cover- 
ing low-income,  unemployed,  seasonably  employed,  disabled  and  high-risk  popu- 
lations and  those  ineligible  for  the  other  two  programs  for  which  the  Federal  and 
State  governments  will  subsidize  those  costs  beyond  the  means  of  the  insured ; 
and  the  Federal  Health  Care  Plan  which  will  modify  the  benefits  of  medicare 
for  the  aged  to  conform  with  the  mandated  health  benefits.  Although  mental 
health  coverage  will  be  identical,  there  will  be  different  cost-sharing  arrange- 
ments such  as  deductibles^  coinsurance  and  maximum  liability  applicable  to 
each  program.  Cost  sharing  under  AHIP  and  medicare  will  essentially  be  in- 
come related. 

As  part  of  the  stipulated  minimum  acceptable  basic  benefits  required  under 
this  bill,  the  same  coverage  would  be  provided  for  such  mental  health  related 
benefits  as  posthospital  extended  care,  home  health  visits,  and  outpatient  pre- 
scription drugs  regardless  of  medical  condition.  The  EHIP  and  AHIP,  which 
^\fill  provide  coverage  for  families  with  children  include  among  the  covered 
preventive  services,  well-child  care  up  to  6 which  can  be  effectively  used  for  early 
case  finding  of  emotional  difiiculties. 

For  treatment  of  mental  illness,  coverage  for  inpatient  hospital  services  would 
be  limited  to  30  days  per  year  with  each  day  of  partial  hospitalization  counting 
as  one-half  day  of  inpatient  care.  Coverage  limits  for  mental  health  services 
provided  on  an  outpatient  basis  would  be  an  annual  cash  ceiling  established 
by  the  Secretary  in  November  of  the  previous  calendar  year.  This  amount  would 
be  the  estimated  cost  of  30  outpatient  visits  to  a private  practitioner  for  the 
treatment  of  mental  illness.  The  payment  limit  would  be  the  full  cash  ceiling 
for  services  provided  in  a comprehensive  community  care  center  (as  defined  in 
regulations  prescribed  by  the  Secretary),  and  half  of  the  cash  amount  when 
provided  by  a private  practitioner  or  by  those  programs  which  do  not  meet 
the  requirements  established  by  regulations  to  qualify  as  a comprehensive  com- 
munity care  center. 

Benefit  limits  for  covered  services  under  CHIP  are  incorporated  more  fre- 
quently for  mental  health  care  than  for  other  covered  sendees.  However,  since 
the  basic  benefit  package  is  the  minimum  acceptable  level  of  coverage,  a floor  as 
it  were,  employers  will  be  free  to  offer  new  supplemental  benefits  which  can 
include  more  extensive  mental  health  coverage.  The  millions  of  Americans  now 
covered  by  existing  more  liberal  mental  health  benefits  will  also  have  the  op- 
portunity to  retain  coverage  at  that  level.  Of  particular  importance  is  the  fact 
that  CHIP  stipulates  as  minimum  benefits  more  balanced  and  comprehenhive 
benefits : that  is,  inpatient,  partial  hospitalization,  and  outpatient  services,  than 
are  currently  available  in  most  health  insurance  contracts  and  plans.  Moreover, 
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the  stipulated  universal  benefit  package  is  being  proi)osed  at  a reasonable  and 
economically  bearable  price  tag  for  all  Americans.  The  removal  of  major  eco- 
nomic barriers  to  care  should  result  in  greater  accessibility  to  a range  of  services 
which,  it  is  hoped,  will  promote  early  case  finding  and  treatment  appropriate 
to  the  patient’s  need  in  the  community  in  which  the  individual  lives. 

However,,  the  ultimate  implementation  of  the  design  of  CHIP  will  initially 
be  influenced  by  the  regulations  and  guidelines  that  will  be  written  upon  enact- 
ment of  the  legislation.  Not  only  will  it  be  the  responsibility  of  the  regulations 
to  deflne  the  various  treatment  modalities ; that  is,  partial  hospitalization  to  as- 
sure high  quality  and  appropriate  mental  health  care,  but,  equally  important,  the 
regulatory  definition  of  comprehenhive  community  care  center  will  give  the  op- 
portunity to  reflect  the  potentials  and  strengths  of  organized  mental  health 
service  systems.  We  would  hope  that  the  contributions  of  such  community  mental 
health  programs  as  federally  funded  OMHC’s  will  be  recognized  in  the  regula- 
tions. The  CMHC’s  have  long  and  successful  experience  with  comprehensive 
service  programs  and  the  appropriate  balanced  mix  of  treatment  modalities  to 
meet  the  patient’s  needs  at  different  phases  of  his  illness.  Moreover,  the  choice  of 
treatment  modalities  based  on  professional  judgment  rather  than  insurance 
coverage  not  only  leads  to  more  effective  treatment,  but  has  also  been  found  to  be 
less  costly  in  the  long  run,  both  for  the  patient  and  his  family  and  for  society. 

We  anticipate  that  CHIP  will  enable  CMHC’s  to  continue  to  play  a signiflcant 
role  in  providing  mental  health  services  to  the  American  people.  It  is  likely  .that 
under  a national  health  insurance  program  that  diminishes  the  financial  stress 
associated  with  obtaining  adequate  reimbursement  and  revenue  sources,  CMHC’s 
will  experience  an  overall  increase  in  third  party  reimbursements  for  their  serv- 
ice programs.  In  addition,  we  would  hope  that  as  a result  of  the  incorporation 
of  most  of  Medicaid  into  CHIP  and  the  modification  of  the  medicare  for  the  aged 
beneflts,  the  existing  provider  restrictions  and  benefits  reimbursement  limits  of 
these  programs  will  be  carefully  examined  and  either  modified  or  eliminated. 

Organized  community  mental  health  care  systems  such  as  CMHC’s,  by  their 
nature  and  mandate,  are  especially  important  in  the  role  of  providing  consulta- 
tion and  education  to  community  agencies,  professionals  and  such  related 
human  service  programs  as  the  schools,  correctional  systems,  health  care- 
providers,  and  so  forth.  It  would  have  been  salubrious  for  the  mental  health  of  the 
Nation  if  CHIP  had  been  able  to  recognize  the  contribution  of  construction 
and  education  as  insurable  covered  services. 

Federally  funds  CMHC’s  must  provide  consultation  and  education  as  part 
of  the  basic  mandated  service  program.  In  the  absence  of  insurance  coverage, 
CMHC’s  will  have  to  seek  continuing  revenue  to  support  these  activities  from 
other  resources,  presumably  from  State  and  local  tax  funds. 

REDUCTION  IN  GENERAL  MENTAL  HEALTH  MANAGEMENT  AND 

INFORMATION 

Mr.  Michel.  It  isn’t  clear  to  me  how  much  of  the  $6.4  million 
reduction  in  general  mental  health  management  and  information  is 
related  to  personnel  and  how  much  is  a program  reduction.  Would 
you  clarify  that  for  the  record,  please  ? 

Dr.  Egeberg.  The  President’s  budget  was  formulated  at  a time 
when  fiscal  year  1974  National  Institute  of  Mental  Health  em- 
ployment levels  were  to  be  decreased  by  194  over  those  originally 
planned.  This  net  reduction  of  $6,410,000  includes  an  increase  of 
$1,176,000  in  mandatory  items  such  as  within-grade  increases  and  pay 
raises.  The  decrease  related  to  the  reduction  of  budgeted  positions 
from  the  original  fiscal  year  1974  employment  level  is  $3,678,000. 
The  remaining  reduction  of  $3,908,000  consists  of  program  reductions 
unrelated  to  personnel. 

I should  point  out,  Mr.  Michel,  that  a decision  has  been  made  to 
restore  1974  employment  to  its  present  level.  Therefore  we  will  require 
funds  in  excess  of  $16,753,000  to  support  operating  costs  in  fiscal 
year  1975.  We  will  therefore  be  making  a request  to  this  committee 
to  reprogram  funds  from  Alcohol  or  Drug  Abuse  research  activities 
to  meet  these  payroll  demands. 
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VOLUNTEER  HELP  IN  THE  MENTAL  HEALTH  AREA 

Mr.  Michel.  In  this  field  of  mental  health,  there  is  a tremendous 
amount  of  volunteer  help  and  support  across  the  country  that  is  often 
overlooked.  For  the  record,  would  you  give  us  whatever  information 
or  estimates  you  have  on  the  kind  and  amount  of  volunteer  help 
provided  nationally  in  the  mental  health  area? 

Dr.  Egeberg.  There  is  a tremendous  amount  of  citizen  volunteer 
support  and  help  for  alcohol,  drug  abuse,  and  mental  health  programs 
across  the  country.  Hundreds  of  thousands  of  citizens  participate 
voluntarily  in  a variety  of  mental  health  activities.  The  forms  of 
participation  include  rendering  direct  volunteer  services,  serving  on 
mental  health  planning  bodies,  belonging  to  voluntary  organizations 
having  special  services  programs,  supporting  new  community  serv- 
ices, contributing  to  the  growth  and  development  of  State  and  local 
mental  health  services  through  membership  on  citizen  boards,  and 
a host  of  other  mechanisms  affording  opportunity  for  citizen  volunteer 
contributions  to  community  service  efforts.  Data  covering  all 
volunteer  efforts  in  alcohol,  drug  abuse,  and  mental  health  pro- 
grams is  not  available.  I will  provide  information  which  is  avail- 
able for  Community  Mental  Health  Centers  as  an  example  of  efforts 
that  are  being  made. 

[The  information  follows :] 

STAFF  POSITIONS  IN  FEDERALLY  FUNDED  COMMUNITY  MENTAL  HEALTH  CENTERS  BY  DISCIPLINE  AND  EMPLOY- 
MENT STATUS,  UNITED  STATES,  JANUARY  1973— ESTIMATED  NUMBER  OF  POSITIONS 


Employment  status 


Discipline 

Full- 

time 

Part- 

time 

Trainee 

volunteer 

Total 

Total  all  staff 

23, 540 

5, 802 

2, 458 

3, 690 

35,  490 

Psychiatrists— Board  certified 

375 

484 

0 

28 

887 

Psychiatrists— Board  eligible... 

373 

504 

0 

19 

896 

Other  psychiatrists... 

103 

117 

435 

3 

658 

Psychiatrists,  total 

851 

1,105 

435 

50 

2, 441 

Other  physicians 

66 

299 

92 

16 

473 

Psychologists— Ph.D 

766 

289 

126 

14 

1, 195 

Psychologists— M.  A 

821 

180 

104 

27 

1,132 

Other  psychologists 

152 

33 

no 

32 

327 

Psychologists,  total 

1,739 

502 

340 

73 

2, 654 

Social  workers— MSW  (or  M.A.)  and  above.. 

2, 309 

462 

269 

42 

3, 082 

Other  social  workers 

715 

92 

206 

52 

1,065 

Social  workers,  total 

3, 024 

554 

475 

94 

4, 147 

Psychiatric  nurses  (M.S.  and  above) 

296 

60 

65 

11 

432 

Other  registered  nurses  (R.N.,  A.A.,  B.S.N.) 

2, 094 

S46 

435 

25 

3, 100 

Registered  nurses,  total 

2, 390 

606 

500 

36 

3, 532 

Licensed  practical  or  vocational  nurses 

1,  048 

132 

19 

7 

1,206 

Other  mental  health  professionals— B.A.  and 
above . 

2, 745 

417 

245 

433 

3,  840 

Mental  health  workers  (less  than  B.A.)  A.A.  level... 

1,306 

298 

136 

753 

2,493 

Other  mental  health  workers  (less  than  A.A.  level).. 

4, 116 

711 

161 

1,655 

6,  643 

Mental  health  workers,  total 

5,  422 

1,009 

297 

2, 408 

9, 136 

Physical  health  professionals  and  assistants 

105 

149 

17 

50 

321 

Administrative  and  other  professional  (nonhealth) 
staff 

950 

192 

17 

20 

1,179 

All  other  staff 

5, 200 

837 

21 

503 

6,  561 
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INDIVIDUALS  TREATED  THROUGH  ALCOHOL  COMMUNITY  PROGRAMS 

Mr.  Michel.  Do  you  have  any  figures  on  how  many  individuals  have 
received  help  through  the  700  community  programs  ? 

Dr.  Chafetz.  We  estimate  that,  since  1971,  some  400,000  people  have 
received  help. 

Mr.  Michel.  Do  you  have  any  figures  on  the  number  of  individuals 
receiving  treatment  through  other  facilities  ? 

Dr.  Chafetz.  No  reliable  figures  are  available  concerning  the  num- 
ber of  individuals  receiving  treatment  through  other  facilities.  How- 
ever, including  people  seen  by  physicians  in  private  practice,  general 
and  psychiatric  hospitals,  and  similar  facilities,  but  excluding  AA,  it  is 
believed  that  approximately  1 million  people  received  some  form  of 
treatment  for  alcoholism  problems  in  1973.  According  to  a recent  sur- 
vey, total  visits  to  private  practitioners  where  alcoholism  was  the 
primary  diagnosis  approximated  3.4  million  in  1973.  This  figure,  it 
should  be  noted,  includes  repeat  visits. 

Mr.  Michel.  Has  the  total  number  of  individuals  in  treatment  pro- 
grams increased  in  the  past  few  years  ? By  how  many  ? 

Dr.  Chafetz.  The  total  number  of  people  being  treated  in  NIAAA- 
funded  programs  has  been  increasing  at  over  20  percent  a year  since 
fiscal  year  1971.  It  is  expected  that,  in  fiscal  year  1974,  almost  170,000 
people  will  be  treated  in  the  450  alcoholism  treatment  programs  di- 
rectly supported  by  NIAAA.  This  excludes  those  that  are  treated  in 
programs  supported  through  NIAAA’s  formula  grants.  The  com- 
parable figure  for  fiscal  year  1973  was  131,000 — at  which  time  NIAAA 
was  directly  supporting  352  alcoholism  treatment  programs. 

Mr.  Michel.  What  percentage  of  the  9 million  people  you  men- 
tioned as  problem  drinkers  or  alcoholics  are  involved  in  a program? 

Dr.  Chafetz.  Approximately  10  percent  of  the  problem  drinkers 
and  alcoholic  people  are  involved  in  alcoholism  treatment  programs  in 
any  one  year. 

Mr.  Michel.  What  kinds  of  efforts  are  being  made  to  bring  more 
problem  drinkers  into  a treatment  program,  or  do  you,  for  the  most 
part,  have  to  wait  until  someone  comes  to  you  for  treatment  ? 

Dr.  Chafetz.  Very  specific  efforts  are  being  made  to  bring  more 
problem  drinkers  into  treatment.  This  is  best  demonstrated  in  our 
community-based  programs,  such  as  the  poverty  programs,  in  which 
extensive  outreach  efforts  are  basic  to  the  programs.  Outreach  work- 
ers and  counselors  are  placed  in  strategic  locations  in  the  community 
such  as  neighborhood  service  centers  where  community  residents  ob- 
tain a wide  variety  of  services.  This  provides  the  outreach  worker  with 
an  excellent  opportunity  to  identify  problem  drinkers  and  to  encourage 
their  participation  in  the  alcoholism  treatment  program.  Referrals 
from  other  health  care  providers,  within  the  center,  are  readily  ac- 
cessible to  the  outreach  worker. 

Additionally,  outreach  workers  are  actively  involved  in  conducting 
alcoholism  education  workshops  in  community  organizations  such 
as  churches,  schools  and  civic  organizations,  et  cetera.  To  supplement 
this  educational  effort,  radio  and  television  stations  donate  blocks  of 
time  for  alcoholism  treatment  personnel  to  discuss  their  programs  and 
encourage  persons  with  drinking  problems  to  avail  themselves  of 
treatment  services. 
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Affiliation  agreements  with  other  agencies  such  as  social,  welfare, 
hospitals,  courts,  et  cetera,  provide  for  a systematic  mechanism  for 
i referrals  to  the  alcoholism  treatment  program. 

I In  our  occupational  programs,  the  primary  thrust  is  the  early  iden- 
tification of  the  troubled  employee  with  a drinking  problem,  based 
primarily  on  declining  job  performance.  The  intent  is  to  identify  those 
persons  and  refer  them  to  available  community  treatment  resources 
I before  they  become  casualties  of  the  work  force. 

The  alcohol  safety  action  program  is  extensively  involved  in  out- 
reach into  the  court  system.  Problem  drinking  drivers  are  identified 
and  referred  to  treatment  resources  in  the  community. 

' The  45  alcoholism  treatment  centers  which  serve  the  general  pop- 
i ulation,  have  an  outreach  component.  Our  data  collection  system  re- 
veals that  an  increasing  number  of  referrals  are  being  generated 
through  this  mechanism  from  general  hospitals,  clinics,  and  the  court 
system. 

RESEARCH  OF  GEXETIC  FACTORS  IX  ALCOHOLISM 

Mr.  Michel.  You  mentioned  that  several  research  projects  give  you 
an  opportunity  to  explore  the  contribution  of  genetic  factors  in  al- 
coholism. Have  any  projects  shown  a specific  indication  that  alcohol- 
ism and/or  its  related  problems  are  genetically  induced? 

Dr.  Chafetz.  a number  of  studies  have  suggested  that  alcoholism 
“runs  in  families.”  For  example,  approximately  30-35  percent  of  the 
brothers  and  fathers  of  alcoholic  persons  are  themselves  alcoholic  and 
about  20-30  percent  of  the  children  of  alcoholics  subsequently  become 
alcoholic  adults.  Although  a genetic  basis  for  alcoholism  is  suggested, 
it  should  be  noted  that  most  alcoholic  persons  are  raised  by  their  bio- 
logical parents  and,  therefore,  it  becomes  extremely  difficult  to  separate 
the  contribution  of  hereditary  factors  from  environmental  factors. 

One  study  supported  by  the  YIAAA  addresses  this  very  issue.  The 
principal  investigator  has  taken  advantage  of  a unique  register  main- 
tained in  Denmark  in  which  over  5,000  persons  were  identified  who 
were  adopted  by  nonrelatives.  Comparisons  were  made  between  per- 
sons of  alcoholic  parents  who  were  raised  by  their  biological  parents 
and  those  who  were  raised  by  nonalcoholic  foster  parents.  This  re- 
search suggests  that  a higher  incidence  of  alcoholism  occurs  in  persons 
raised  by  their  alcoholic  parents.  This  study  is  continuing  and  more 
data  is  needed  before  a definite  conclusion  can  be  made  regarding  the 
contribution  of  genetics  to  the  development  of  alcoholism. 

Other  studies  in  this  area  have  utilized  genetically  pure  strains  of 
mice  which  have  markedly  different  alcohol  ingestion  patterns. 
I “Drinker”  mice  and  “nondrinker”  mice  are  compared  for  possible 
I biochemical  differences.  Such  studies  are  focused  on  characterizing  the 
{ i^rious  enzymes  which  metabolize  alcohol  and  the  sensitivity  of  the 
i brain  with  a given  dose  of  alcohol. 

‘ RESEARCH  PROJECTS  IX  ALCOHOLISM 

! Mr.  Michel.  Do  you  have  a breakdown  of  the  100  research  investi- 
! gations  as  to  the  number  of  projects  involved  in  the  direct  treatment 
I of  an  alcoholic  and  the  number  of  projects  involved  in  related  prob- 
lems such  as  the  effect  of  the  illness  on  the  family  ? 
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Dr.  Chafetz.  Of  the  grants  that  are  eligible  for  funding,  21  involve 
direct  treatment  of  alcoholic  subjects,  and  two  involve  related  prob- 
lems, such  as  the  effect  of  the  illness  in  the  family. 

Mr.  Michel.  For  the  record,  could  you  provide  a list  of  some  of  the 
major  research  projects  presently  underway,  the  amount  of  money 
involved  in  each,  and  the  general  information  that  each  project  is 
designed  to  explore  ? 

[The  information  follows : ] 

The  following  15  projects  are  representative  of  the  wide  range  of  areas  being 
investigated  under  the  auspices  of  NIAAA  research  grants.  For  each  project, 
there  is  included  the  title  of  the  project,  the  grant  number,  and  a brief  descrip- 
tion of  the  work.  These  projects  have  been  underway  for  at  least  1 year  and  will 
continue  at  least  through  the  next  year.  The  funds  shown  have  been  awarded 
for  conduct  of  the  research,  or,  if  in  parentheses,  will  be  awarded  this  fiscal 
year. 

R18  AA00177-Epidemiology  of  Alcoholism  in  Latin  America ($215,000) 

This  study  of  drinking  patterns  and  prevalence  in  10  Latin  American  sites  is 
designed  to  determine  the  prevalence  of  alcoholsim  and  heavy  drinking  in  urban, 
semirural  and  rural  settings  as  related  to  type  of  beverage,  age,  sex,  and  cul- 
tural variables.  Surveys  in  samples  of  the  population,  through  questionnaires 
as  well  as  the  informat  method,  will  be  used.  A Center  for  Studies  on  Alcoholism 
will  be  set  up  in  Costa  Rica.  Two  international  seminars  on  traflBc  accidents 
and  alcoholism  will  be  held  in  two  Latin  American  countries. 

R12  AAOO209 — Washington  University  Alcoholism  Research  Center.  ($325,000) 

A broad  range  of  projects  are  proposed  for  investigation : Aging,  suicide,  and 
alcoholism : a comparison  between  whites  and  blacks ; alcoholism  and  crimi- 
nality ; a study  of  psychiatric  illness  in  full  siblings,  half  siblings,  and  adopted 
siblings  of  chronic  alcoholic  persons ; genetic  studies  in  alcoholism ; state-de- 
pendent effects  of  alcohol  in  chronic  alcoholic  patients ; psychological  and  physico- 
chemical correlates  of  alcoholic  blackouts;  sleep  and  growth  hormone  secretion 
in  alcoholic  individuals;  effects  of  alcohol  on  hypnogenic  brain  areas  in  mon- 
keys; effects  of  alcohol  and  the  biogenic  amines  on  volitional  alcohol  intake  in 
animals  and  effects  of  chronic  alcohol  intake  on  the  brain  during  critical  periods 
'n  development ; brain  biochemistry  in  human  alcoholism  and  in  animals  drink- 
ing excessively ; effects  of  chronic  alcohol  administration  on  the  enzymes  involved 
in  catecholamine  metabolism  in  rats ; an  endocrinologic  study  of  alcoholic  men. 

ROl  AA00232 — Socialization  of  problem  behavior  in  youth SlOO,  570 

This  is  a longitudinal/cross-sectional  study  of  the  development  of  delinquency, 
aggression,  use  of  drugs  and  of  alcohol  as  related  to  socialization  processes,  per- 
sonality, and  social  relationships.  It  will  also  study  relationships  of  (1)  aliena- 
tion to  opportunity  perception,  (2)  deviance  to  socialization,  (3)  critical  transi- 
tion periods,  and  (4)  adaptability  to  problem  behavior.  Study  is  arranged  with 
controls  for  sex,  social  class,  and  ethnic  group.  Data  will  be  collected  through 
questionnaires,  teacher  ratings,  school  records,  sociometrics,  interviews,  and 
factor  analysis. 

ROl  AA0239 — Effects  of  alcohol  on  liver  and  intestine ($110, 000) 

This  is  a project  to  study  (1)  effects  of  alcohol  on  lipid  metabolism,  (2)  effects 
of  ethanol  on  porphyrin  metabolism  and  fatty  acid  oxidation,  (3)  effects  of 
ethanol  in  intestinal  transport,  and  (4)  effects  of  ethanol  on  liver  and  intestinal 
cell  membranes.  Subjects  are  rats. 

ROl  AA00256 — Psychiatric  illness  in  adopted  children  of  alcoholic 

persons ($80,  000) 

This  investigator  wishes  to  do  a study  of  the  male  offspring  of  alcoholic  persons 
who  have  been  adopted  and  brought  up  by  nonrelatives.  His  thesis  is  that  if  alco- 
holism is  genetic,  a significantly  higher  number  of  these  individuals  will  have 
problems  with  drinking  alcohol  than  a control  group.  This  study  will  use  data 
gathered  in  the  NIMH-Denmark  study  of  schizophrenia.  Subjects  are  male 
adoptees,  born  in  Denmark  between  1924  and  1947  (age  23-46)  whose  biological 
parents  have  been  admitted  to  a Danish  psychiatric  facility  and  have  been  diag- 
nosed as  chronic  alcoholic  individuals.  Controls  are  male  adoptees  whose  biologi- 
cal parents  had  no  overt  psychopathology. 
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ROl  AA00267— Alcohol  and  its  metabolic  effects ($75,  000) 

This  project  is  concerned  with  the  metabolism  of  alcohol  and  thiamine  deficient 
states.  Subjects  are  adult  and  newborn  rats  and  guinea  pigs.  The  animal  subjects 
are  vitamin  depleted.  Physical,  chemical,  and  microscopic  examinations  for  car- 
diac hypertrophy,  liver  malfunction,  and  brain  damage  are  performed.  Four 
groups  of  animals  maintained  under  different  regimes  with  reference  to  diet  and 
alcohol  are  compared.  Another  line  of  research  uses  radioactive  techniques  to 
study  the  metabolism  of  bilirubin. 

ROl  AA00287 — Effects  of  alcohol  of  subcellular  organelles  of  liver — ($185,  000) 

The  objective  of  this  study  is  understanding  of  the  effects  of  acute  and  chronic 
alcohol  consumption  on  mitochrondria,  endoplasmic  reticulum,  ribosomes,  Golgi 
complex,  and  limiting  membranes  of  liver  cells.  In  vitro  studies  will  be  done  with 
cells  isolated  from  the  liver  of  mature  rats  given  ethanol  acutely  or  chronically 
for  varying  periods  of  time  up  to  60  days. 

ROl  AA00292 — The  enzyme-substrate  compound  of  catalase  in 

alcoholism — ($275,  000) 

The  object  of  this  study  is  to  identify  the  functional  relationships  of  the  com- 
ponents of  the  catalase  pathway  for  ethanol  and  methanol  oxidation  at  the  mo- 
lecular level  and  at  that  of  the  intact  organ.  Studies  of  catalase  at  the  molecular 
level  will  seek  to  identify  and  to  control  the  nature  of  the  “peroxidatic”  (alcohol- 
oxidizing)  reaction.  Heart  and  liver  tissue  are  used.  The  ultimate  objective  is  to 
develop  treatment  for  the  metabolic  difficulties  inherent  in  the  alcoholic  state. 

ROl  AA00297. — Zygotic  and  uterine  mediated  effects  of  alcohol $69,680 

This  investigation  consists  of  a number  of  studies  on  the  effects  of  maternal 
intake  of  ethanol  on  reproductive  physiology  and  on  the  postnatal  development 
of  offspring  reared  by  authentic  and  foster  mothers.  Subjects  are  inbred  strains 
of  mice  with  different  levels  of  alcohol  preference.  Effects  of  ethanol  on  the 
mothers  will  be  evaluated  in  terms  of  fertility  and  postpartum  behavior.  Effects 
on  the  offspring  will  be  assessed  in  terms  of  growth,  sexual  maturation,  and 
various  behavioral  and  endocrine  measures. 

ROl  AA00224. — Pathogenesis  and  treatment  of  alcohol-induced 

diseases ($78,500)  - 

This  is  an  interdisciplinary  study  of  many  facets  of  alcohol-induced  liver  in- 
jury. It  includes  investgiations  of  (1)  pathogenesis  of  cirrhosis,  (2)  early  phases 
of  liver  injury,  (3)  the  role  of  dietary  factors  in  pathogenesis  of  liver  injury,  (4) 
the  changes  of  structure  and  function  of  gastric  mucosa,  (5)  intestinal  absoiq)- 
tion  of  alcohol,  (6)  hematological  endocrine  abnormalities  of  alcohol-induced 
disease,  and  (7)  prevention  and  treatment  of  these  disorders.  Human  subjects 
are  alcoholics  admitted  to  a hospital  for  treatment  (sex  and  age  not  specified.) 
Animal  subjects  are  rates  and  monkeys. 

ROl  AA00380. — Women  and  alcohol ($60,000) 

This  study  will  address  a number  of  questions  that  have  been  raised  about 
women  who  are  problem  drinkers.  Interviews  with  200  women  will  take  place  as 
they  enter  treatment  and  again  1 year  later.  Approximately  100  sisters  who  do 
not  have  a problem  with  drinking  will  also  be  interviewed.  The  study  women 
will  be  chosen  from  a variety  of  treatment  settings  in  both  urban  and  suburban 
areas ; professional  women  and  those  from  skid  row  or  the  homeless  woman  who 
is  a problem  drinker  will  also  be  interviewed.  The  study’s  objectives  are  to  ex- 
amine etiology,  relationship  of  stress  to  drinking,  effects  and  outcome  of  treat- 
ment. 

R18  AA00457. — Community-reinforcement  for  treating  alcoholic 

persons  ($70,000) 

A community-reinforcement  approach  to  the  treatment  of  alcoholic  persons 
will  be  develoi)ed.  This  approach  will  extend  laboratory-derived  principles  and 
nonalcoholism  applications  to  the  problem  of  alcoholism  treatment.  Vocational, 
family  and  social  reinforcers  will  be  arranged  such  that  the  alcoholic’s  new  be- 
havior patterns  are  incompatible  with  drinking.  The  comparison  of  the  treat- 
ment modality  with  existing  hospital  procedure  will  use  a matched-pairs  design. 
Outcome  measures  to  be  employed  are  time  si>ent  (1)  sober,  (2)  employed,  (3) 
with  family,  (4)  noninstitutionalized. 
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R18  AA00493. — Problem  drinking  of  urban  Indians $46,708 

This  study  will  foeus  on  the  nature  and  extent  of  problem  drinking  of  urbanized 
American  Indians.  The  specific  objectives  are  to  (1)  determine  the  quantity,  fre- 
quency, context,  and  associated  problems  of  Indian  drinking  in  the  city,  (2) 
study  the  associations  between  Indian  problem  drinking  and  the  demographic, 
social  and  psychological  variables  thought  to  be  related  to  problem  drinking,  (3) 
compare  Indian  drinking  problems  with  those  of  other  urbanized  ethnic  groups 
(black,  Mexican- American,  and  anglo)  with  similar  socioeconomic  backgrounds, 

(4)  investigate  variations  in  driking  problems  as  a function  of  tribal  afl&ilation, 

(5)  determine  changes  in  drinking  behavior  as  a function  of  duration  of  stay  in 
an  urban  environment.  Data  will  be  gathered  through  formal  interviews. 

R18  AA00498. — Clinical  studies  of  alcohol  use  and  abuse ($600,000) 

This  interdisciplinary  research  and  education  program  will  focus  on  clinical 
studies  of  alcoholism  and  alcohol  abuse.  Four  major  areas  are  delineated  which 
encompass  15  individual  projects : 

I.  STUDIES  OF  psychotherapy  AND  OUTCOME 

A.  Assessing  psychotherapeutic  and  community  environments. 

B.  Alcoholism  : Future  oriented  and  aversive  therapies. 

C.  Group  psychotherapy  with  alcoholics. 

D.  Children  of  alcoholic  parents  : Effects — ^intervention. 

E.  Comparative  evaluation  of  alcohol  treatment  programs. 

II.  adolescent  alcohol  PROBLEMS  I DYNAMICS  AND  INTERVENTION 

A.  Alcohol  research  on  adolescents. 

B.  Adolescents  and  alcoholism  : Psychodynamics  and  intervention. 

C.  Alcohol  and  aggressivity. 

D.  Effects  of  ethanol  on  norms,  conformity  and  status. 

in.  BIOLOGICAL  CORRELATES  OF  ALCOHOLISM  PROBLEMS  : IMPLICATIONS  FOR 

TREATMENT 

A.  Sleep  indices  and  five  hydroxy  try  tophan  (5  HTP)  effects  in  prognosis  of 
alcoholism. 

B.  Brain  responses  and  memory  in  alcoholics. 

C.  Biogenic  amines  and  alcohol. 

D.  Alcoholism — genetic  aspects. 

IV.  MULTIPLE-FUNCTION  RESOURCES  FACILITATING  INTEGRATIVE  STUDIES 

A.  Alcohol  and  California  offenders. 

B.  Alcohol — violence  clinic. 

The  goal  of  the  program  is  to  elucidate  the  complex  interactions  of  psycho- 
social and  biological  processes  believed  to  underlie  alcoholism. 

ROl  AA00688. — ^Alcohol  use  during  pregnancy  and  pregnancy  outcome — $64,782 

The  aim  of  this  study  is  to  determine  if  pregnancy  complications  or  perinatal 
morbidity  and  mortality  of  infants  is  adversely  affected  by  alcohol  intake  of 
the  mother.  The  specific  questions  to  be  answered  are  whether  prematurity  rates, 
rates  of  stillbirths  and  abortions,  neonatal  mortality  rates,  rates  of  congenital 
defects  are  higher  for  drinking  mothers  than  for  nondrinking  mothers.  The  four 
hospitals  include  a teaching  hospital,  two  county  hospitals  and  the  Kaiser 
Health  Plan  Hospital  serving  a diverse  population  group.  Analysis  will  be  per- 
formed on  many  dependent  variables  taking  into  consideration  the  effect  of  such 
factors  as  parity,  age,  socioeconomic  level,  smoking,  and  nutritional  history. 

TREATMENT  OF  ALCOHOLISM  UNDER  “UNIFORM  ALCOHOLISM  AND 
INTOXICATION  ACt” 

Mr.  Michel.  You  state  on  page  4 of  your  statement  that  implementa- 
tion of  the  “Uniform  Alcoholism  and  Intoxication  Treatment  Act” 
will  remove  alcoholism  from  the  criminal  justice  system  while  in  no 
way  altering  the  provisions  of  a State’s  criminal  law  that  protect 
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public  safety.”  In  what  ways,  specifically,  will  alcoholics  be  treated 
! under  that  act  ? Exactly  what  changes  will  be  efiected  ? 

Dr.  Chafetz.  The  “Uniform  Alcoholism  and  Intoxication  Treat- 
ment Act”  is  designed  to  provide  States  with  the  legal  framework 
within  which  to  approach  alcoholism  and  public  intoxication  from 
a health  care  standpoint.  It  removes  the  legal  sanctions  in  the  criminal 
law  which  serve  to  treat  citizens  with  alcoholism  problems  as  criminals, 
to  be  arrested  and  incarcerated,  merely  because  they  are  intoxicated 
or  show  signs  of  intoxication.  The  “Uniform  Alcoholism  and  Intoxica- 
' tion  Treatment  Act”  is  a commitment  to  help  these  sick  people  instead 
of  punishing  them.  The  act  stresses  the  voluntary  treatment  of  al- 
coholics and  provides  that  a comprehensive  and  coordinated  program 
for  the  treatment  of  alcoholics  and  intoxicated  persons  be  set  up  to 
include  : Emergency  treatment  provided  by  a facility  affiliated  with 
I or  part  of  the  medical  service  of  a general  hospital ; inpatient  treat- 
[ ment ; intermediate  treatment ; and  outpatient  and  followup  treatment. 
The  further  development  of  effective  health  services — ^medical  care, 
nursing  care,  counseling,  intermediary  care,  home  care,  A A — should 
be  an  outgrowth  of  such  a State  commitment,  and  proof  of  the  legiti- 
macy of  this  approach  under  the  law. 

Mr.  Michel.  Do  you  differentiate  between  a problem  drinker  and  an 
alcoholic  ? Is  there  a legal  definition  of  an  alcoholic  ? How  would  these 
individuals  be  identified  for  qualification  under  the  “Uniform  Alco- 
holism and  Intoxication  Treatment  Act”  ? 

Dr.  Chafetz.  Under  section  2 of  the  “Uniform  Alcoholism  and 
Intoxication  Treatment  Act,”  an  alcoholic  individual  is  defined  as  “a 
person  who  habitually  lacks  self  control  as  to  the  use  of  alcoholic 
beverages  or  uses  alcoholic  beverages  to  the  extent  that  his  health  is 
substantially  impaired  or  endangered  or  whose  social  or  economic 
function  is  substantially  disrupted.”  This  is  not  a strict  medical  defini- 
tion, but  an  interpretation  of  such  a definition  for  legal  purposes,  and 
is  discussed  as  such  under  the  comment  paragraph  appended  to  this 
section.  The  term  “problem  drinker”  has  a broad  meaning  not  well 
suited  to  legal  interpretation  and  generally  implies  something  less 
severe  than  “alcoholic.” 

Under  section  12  of  this  act,  which  pertains  to  treatment  and  services 
for  intoxicated  persons  and  those  incapacitated  by  alcohol,  the  usual 
diagnostic  service  is  accomplished  by  a licensed  physician  and  serves 
to  identify  the  individual  whose  medical,  social,  and  psychological 
history  would  indicate  the  diagnosis  of  alcoholism,  as  opposed  to  the 
individual  who  has  merely  overindulged.  It  might  be  noted  that  the 
“Uniform  Alcoholism  and  Intoxication  Treatment  Act”  of  at  least  one 
State  provides  that  the  individual  who  has  merely  overindulged  will 
be  warned  on  his  inappropriate  use  of  alcoholic  beverages.  In  this 
respect,  public  intoxication  may  well  be  indicative  of  “problem  drink- 
ing,” a continuation  of  which  would  result  in  a condition  medically 
diagnosible  as  alcoholism. 

NUMBER  OF  DRUG  ADDICTS  IX  THE  UNITED  STATES 

Mr.  Michel.  lYe  are  certainly  pleased  to  learn  that  our  capacity  has 
improved  to  the  point  that  all  addicts  who  want  help  can  get  it  and 
that  the  waiting  lists  have  been  eliminated.  However,  could  you  give 
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us  the  figures  on  the  total  number  of  drug  addicts  that  there  are  esti-  . 
mated  to  be  in  the  United  States  ? 

Dr.  DuPont.  The  Drug  Enforcement  Agency’s  statistical  report 
estimates  that  on  June  30,  1973,  there  were  a total  of  612,000  narcotic 
addicts  in  the  United  States. 

With  respect  to  other  drugs  of  abuse,  the  President’s  National  Com- 
mission on  Marihuana  and  Drug  Abuse  reported  in  1972  that  approxi- 
mately 9 million  persons  aged  12  years  and  over  are  regular  users  of 
marihuana.  The  Commission’s  survey  findings  for  number  of  youth 
and  adults  having  had  experience  with  other  drugs  of  abuse  show  the 
following : barbiturates  6,250,000 ; amphetamines  7,950,000  hallucino- 
gens 7,594,000. 

Mr.  Michel.  How  many  individuals  were  actually  treated  during 
the  past  year  ? How  does  this  compare  with  previous  years  ? 

Dr.  DuPont.  During  fiscal  year  1973,  93,188  clients  were  treated  in 
299  operational.  National  Institute  on  Drug  Abuse- funded,  com-  i 
munity-based  treatment  programs;  68  operational  programs  treated  < 
44,723  individuals  during  fiscal  year  1972.  Patients  treated  during  j 
fiscal  year  1971  in  operational  programs  totaled  19,953.  ' 

During  fiscal  year  1974,  it  is  expected  that  141,603  patients  will  be  ; 
treated  in  340  operational  programs.  { 

Mr.  Michel.  It  is  encouraging  to  note  the  apparent  decrease  in  i 
heroin  addiction.  What  other  drugs  are  currently  heading  the  list  of  j 
major  problem  drugs?  Of  the  total  number  of  drug  addicts  in  the  ' 
United  States,  how  many  are  addicted  to  heroin  and  how  many  to  ] 
other  drugs  ? \ 

Dr.  DuPont.  The  abuse  of  marihuana,  barbiturates,  and  cocaine 
currently  head  the  list  of  major  problem  drugs  of  abuse  other  than 
heroin  in  the  United  States.  i 

Another  indication  of  the  relationship  among  drugs  of  abuse  can 
be  found  in  the  drugs  abused  by  clients  admitted  to  federally  funded  - 
drug  abuse  treatment  and  rehabilitation  programs  during  the  month 
of  December  1973.  Of  7,224  patients  admitted  for  treatment,  58  per- 
cent or  4,223  reported  heroin  as  their  primary  drug  of  abuse.  Of  the  | 
remaining  clients,  the  major  primary  drugs  of  abuse  were  reported  as 
follows : harihuana  15  percent,  barbiturates  6 percent,  amphetamines  j 
4 percent,  and  hallucinogens,  3 percent.  Alcohol  was  reported  in  com-  | 
bination  with  other  drugs  of  abuse  by  4 percent  of  the  clients.  I 

OUTREACH  PROGRAMS  FOR  ADDICTS  ^ 

Mr.  Michel.  What  kind  of  programs  reach  the  addict  and  get  him  ] 
to  come  in  for  treatment?  Have  any  such  programs  been  instituted  | 
thus  far  ? J 

Dr.  DuPont.  In  order  to  reach  drug  abusers  who  have  not  volun-  : 
teered  for  treatment  under  existing  treatment  programs,  grant  and 
contract  projects  supported  by  the  National  Institute  on  Drug  Abuse 
are  strengthening  their  outreach  capability.  Federal  financial  support 
is  available  for  this  purpose  within  the  project  budget.  The  type  of 
outreach  program  which  a project  develops  is  dependent  upon  the  . 
size  of  the  community,  the  referral  services  already  present  in  the 
community,  the  role  the  project  sees  itself  as  playing  in  the  overall 
drug  abuse  treatment  efforts  in  the  area,  community  attitudes  and 
staff  preferences.  While  the  amount  of  money  expended  in  outreach 
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activities  cannot  be  specifically  identified  because  of  its  integral  rela- 
tionship to  treatment,  a few  of  the  many  approaches  which  projects 
use  can  be  described. 

An  example  of  such  efforts  are  “coffee  house”  programs  located  in 
areas  of  the  city  where  drug  trafficking  is  heaviest.  Residential  homes, 
or  abandoned  store  buildings,  are  spartanly  equipped  with  chairs,  a 
table,  coffee,  and  occasionally  soft  drinks  or  snacks^  which  neighbors 
provide  as  a gesture  of  good  will.  Each  outreach  unit  is  staffed  by  an 
ex-addict  who  can  recognize  dealers,  pushers,  and  users.  This  setting 
allows  interaction  between  the  staff  member  and  the  addict  which 
will  hopefully  lead  to  treatment. 

Another  program  utilizes  “expediters”  located  in  local  industry. 
These  expediters  actively  seek  out  the  drug  abuser  and  refer  him  into 
treatment.  The  treatment  staff  work  closely  with  industries’  staff  in 
an  attempt  to  help  the  patient  to  become  an  effective  employee.  In 
one  industry  the  local  union  is  being  funded  to  provide  its  own  treat- 
ment where  management  was  reluctant  to  recognize  the  problem  that 
drug  abuse  was  creating  in  industry. 

i^other  example  is  the  treatment  alternatives  to  street  crime 
program  which  provides  demonstration,  screening,  and  referral  serv- 
ices for  the  heroin  dependent  person  shortly  after  arrest  and  offers 
the  opportunity  to  enter  a variety  of  treatment  and  rehabilitation 
programs.  The  cycle  of  drug-related  crime,  detention,  release,  and 
rearrest,  with  its  attendent  community  costs,  may  therefore  be  inter- 
rupted and  reversed. 

Mr.  Michel.  Could  you  supply  for  the  record  statistics  relating 
the  rate  of  decrease  in  drug  overdose  deaths  and  in  property  crime  for 
the  maior  metropolitan  areas  in  the  country  ? 

E>i\  DuPoxt.  The  Drug  Enforcement  Agency  reports  that  narcotic- 
related  deaths  in  23  major  metropolitan  areas  have  declined  from 
1,926  in  1971  to  1,781  in  1972,  and  to  1,157  for  the  first  9 months  of 
1973. 

Concurrent  with  evidence  of  decline  in  the  prevalence  of  heroin 
addiction,  there  is  indirect  evidence  of  a related  decline  in  property 
crime  in  the  Nation’s  major  metropolitan  areas.  The  reporting  rate 
per  100,000  population  reached  a peak  of  2,550  in  1971  whereas  in 
1972  the  rate  was  2,450.  For  one  such  metropolitan  area,  Washington, 
D.C.,  these  figures  dramatically  illustrate  the  declining  pattern : First, 
the  decline  in  serious  crime  began  late  in  1969  when  drug  abuse  treat- 
ment first  became  available,  and  has  continued  during  the  period  of 
diminishing  heroin  abuse,  prevalence,  and  availability ; second, 
changes  in  the  rates  of  property-related  crime  (those  crimes  tradition- 
ally associated  with  addicts)  account  for  both  the  rise  and  decline  of 
the  crime  rate  in  the  last  10  years ; third,  when  the  monthly  total  of 
active  patients  in  the  city’s  comprehensive  addiction  treatment  pro- 
gram is  compared  with  the  monthly  property-related  crime  rate,  there 
is  a negative  correlation;  that  is,  as  the  rising  numbers  of  addicts 
are  brought  into  treatment,  fewer  and  fewer  crimes  of  the  type  asso- 
ciated with  addiction  were  committed. 

XARCX)TIC  AXTAGOXISTS 

Mr.  Michel.  I was  very  interested  in  your  comments  regarding  nar- 
cotic antagonists.  How  long  has  naltrexone  been  undergoing  human 
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testing?  How  much  longer  do  you  anticipate  it  will  be  before  you  have 
some  conclusive  results  ? 

Dr.  DuPont.  It  was  first  tested  in  man  in  1972.  The  basic  pharma- 
cology has  been  fairly  well  characterized  at  this  point,  and  we  know 
that  it  is  an  orally  effective,  potent  blocking  agent  which  has  a dura- 
tion of  action  of  24  to  48  hours,  depending  on  the  dose  given.  The 
major  question  to  be  answered  now  is:  Is  it  safe  and  effective  in  the 
treatment  of  large  numbers  of  addicts  in  an  outpatient  setting  ? At  the 
present  time  we  have  tested  naltrexone  for  short  periods  in  approxi- 
mately 150  addicts.  In  the  coming  months  we  plan  to  expand  it  to 
several  hundred  addicts,  and  to  administer  the  drug  for  longer  pe- 
riods of  time  in  order  to  obtain  a more  definitive  answer  to  the  ques- 
tions of  safety  and  efficacy.  We  anticipate  that  these  studies  will  be 
completed  by  sometime  next  year.  If  conditions  warrant,  a further 
study,  collaborative  and  nationwide  in  scope,  and  aimed  at  giving 
more  conclusive  results  will  be  started  and  hopefully  concluded  by  the 
summer  of  1976. 

Mr.  Michel.  How  many  other  narcotic  antagonists  are  now  being 
tested  and  with  what  results  ? 

Dr.  DuPont.  In  our  program  we  have  approximately  half  a dozen 
antagonists  in  various  stages  of  testing,  ranging  from  earlv  animal 
screening  to  very  early  human  testing.  As  these  drugs  are  proven  to  be 
safe  after  limited  human  testing,  and  more  extensive  toxicity  studies, 
then  expanded  human  testing  will  be  intiated. 

Mr.  Flood.  Mr.  Conte. 

REDUCTION  OF  RESEARCH  AND  MANPOWER  PROGRAMS  IN  MASSACHUSETTS 

Mr.  Conte.  Thank  you,  Mr.  Chairman.  I have  an  overall  comment 
first  of  all  before  I ask  a few  questions  here. 

I received  a letter  from  the  Massachusetts  Association  of  Mental 
Health,  and  in  part  it  said,  “If  this  budget  were  adopted,  it  would 
destroy  mental  health  services,  research  and  manpower  programs  in 
Massachusetts  as  well  as  most  of  the  States.” 

Then  I have  another  letter  from  the  University  of  Massachusetts 
which  says  in  part  “NIMH  must  undergo  a reduction  in  force  which 
will  reduce  its  staff  by  170  employees  by  June  30,  1974.  This  means 
that  almost  one  out  of  five  employees  there  will  have  to  be  ‘EIFed.’ 
The  effect  of  all  this  would  be  quite  catastrophic,  not  only  for  pro- 
grams within  the  Commonwealth  but  also  for  programs  throughout 
the  Nation.” 

Dr.  Egeberg,  is  this  what  these  cuts  are  going  to  do  ? 

Dr.  Egeberg.  I don’t  think  they  are  going  to  do  that  across  the 
Nation.  I would  rather  have  Dr.  Plaut  speaking  for  the  National 
Institute  of  Mental  Health  answer  that  if  I may. 

Dr.  Plaut.  Mr.  Conte,  let  me  pick  up  the  second  part  of  your  con- 
stituent’s question  first  that  has  to  do  with  the  proposed  reduction 
in  force. 

As  Dr.  Egeberg  testified  earlier  in  response  to  the  chairman’s  ques- 
tion, that  decision  as  it  applies  to  this  fiscal  year  has  now  been  reversed. 
This  means  that  174  of  the  original  reduction  of  194  NIMH  positions 
have  been  restored.  The  restoration  is  sufficient  to  avoid  the  involun- 
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: tary  separation  of  staff  this  fiscal  year.  That  is  in  direct  response  to 
the  second  question. 

With  relation  to  the  first  question,  the  breakdown  into  various  parts, 

I research,  training,  and  services — Dr.  Egeberg  has  already  dealt  with 
; these  issues  in  a number  of  ways. 

' The  thing  I would  like  to  reemphasize  is  that  over  the  years  the 
I mental  health  training  programs  have  demonstrated  their  effectiveness 
I in  increasing  the  number  of  mental  health  manpower,  and  it  is  now 
' felt  that  further  needs  in  this  regard  can  be  handled  with  funding  from 
State  and  local  sources. 

Mr.  Conte.  Even  if  the  cut  is  restored,  will  job  vacancies  that  come 
up  be  filled — up  to  the  ceiling  set  by  Congress  for  fiscal  year  1974? 

Dr.  Plaut.  I prefer  to  have  Dr.  Egeberg  or  maybe  some  of  his 
colleagues  respond  to  that. 

Dr.  Egeberq.  Yes,  they  will. 

ADMINISTRATIVE  PROBLEMS  IN  OBLIGATING  FUNDS 

Mr.  Conte.  Suppose  Congress  again  appropriates  funds  for  mental 
health  categorical  training  programs.  I am  concerned  about  NIMH’s 
ability  to  use  those  funds.  What  administrative,  technical,  and  other 
problems  will  you  have  in  using  such  funds  if  they  are  in  an  appro- 
priation that  comes  out  by  September  or  October  ? 

Dr.  Plaut.  Mr.  Conte,  I think  I understand  the  thrust  of  the  ques- 
tion. 

Usually,  because  of  the  time  period  involved,  Mr.  Conte,  in  pro- 
viding consultation,  in  reviewing  such  grants,  in  sending  them  first 
to  technical  review  committees  and  the  National  Advisory  Mental 
Health  Council,  it  takes  a period  of  a number  of  months  before  that 
process  is  completed.  I am  fond  of  saying  it  takes  about  as  long  as  a 
premature  baby;  that  is,  8 months  from  the  time  somebody  applies 
until  he  actually  gets  the  money. 

So  the  heart  of  your  question  was  if  there  is  no  HEW  appropria- 
tion until  September  or  October,  will  that  present  some  problems  in 
managing  these  funds  that  are  made  available  by  the  Congress,  and 
the  answer  is  yes,  it  will  present  some  problems.  And  it  will  require 
some  careful  preparation  on  the  Department’s  part,  on  Alcohol,  Drug 
Abuse,  and  Mental  Health  Administration’s  part,  and  NIMH’s  part 
so  that  we  can  most  effectively  utilize  those  funds. 

Mr.  Conte.  Are  you  doing  anything  to  prepare  for  that  right  now  ? 
It  takes  careful  preparation.  What  preparation  are  you  taking? 

Dr.  Plaut.  We  have  begun  to  initiate  conversations  with  other  levels 
of  the  Department  so  that  as  soon  as  possible  we  can  have  a resolu- 
^ tion  of  these  questions  in  order  to  inform  potential  applicants  regard- 
I ing  what  actions  they  might  take  knowing  there  is  uncertainty  regard- 
j ing  the  final  appropriation. 

i ]V^.  Conte.  What  can  we  do  to  make  sure  our  wishes  get  carried  out 
j in  time  for  them  to  be  worth  something  ? 

Dr.  Plaut.  I am  not  sure  I could  answer  that  question,  Mr.  Conte. 

I Dr.  Egeberg.  To  some  degree  our  ability  to  respond  will  depend  on 
I our  feal  employment  ceiling  for  fiscal  year  1975.  Processing  grant 
I applications  does  take  a lot  of  time. 

Mr.  Conte.  It  certainly  does. 
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EARNING  POTENTIAL  OF  TRAINEES 

Mr.  Conte.  Dr.  Egeberg,  high  potential  earnings  are  again  men- 
tioned as  a reason  for  stopping  Federal  support  of  professional  train- 
ing. For  the  record,  will  you  provide  a breakdown  of  professional 
earning  expectations  for  the  groups  covered  by  all  three  Institutes’ 
training  programs?  Be  sure  to  include  as  separate  groups  social 
workers  and  psychiatric  nurses. 

Dr.  Egeberg.  Yes,  sir.  On  the  allied  health  professionals  also? 

Mr.  Conte.  Yes. 

[The  information  follows :] 

Earnings  Expectations  for  Professions  in  Training  Programs 

The  Alcohol,  Drug  Abuse,  and  Mental  Health  Administration  does  not  have 
available  information  on  the  annual  earnings  of  its  former  trainees.  However, 
it  is  reasonable  to  assume  that  their  earnings  are  comparable  to  national  aver- 
ages. Using  various  source  data  we  have  estimated  the  national  average  for  the 
four  mental  health  core  disciplines  as  follows  : 

Psychiatrists — $47,500 
Psychologists  (Ph.  D. ) — $22,800 
Social  workers  (M.S.W.) --$14,800 
Nurses : B. A.— $9,500 ; M. A.— $14,000 

In  addition  to  the  core  disciplines,  a significant  amount  of  training  funds  are 
used  to  meet  the  needs  for  a wide  range  of  mental  health  workers  at  various 
educational  levels  which  are  collectively  known  as  the  allied  mental  health 
professions.  In  this  category,  job  titles  are  not  well  established,  and  it  is  not 
possible  to  provide  average  salaries.  However,  some  of  the  general  categories 
into  which  these  workers  are  grouped,  and  the  estimated  salary  ranges,  are  as 
follows : 

Paraprofessional  treatment  workers,  $6,000-$8,000 
Counselors — $7,000-$9,000 
Youth  workers — $8,000-$9,obo 
Community  workers — $7,000-$8,000 

NIMH  RESEARCH  PROGRAMS 

Mr.  Conte.  The  opening  statement  mentioned  a study  of  the  mental 
health  research  program.  Since  we  now  are  faced  with  a budget  with 
no  funds  for  new  research  grants,  I’d  like  a detailed  statement  in  the 
record  of  that  study’s  recommendations  and  an  outline  of  them  at  this 
point.  ' 

Dr.  Egeberg.  With  respect  to  the  grants  ? 

Mr.  Conte.  Yes,  sir. 

Dr.  Egeberg.  We  are  working  very  hard  on  that  at  the  moment,  and 
it  is  better  to  do  it  in  writing  to  you  as  soon  as  we  get  that  finished. 
[The  information  follows:] 

Summary  of  the  Report  of  the  NIMH  Research  Task  Force 

introduction 

The  Research  Task  Force  of  the  National  Institute  of  Mental  Health  has 
conducted  a comprehensive  review  and  analysis  of  research  in  mental  health, 
particularly  that  supported  by  NIMH,  over  the  last  25  years  and,  based  on  this 
analysis,  has  developed  a set  of  recommendations  for  future  directions. 

The  basic  work  of  the  task  force  was  carried  out  by  10  study  groups,  totaling 
some  80  members,  most  of  whom  were  active  research  scientists  and  close  to 
one-third  of  whom  came  from  outside  NIMH.  All  the  groups  solicited  the  knowl- 
edge and  advice  of  other  scientists  and  research  administrators — ^more  than  200 
in  all,  mainly  from  outside  Government — in  helping  to  compile  and  evaluate 
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the  results  of  a quarter  century  of  research  in  every  scientific  field  bearing  upon 
mental  health  problems. 

The  studies  and  analyses,  continuing  for  more  than  a year,  resulted  in  a set 
of  study  group  reports  totaling  12,000  pages.  The  report  of  the  task  force  as  a 
whole  presents  the  essence  of  this  material  in  18  chapters.  It  was  written  by  the 
task  force  staff  in  cooperation  with  a coordinating  committee  that  included  the 
directors  of  XIMH  operating  divisions,  the  study  group  chairpersons,  and  a 
representative  of  the  NIMH  assembly  of  scientists.  It  was  also  reviewed  at 
several  stages  by  eminent  scientists,  research  administrators,  and  others — all 
from  outside  NIMH — active  in  the  mental  health  or  allied  fields. 

BIOLOGICAL  INFLUENCES  ON  BEHAVIOR 

During  the  last  quarter  century,  more  has  been  learned  about  the  brain  than 
in  all  previous  history.  Thanks  to  research  in  behavioral  genetics,  brain  develop- 
ment, neurophysiology,  neurochemistry,  neuropsychology,  neuroendocrinology, 
and  neuropharmacology — a significant  part  of  it  undertaken  or  supported  by 
NIMH — we  now  have  a substantial  understanding  of  some  of  the  biological 
processes  affecting  the  state  of  our  mental  health  and  are  making  steady  progress 
toward  the  understanding  of  others. 

Of  the  many  advances  by  basic  science  since  the  founding  of  the  Institute  in 
1948,  two  are  particularly  significant.  One  is  the  discovery  that  information  is 
transmitted  through  the  central  nervous  system  by  the  release  at  nerve  cell 
terminals  of  brain  chemicals  called  neurotransmitters.  The  discovery  of  neuro- 
transmitters led  directly  to  our  understanding  of  one  of  the  mechanisms  of 
action  of  the  drugs  used  to  treat  the  major  psychoses,  schizophrenia,  and  de- 
pression. These  drugs  appear  either  to  facilitate  or  block  the  action  of  neuro- 
transmitters. 

The  second  major  advance  is  the  accumulating  evidence  that  heredity  plays 
an  important  role  in  abnormal  behavior — certainly  in  schizophrenia  and  de- 
pression, possibly  in  alcoholism  and  some  forms  of  neurosis.  As  in  some  cases 
of  mental  retardation,  further  research  may  make  it  possible  to  correct  for  the 
still  unknown  biochemical  abnormalities  through  Which  the  genetic  factor  is 
expressed.  Taken  together,  these  findings  open  such  possibilities  as:  (1)  more 
effective  pharmacological  treatment  of  mental  illness;  (2)  blood  or  urine  tests 
for  the  presence  of  a mental  disease  or  of  a predisposition  to  it;  (3)  treatment 
for  the  prevention  of  mental  illness. 

OTHER  CLUES  TO  THE  NATURE  OF  MENTAL  ILLNESS 

Twenty-five  years  ago,  i>sychology  and  i>sychoanalysis  provided  virtually  the 
only  frame  of  reference  for  the  study  of  mental  illness.  The  situation  today  is 
quite  different.  Thanks  to  the  fundamental  biological  discoveries  discussed  above, 
the  biological  sciences  constitute  a powerful  new  frame  of  reference  for  research 
in  the  major  mental  disorders.  In  this  short  time  period,  these  disciplines  have 
contributed  testable  biological  hypotheses,  significant  and  replicable  findings, 
and  effective  forms  of  treatment. 

During  this  quarter  century,  the  psychological  and  social  sciences  have  also 
made  highly  significant  findings.  As  one  notable  example,  numerous  studies  have 
shown  an  especially  high  rate  of  schizophrenia  among  the  people  at  the  lowest 
socioeconomic  levels  of  large  cities.  This  is  one  of  the  great  mysteries  of  re- 
search on  mental  disorders.  Since  no  single  explanation  has  been  proved  valid, 
a pattern  of  factors  is  probably  responsible.  Current  thinking  takes  account  of 
three  likely  factors:  (1)  a predisix)sition  to  schizophrenia,  almost  certainly 
genetic;  (2)  extreme  social  and  psychological  stress  generated  by  the  condi- 
tions of  life  in  the  poorest  neighborhoods;  and  (3)  an  impaired  capacity  to  deal 
with  stress,  also  attributable  to  the  constricted  conditions  of  life  among  the  poor. 

Some  years  ago,  studies  indicated  that  certain  family  processes,  including  dis- 
ordered parental  communication  patterns,  contributed  to  mental  illness  and 
behavior  disorders.  Subsequent  research  suggests  that  disturbances  of  family 
processes  may  be  a result  of  abnormal  behavior  rather  than  a cause  of  it.  For 
a definite  answer,  NIMH  supports  a number  of  longitudinal  studies,  which  begin 
before  a child  is  bom  and  for  some  years  take  note  of  the  principal  circumstances 
of  his  or  her  life.  Such  research  should  eventually  explain  what  elements  are 
needed  to  trigger  mental  illness  even  in  those  carrying  a predisposition  to  it. 
Preliminary  findings  suggest  that  one  element  is  physiological  stress  before  or 
around  the  time  of  birth. 
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RESEARCH  ON  TREATMENT 

NIMH  has  supported  almost  every  major  researcher  in  the  field  of  psychother- 
apy and  behavioral  intervention.  The  Institute’s  intramural  research  program 
has  contributed  importantly  to  the  development  of  family  therapy  and  of  milieu 
or  therapeutic  environment  treatment. 

Although  NIMH  played  no  significant  role  in  the  discovery  of  the  first  psycho- 
tropic drugs,  it  pioneered  in  assessing  their  effectiveness  and  explaining  their 
action,  and  it  established  a nationwide  network  of  early  clinical  drug  evaluation 
units  to  search  for  new  pharmacological  treatments. 

PSYCHOTHERAPY 

In  general,  the  classical  conceptions  of  psychoanalysis  and  psychodynamic 
therapy  have  proved  diflacult  to  subject  to  scientific  study.  Though  they  con- 
tinue to  have  a major  influence  on  all  forms  of  psychotherapy,  the  number  of 
NIMH-supported  research  projects  in  this  area,  as  compared  to  those  in  other 
treatment  areas,  has  declined  steadily  over  the  years.  Some  of  the  findings  from 
studies  of  the  outcome  of  psychotherapy  can  be  summarized  as  follows : 

Most  forms  of  psychotherapy  are  effective  with  about  two-thirds  of  non- 
psychotic  patients.  Whether  one  form  of  psychotherapy  is  superior  to  another 
has  yet  to  be  convincingly  demonstrated. 

Patients  who  benefit  from  psychotherapy  are  highly  motivated,  experience 
acute  discomfort,  anticipate  help  from  treatment,  are  intelligent  and  reasonably 
well  educated,  have  achieved  some  social  success,  are  reflective,  and  are  able  to 
experience  and  express  emotion. 

Characteristics  of  the  effective  therapist  remain  unclear,  but  there  is  no 
research  support  for  the  currently  popular  belief  that  the  effective  therapist 
need  only  be  genuine,  empathic,  and  warm. 

BEHAVIOR  THERAPY 

The  philosophy  and  techniques  of  behavior  therapy  were  derived  principally 
from  laboratory  research  on  conditioning  simple  responses,  primarily  in  animals. 
Through  operant  conditioning,  the  basis  for  most  behavior  therapy,  the  organism 
acquires  a skill  because  he  is  reinforced,  or  rewarded,  for  doing  so.  The  reinforce- 
ment may  be  food  for  a rat  or  a pigeon,  candy  for  an  autistic  child,  points  for  a 
trip  home  for  a hospitalized  mental  patient,  or,  in  the  classroom,  simply  praise 
and  the  satisfaction  of  accomplishment.  Such  therapy  has  been  frequently  and 
successfully  applied  in  institutions  to  alter  the  behavior  of  psychotic  adults  and 
autistic  children.  NIMH  support  of  research  on  behavior  therapy  now  exceeds 
that  of  research  on  psychotherapy. 

SOMATIC  THERAPIES 

These  are  chemical  and  physical  interventions  that  affect  the  brain  and  pro- 
duce changes  in  thought,  mood,  and  behavior.  The  Institute’s  support  of  research 
on  such  approaches,  particularly  chemotherapy,  exceeds  that  for  all  other  types 
of  therapy  combined.  These  investigations  show  that  psychbtropic  drugs  do  not 
cure  schizophrenia  and  the  serious  depressive  illnesses,  but  that  they  do  appear 
to  interrupt  the  psychotic  episode  and  to  ameliorate  symptoms.  Used  as  prophy- 
lactics, they  can  also  reduce  or  prevent  the  recurrence  of  symptoms.  Consequently, 
the  focus  of  treatment  has  shifted  from  terminating  psychotic  episodes  to 
attempting  to  maintain  the  individual  as  a functioning  member  of  the  community. 

From  the  clinical  standpoint,  the  single  most  dramatic  and  far-reaching  event 
since  the  Institute’s  inception  was  probably  the  discovery  that  a chemical  com- 
pound, chlorpromazine,  is  useful  in  the  treatment  of  schizophrenia.  Almost 
equally  important  was  the  discovery  that  other  chemicals — including,  in  recent 
years,  lithium  for  combating  manic-depressive  psychosis — could  be  used  to  treat 
and  prevent  depression.  Less  dramatic  but  also  of  far-reaching  importance  was 
the  discovery — attributable  in  large  part  to  research  and  demonstrations  sup- 
ported by  NIMH  and  carried  out  with  its  guidance — that  mental  illness  could  be 
treated  in  the  community.  It  was  these  research  and  demonstration  projects  that 
laid  the  foundation  for  the  national  program  of  community  mental  health  centers. 

Other  research  on  treatment  has  shown  that:  (a)  controlled  electroconvulsive 
therapy  is  the  most  effective  and  most  fapid-acting  treatment  for  the  relief  of 
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symptoms  of  the  depressed  states  of  manic-depressive  psychosis  and  involutional 
melancholia,  and  (b)  the  claims  for  megavitamin  or  orthomolecular  therapy  are 
not  supported  by  research. 

OTHER  SUBJECTS 

The  Research  Task  Force  report  also  describes  advances  (1)  in  research  on 
alcoholism  and  on  drug  addiction,  two  areas  for  which  the  responsibility  was 
recently  transferred  to  institutes  independent  of  NIMH;  (2)  on  social  prob- 
lems— such  as  crime  and  delinquency — other  than  mental  illness  and  the  addic- 
tive disorders;  (3)  on  child  mental  health  and  on  aging;  and  (4)  on  more 
effective  ways  of  delivering  mental  health  services  and  fostering  the  dissemina- 
tion and  use  of  research  findings. 

SOME  MAJOR  RECOMMENDATIONS 

In  spite  of  the  substantial  progress  in  every  mental  health  research  area 
since  the  Institute’s  founding,  the  task  force  uncovered  a number  of  critical 
needs.  To  meet  these,  the  report  incorporates  specific  suggestions  for  research 
in  each  area  and  also  puts  forward  a number  of  general  recommendations,  of 
which  the  following  are  representative : 

1.  Because  basic  research  generates  new  knowledge  about  the  myriad  of 
complex  processes  governing  human  behavior — knowledge  necessary  for  allevi- 
ating mental  illness  and  strengthening  mental  health — the  trend  in  NIMH 
toward  reducing  the  support  of  basic  research  should  be  halted  and  reversed. 
In  neurobiology,  as  one  example,  the  Institute  should  increase  its  funding  of 
research  in  behavioral  and  biochemical  genetics  and  in  other  currently  under- 
supported areas.  As  in  the  rest  of  medicine,  clinical  researchers  in  mental  illness 
can  only  apply  the  findings  of  scientists  working  at  more  basic  levels. 

2.  The  Institute  should  strongly  support  clinical — as  well  as  basic — ^investiga- 
tion of  biological  factors  in  schizophrenia  and  depression.  For  example,  studies 
of  twins  and  of  adopted  children  must  be  supported  in  order  to  disentangle  the 
genetic  from  the  psychosocial  determinants  of  these  psychoses.  In  three  other 
groups  of  disorders — the  organic  psychoses,  the  psychoneuroses,  and  psycho- 
somatic illness — research  is  by  no  means  commensurate  with  their  consequences 
to  public  health  and  should  be  increased. 

3.  The  Institute  should  strongly  support  research  designed  to  reveal,  by 
studies  over  a period  of  years:  (a)  the  antecedents  of  mental  disorders  in 
children,  and  (b)  the  factors  that  make  some  children  even  in  high-risk  groups 
apparently  invulnerable  to  such  disorders. 

4.  In  treatment  research,  NIMH  should — among  other  undertakings — in- 
crease research  on  the  relative  effectiveness  of  professional,  paraprofessional, 
and  nonprofessional  therapists ; on  the  early  detection  of  emotional  problems, 
with  special  emphasis  on  those  of  children;  on  the  effect  of  combined  pharma- 
cotherapy and  psychosocial  therapies  on  specified  patient  populations;  and  on 
the  long-range  adjustment  of  drug-treated  schizophrenic  patients. 

5.  The  Institute  should  continue  the  development  and  testing  of  various 
behavioral  therapy  techniques,  including  biofeedback,  self-control  measures,  and 
procedures  for  training  parents  and  others  to  act  as  behavioral  therapists. 
NIMH  should  also  establish  a standardized  treatment  assessment  program  to 
identify  and  evaluate  the  mechanisms  and  the  effects  of  newly  emerging  thera- 
pies, as  a protection  for  prospective  patients. 

6.  In  supporting  research  on  social  problems,  the  Institute  should  emphasize 
an  approach  that  takes  into  account  not  just  single  determinants,  but  pattem- 
ings  of  several  main  groups  of  variables — social,  psychological,  and  biological. 

7.  The  Institute  should  use  every  means  at  its  command  to  obtain:  (a) 
reliable  data  on  the  incidence  and  prevalence  of  mental  disorders  among  the 
general  public,  and  (b)  more  nearly  accurate  ways  of  measuring  the  need  for 
and  the  effectiveness  of  specific  mental  health  services  in  a given  population. 

Mr.  Conte.  What  kind  of  a researcher,  generally,  uses  “small 
grants”  ?, 

Dr.  Egeberg.  People  who  have  a new  idea  or  one  testing  out  a new 
program.  I think  Dr.  Plant  might  like  to  answer  that. 

Dr.  Plaut.  They  use  them  for  two  types  of  researchers.  The  first 
would  be  young  researchers  who  are  beginning  in  their  careers  and 
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who  have  not  yet  had  the  background  and  experience  to  develop  large- 
scale  projects.  So  in  that  sense  it  is  a cutting  edge. 

Second,  it  is  specifically  intended  for  exploratory  research  so  that 
one  can  have  a minimum  investment  to  see  whether  the  larger  invest- 
ment at  a subsequent  time  is  worth  the  effort.  And  this  program  just 
recently  celebrated  a major  anniversary,  its  100th  consecutive  review 
meeting,  getting  together  some  of  the  investigators  recently  supported 
in  this  program  and  many  of  them  have  now  made  important  break- 
throughs and  are  highly  respected  in  their  professions. 

APPLICATIO^^^  FOR  SMALL  GRANTS 

Mr.  Conte.  Could  you  tell  me  how  many  applications  for  small 
grants  you  get  each  year  and  how  many  get  approved  as  scientifically 
worth  while? 

Dr.  Plaut.  I will  be  glad  to  provide  that  for  the  record. 

[The  information  follows:] 

Small  Grants 

The  actual  number  of  small  grant  projects  reviewed  fluctuates  from  year  to 
year.  From  fiscal  year  1972  to  1974,  an  average  of  560  projects  was  reviewed  in 
each  year.  About  41  percent  were  approved  by  the  Small  Grant  Review  Committee. 

Mr.  Conte.  The  small  grant  budget  is  down  25  percent.  What  kind 
of  research  will  be  most  affected  by  this  cut  ? 

Dr.  Plaut.  Some  of  the  priorities  for  mental  health  research  are  in 
the  areas  of  depression,  in  the  area  of  schizophrenia,  in  the  area  of 
the  basic  psychobiology  of  mental  illness.  Those  would  be  the  areas 
with  the  highest  priority. 

It  might  well  be  necessary  to  fund  a smaller  proportion  of  such 
grants  and  to  give  lower  priority  to  some  of  the  other  important  areas 
having  to  do  with  social  problems,  having  to  do  with  delinquency  and 
so  forth.  The  priorities  would  be  for  the  basic  mental  illnesses,  schizo- 
phrenia, depression,  and  the  basic  physiological  and  biological  aspects 
of  human  behavior  generally. 

RESEARCH  CAREER  PROGRAM 

Mr.  Conte.  The  justification  doesn’t  specifically  say  so,  but  it  looks 
as  if  the  research  career  program  is  also  being  phased  out.  Is  that  so  ? 

Dr.  Plaut.  The  reduction  in  the  research  career  program  reflects 
in  part  awareness  that  this  program  has  been  highly  successful  and 
an  expectation  that  in  the  future  additional  support  for  such  young 
investigators  will  be  forthcoming  from  universities  and  other  train- 
ing institutions. 

Mr.  Conte.  You  are  pretty  clever.  It  is  being  phased  out? 

Dr.  Plaut.  Xo,  sir.  It  will  continue  but  at  a reduced  fimding  level. 

Mr.  Conte.  You  would  make  a good  lawyer. 

How  many  psychiatrists  are  in  full-time  research  now  ? 

Dr.  Plaut.  I believe  I would  have  to  provide  this. 

[The  information  follows :] 

Psychiatrists  in  Full-Time  Research 

A 1970  survey  of  psychiatrists  indicated  that  310  spent  40  percent  or  more  of 
their  time  engaged  in  research  activities.  This  represented  2.4  percent  of  those 
responding.  Assuming  this  to  be  a representative  survey,  it  may  be  inferred  that 
there  are  350  to  400  psychiatrists  in  the  United  States  who  are  engaged  in  re- 
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search  activities  for  a substantial  portion  of  their  time  (40  percent  or  more). 
The  National  Instiute  of  Mental  Health  has  supported  many  of  these  individuals 
through  its  research  and  training  programs.  The  research  career  development  pro- 
gram has  supported  121  i)sychiatrists  throughout  its  history,  or  about  30  to  35 
percent  of  the  total  number  of  psychiatrists  in  research.  Additionally,  the  NIMH 
research  grant  program  supi>orts  about  175  projects  headed  by  other  psychiatrists. 

Mr.  Conte.  How  many  of  those  came  out  of  your  research  career 
program  ? 

Dr.  Plaut.  a very  large  proportion  of  the  senior  research  psychia- 
trists in  American  universities  and  medical  schools  received  not  only 
their  initial  residency  training  but  some  of  their  specialized  training 
through  the  various  research  training  programs  of  the  National  Insti- 
tute of  Mental  Health. 

Mr.  Conte.  Without  the  program  what  do  you  think  the  prospects 
are  for  bringing  in  more  researchers  and  what  are  the  problems  ? 

Dr.  Plaut.  To  the  extent  that  the  society  sees  the  value  of  basic 
biological,  psychological,  and  sociological  research  in  the  mental  health 
field  young  men  and  women  will  be  attracted  into  this  field,  with  the 
prospect  of  having  careers  in  this  field. 

REGIONAL  OFFICE  TECHNICAL  ASSISTANCE  TO  CMHC’s  GRANTEES 

Mr.  Conte.  Putting  aside  the  issue  of  extension  of  community  mental 
health  centers,  what  kind  of  help  can  NIMH  provide  local  and  State 
groups  for  their  programs  if  they  get  funds  for  centers  from  other 
sources  ? 

And  is  that  consultation  and  technical  assistance  given  by  regional 
ofiices  or  your  central  staff  ? 

Dr.  Egeberg.  Both. 

Mr.  Conte.  Both  ? 

Dr.  Egeberg.  Yes,  sir.  We  are,  however,  trying  to  increase  the  num- 
ber of  programs  administered  through  the  regional  offices.  Eight  now 
most  programs  are  still  administered  from  the  central  office. 

Could  I go  back  to  the  last  question  you  asked  about  research  for  just 
a second? 

Mr.  Conte.  Certainly. 

Dr.  Egeberg.  We  have  $3.2  million,  which  I believe  is  primarily  in 
mental  health,  for  stipends  for  people  who  already  have  a doctor’s 
degree.  These  will  be  research  fellowship  awards.  They  are  specifically 
targeted  at  program  areas  where  it  is  felt  that  we  have  a shortage  of 
trained  personnel  in  a particular  research  field.  So  this  is  a new  effort 
to  focus  on  people  who  have  already  had  a lot  of  training  and  to  get 
them  into  areas  where  we  feel  they  are  needed. 

Mr.  Conte.  You  have  $3.2  million  for  that  ? 

Dr.  Egeberg.  $3.2  million. 

CHILD  mental  health 

Mr.  Conte.  Child  mental  health  has  been  your  special  concern  for  a 
good  many  years.  What  do  you  think  NIMH’s  greatest  contribution  in 
this  area  has  been  ? 

Dr.  Plaut.  I think  the  contribution  has  been  at  two  levels,  Mr. 
Conte.  One  is  identification  of  this  as  a national  priority  by  the  Fed- 
eral mental  health  program  has  been  a flag  which  has  indicated  to 
communities,  to  training  institutes  and  the  community  mental  health 
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centers  that  for  too  long  the  needs  of  young  people  have  been  in  the 
back  and  have  not  really  been  dealt  with.  In  a sense  that  is  a symbolic 
level  and  that  hasn’t  been  without  its  importance. 

Mr.  Conte.  Is  that  also  the  greatest  need  ? 

Dr.  Platjt.  Ho,  it  is  not  the  greatest  need. 

Mr.  Conte.  What  is  the  greatest  need  ? 

Dr.  Plaut.  The  greatest  need  is  to  get  a commitment  of  personnel 
at  all  levels  of  government  in  training  institutions,  in*  community 
mental  health  centers  to  overcome  the  long-term  neglect,  including 
child  abuse,  of  the  need  of  young  persons. 

We  talk  about  this  being  a youth-oriented  society  and  a society  that 
cares  about  its  children,  but  there  are  many  evidences  that  we  still  do 
not  care  about  children  and  young  people  to  the  extent  that  we 
should. 

Let  me  respond  to  the  other  part  of  my  initial  remarks. 

Part  F of  the  Community  Mental  Health  Centers  Act,  which  was 
a recognition  by  the  Cbngress  that  even  in  the  comprehensive  com- 
munity health  centers  we  were  not  paying  enough  attention  to  the 
needs  of  children,  is  a second  very  important  element. 

Third,  in  relation  to  research  grants  and  training  grants  we  estimate 
that  close  to  one-sixth,  16  or  17  percent  of  all  of  the  funds  spent  by 
the  National  Institute  of  Mental  Health  are  directly  related  to  the 
mental  health  and  other  needs  of  young  persons. 

DEPRESSION 

Mr.  Conte.  What  does  a psychiatrist  mean  by  ‘‘depression”  as  op- 
posed to  the  way  the  ordinary  person  uses  the  term  ? 

Dr.  Plaut.  Let  me  respond  in  part  here  and  then  in  more  detail 
after  a consultation  with  Dr.  Brown  and  others  for  the  record  if  I 
may. 

Mr.  Conte.  Certainly. 

Dr.  Plaut.  A psychiatrist  means  by  “depression”  the  phenomena 
ranging  from  the  transitory  frequent  experience  of  all  human  beings, 
namely  a feeling  of  inadequacy,  feeling  of  lack  of  worth,  inability  to 
mobilize  energy  to  do  our  day-to-day  tasks,  ranging  to  very  severe 
disorders  which  totally  incapacitate  such  as  the  depressive  phases  of 
manic  depressive  illness. 

Depression  is  the  second  most  frequent  cause  of  admissions  to  State 
and  county  hospitals  and  to  the  psychiatric  wards  of  general  hospitals, 
exceeded  only  by  schizophrenia.  An  increasingly  large  number  of  pa- 
tient care  episodes  in  outpatient  facilities  are  for  patients  that  have 
depression.  Men  as  well  as  women. 

Dr.  Egeberg.  Why  don’t  you  mention  lithium  ? 

Dr.  Plaut.  What  Dr.  Egeberg  has  reminded  me  of  here  is  one  of  the 
most  important  scientific  breakthroughs  in  the  area  of  treatment  of 
severe  depressions,  particularly  depressions  associated  with  the  most 
serious  kind  of  depressive  illness,  namely,  treatment  both  in  the  acute 
phases  and  preventive,  by  lithium  carbonate  of  depressive  illness  and 
disorders.  This  has  been  found  to  be  extremely  useful,  and  the  Food 
and  Drug  Administration  is  just  in  the  process  of  certifying  this 
medication  so  that  it  can  be  more  broadly  used.  With  your  permission 
we  will  supply  a detailed  report  on  that. 
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Mr.  Conte.  Also  if  you  can  supply  for  the  record  any  other  research 
on  the  causes  and  treatment  of  depression. 

Dr.  Plaut.  It  will  be  a pleasure. 

[The  information  follows :] 

Depression 

DEFINITION 

The  concept  of  depression  has  been  used  to  describe  a normal  emotional  state 
of  varying  degrees  of  intensity,  a personality  style,  a symptom  and  a set  of  identi- 
fiable disorders  involving  several  distinct  patterns  of  symptomatology.  As  a 
mood,  depression  is  part  of  normal  human  living.  Feelings  of  sadness,  disappoint- 
ment, and  frustration  are  within  the  vicissitudes  of  the  normal  human  condition. 
The  line  between  normal  and  “clinical  depression”  is  not  clearly  demarcated,  but 
when  the  state  goes  beyond  the  normal  emotion  of  sadness  and  begins  to  have 
major  effects  on  behavior,  thinking,  and  physical  functioning,  we  begin  to  think 
of  the  condition  as  pathological.  As  a symptom,  pathological  depression  often 
occurs  in  association  with  other  psychiatric  and  medical  illnesses  and  may  pose 
difiScult  diagnostic  problems. 

In  current  clinical  practice,  diagnosis  of  depression  delineates  one  or  more 
syndromes  in  which  there  are  abnormal,  persistent  emotional  changes  associated 
with  feelings  of  worthlessness,  guilt,  helplessness ; anxiety,  crying,  suicidal 
tendencies ; loss  of  interest  in  working  and  other  activities ; impaired  capacity 
to  perform  everyday  social  functions  and  accompanied  by  such  physical  altera- 
tions as  anorexia,  weight  change,  psychomotor  retardation,  headache,  and  other 
bodily  complaints.  Even  to  the  untrained  observer,  most  depressive  states  are 
clearly  seen  as  pathological  by  virtue  of  their  intensity,  persistence,  and  other 
interference  with  normal  social  and  physiological  functioning.  All  these  symptoms 
seldom  occur  in  any  individual  patient.  Varying  combinations  are  observed.  Tra- 
ditionally, there  have  been  many  different  theories  concerning  causation.  Several 
systems  of  diagnosis  reflecting  these  differences  are  currently  in  use  by  iisychi- 
atrists  and  other  mental  health  professionals. 

PSYCHOLOGICAL  APPROACHES 

New  concepts  of  the  underlying  psychological  basis  for  depression  are  cur- 
rently being  investigated  at  both  the  animal  and  human  levels.  One  approach 
seeks  to  create  an  animal  model  of  helplessness — thought  to  be  one  major  facet 
of  depression  in  man.  Another  studies  the  clinical  treatment  of  adolescents  in 
crisis  of  depression  and  suicide.  Finally,  a psychological  approach  based  ui)on 
the  principiles  of  behavior  modification  seeks  to  design  a treatment  procedure 
for  the  milder  forms  of  clinical  depression.  A review  of  promising  theories  and 
paths  in  research  was  conducted  through  an  NIMH-sponsored  conference  to 
encourage  new  directions  and  make  recommendations  for  the  future. 

LITHIUM  THERAPY 

Lithium  carbonate,  a simple  chemical  salt  previously  used  as  a table  salt 
substitute  was  discovered  to  have  psychoactive  properties  in  1949.  Following  a 
long  series  of  clinical  trials  in  the  United  States  and  abroad,  including  multi- 
hospital collaborative  studies  carried  out  jointly  by  the  VA  and  NIMH,  it  has 
been  conclusively  shown  that  lithium  carbonate:  (1)  is  an  effective  agent  for 
the  acute  treatment  of  the  manic  phase  of  manic-depressive  psychosis ; (2)  when 
given  on  a long-term  maintenance  basis,  markedly  reduces  the  recurrence  of 
affected  episodes  in  individuals  diagnosed  as  having  manic-depressive  illness; 
(3)  is  ineffective  in  controlling  some  forms  of  recurrent  depressive  illness. 

The  effect  of  the  drug  is  quite  specific  in  controlling  the  symptoms  of  these 
disorders  and  when  blood  levels  are  carefully  monitored,  side  effects  are  minimal. 
The  specificity  of  this  drug  and  the  studies  of  its  mechanism  of  action  have 
advanced  our  knowledge  of  the  mood  disorders  an  encourage  the  use  of 
various  other  psychoactive  drugs  to  prevent  relapse  in  other  major  mental  dis- 
orders. Individuals  previously  known  to  be  at  risk  for  repeated  recurrences  of 
major  mental  disorders  now  have  an  effective  agent  to  protect  them  against 
these  crippling  episodes. 
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SPECIAL  YOUTH  ALCOHOLISM  PROGRAMS 

Mr.  Conte.  You  mentioned  in  answer  to  the  chairman’s  question, 
Dr.  Chafetz,  that  alcoholism  among  young  people  was  increasing  and 
alcohol  seems  to  be  replacing  heroin  use.  Does  the  Alcohol  Institute 
have  any  special  programs  for  this  age  group  ? 

Dr.  Chafetz.  We  have  not  targeted  in  specifically  to  the  young  age 
group  because  this  information  is  just  really  becoming  available  to 
us.  We  have  found,  however,  in  some  of  our  specialized  programs,  for 
example  the  drinking  driver  program  associated  with  the  alcohol 
safety  action  programs  of  the  Department  of  Transportation,  that 
many  of  the  persons  that  are  being  picked  up  for  ^‘drinking  while 
intoxicated”  are  young  people.  Second,  in  the  Indian  alcoholism  pro- 
grams, we  are  finding  a lot  of  young  people  coming  into  the  programs. 

We  have,  of  course,  developed  a national  education  prevention  pro- 
gram which  is  targeted  specifically,  and  hopefully  most  fruitfully, 
at  the  young  people  of  this  country.  We  have  not,  however,  tried  to 
set  up  specific  treatment  programs  for  young  people  per  se. 

Mr.  Conte.  It  might  be  an  area  that  has  tremendous  potential. 

Dr.  Chafetz.  I think  you  are  absolutely  right,  Mr.  Conte.  You  may 
not  know  this,  but  before  I became  a bureaucrat  I was  a Massachu- 
settsan.  One  of  the  studies  that  we  did  in  the  Cambridge  Court  Clinic 
was  a study  to  find  first-arrest  offenders  with  alcohol-related  prob- 
lems. lYhen  we  proposed  this  study  we  thought  we  would  get  an  age 
group  of  18  to  20,  and  we  ended  up  with  a study  group  between  the 
ages  of  14  and  16. 

I would  say  to  you  that  from  the  findings  of  that  study  two  things 
are  important  to  our  statement  here. 

One  is  that  these  young  people  are  not  just  having  troubles  with 
alcohol  alone,  they  are  having  other  problems,  but  that  society  turns 
its  deaf  ear  to  them  and  they  resort  to  alcoholism.  Second,  that  their 
needs  do  not  have  to  be  taken  care  of  by  specialized  alcoholism  treat- 
ments. They  ought  to  be  part  of  the  total  health  treatment  delivery 
system. 

EFFECTS  OF  MARIHUANA  ON  HEALTH 

Mr.  Conte.  In  answer  to  the  chairman’s  question  on  drugs,  Dr. 
DuPont,  on  the  effect  of  marihuana  on  the  body,  you  didn’t  give  a spe- 
cific answer.  There  are  some  reports  that  continual  use  of  marihuana 
has  some  effect  on  the  body’s  immunity  to  disease  generally.  Have  you 
gone  into  that  ? 

Dr.  DuPont.  This  belief  stems  from  a recent  study  done  at  Columbia 
University  by  Dr.  Nahas.  One  of  the  problems  in  drug  abuse  findings 
of  course  is  the  sudden  emergence  of  a new  finding  with  rapid  dissemi- 
nation due  to  the  media.  It  takes  a little  while  for  the  scientific  com- 
munity to  evaluate  these  initial  findings  carefully.  This  finding  is  one 
of  a number  of  problems  we  are  looking  at  more  carefully. 

In  the  last  year  there  have  been  new  reports  of  chromosomal  break- 
age resulting  from  marihuana  usage.  This  has  also  caused  us  consider- 
able concern  and  we  are  carrying  out  further  studies  to  assess  its  va- 
lidity. Dr.  Nahas’  study  was  not  a clinical  but  a laboratory  study.  We 
have  no  reports  indicating  that  the  incidence  of  infection  or  disease 
is  influenced  by  marihuana  use. 
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MENTAL  HEALTH  PROBLEMS  ASSOCIATED  WITH  THE  ENERGY  CRISIS 

Mr.  Conte.  A few  months  a^o  HEW  predicted  mental  health  prob- 
lems would  increase  because  of  the  economic  and  energy  problems.  Do 
you  have  any  early  readings  on  how  that  prediction  is  being  borne  out  ? 

Dr.  Egeberg.  No,  but  we  have  evidence  in  the  past  where  there  has 
been  a crisis  in  which  people  are  deprived  or  made  anxious  and  the 
number  of  admissions  to  the  psychiatric  institutions  have  increased. 

Dr.  Plant,  have  they  increased  recently  in  our  mental  health  cen- 
ters? 

Dr.  Plaut.  Getting  hard  data  in  this  short  time  period  is  very,  very 
difficult.  We  have  some  impressions,  and  they  go  in  two  directions. 

There  are  fascinating  anecdotes  relating  to  difficulty  of  patients 
getting  treatment  because  of  transportation  problems  associated  with 
the  absence  of  gasoline  and  the  lack  of  alternative  means  of  trans- 
portation. 

On  the  other  hand  there  is  no  across-the-board  evidence  that  the 
number  of  patients  either  seeking  or  utilizing  treatment  have  gone 
up  or  down. 

In  relation  to  some  of  the  more  subtle  aspects  of  the  mental  health 
impact,  the  participation  jointly,  for  example,  in  a gasoline  line,  can 
go  two  ways.  Everybody  has  a common  enemy  that  they  are  angry  at 
and  that  builds  a sense  of  solidarity,  and  we  have  all  seen  reporte  in 
the  press  and  media  about  the  way  in  which  people  gang  up  on  some- 
body who  sneaks  into  the  line.  It  is  a funny  kind  of  in-group  develop- 
ing among  strangers  which  is  not  always  characteristic  of  the  Amer- 
ican society. 

We  are  continuing  to  gather  information  on  this.  The  press  has 
been  very  interested. 

One  of  the  other  aspects  we  are  asking  a number  of  our  scientists  to 
look  at  is  the  experimental  evidence  from  the  Quartermaster  Corps 
and  other  sources  as  to  what  the  impact  would  be  on  psychological 
functioning  of  normal  persons,  as  well  as  patients,  in  an  environment 
where  instead  of  the  temperature  being  72  degrees  it  is  78  or  80  de- 
grees. We  are  talking  about  the  possible  obverse  of  cold  homes,  talk- 
ing about  hot  offices  and  hot  homes  this  summer.  This  is  something 
we  have  asked  a number  of  our  specialists,  grantees,  to  look  at  and 
see  whether  they  can  make  some  predictions  as  to  under  what  circum- 
stances this  warmer  environment  would  cause  some  additional  prob- 
lems. 

I believe  Dr.  Chafetz  has  some  observations  to  add  here. 

Dr.  Chafetz.  Mr.  Conte,  we  already  have  data  in  those  areas  most 
significantly  hit  by  gasoline  shortages  and  the  sale  of  alcoholic  bever- 
ages has  shot  up. 

Mr.  Conte.  On  the  other  hand,  life  insurance  companies  report  that 
the  mortality  rate  is  down.  One  of  the  reasons  may  be  that  lower  home 
temperatures  are  healthier,  people  aren’t  getting  as  many  colds  go- 
ing in  and  out  of  the  house.  It  is  a very  encouraging  sign. 

Dr.  Chafetz.  The  mortality  rate  has  also  gone  down  on  the  high- 
ways as  a result  of  lowering  the  speed  limit  and  the  fact  there  is  less 
usage  of  mileage.  The  alcohol  industry  has  felt  this  is  proof  alcohol 
hasn’t  been  as  related  to  highway  deaths  as  we  have  stated  it  to  be, 
but  that  is  open  to  question. 
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ADAMHA  INFORMATION  CLEARINGHOUSE 

Mr.  Conte.  There  seem  to  be  three  information  clearinghouse  op- 
erations in  the  administration,  one  in  drugs,  one  in  alcohol,  and  one  in 
mental  health.  My  question  is : Are  they  integrated  in  some  way,  for 
example,  do  they  share  computer  facilities  and  personnel  ? 

Dr.  Egeberg.  They  are  integrated  and  they  do  share  computer  fa- 
cilities. 

They  have  remained  independent  so  far  but  we  are  studying  the 
possibility  of  integrating  them  to  a greater  degree.  If  you  take  the 
people  interested  in  alcoholism  and  add  them  to  a list  of  those  inter- 
ested in  drug  abuse  and  in  mental  health,  you  get  a rather  large  list 
of  which  two-thirds  aren’t  particularly  interested  in  the  other  sub- 
ject. So  we  feel  it  is  a good  idea  to  keep  them  apart  for  the  present 
until  we  can  find  out  how  much  overlapping  there  might  be. 

We  have  no  sharing  of  personnel  but  we  are  having  discussions  to 
find  out  whether  we  are  overlapping  in  any  way  that  could  make  us 
inefficient. 

INTERRELATIONSHIP  OF  DRUG  AND  ALCOHOLIC  ADDICTION 

Mr.  Conte.  Are  studies  of  addiction — whether  of  drugs  or  alcohol- 
ism— interrelated  ? 

Dr.  Egeberg.  Drugs  and  alcohol  have  become  more  interrelated  in 
the  last  year  or  two.  I imagine  that  within  the  next  6 or  8 months  an 
interrelationship  of  a much  greater  degree  will  occur  almost  of  ne- 
cessity. 

Mr.  Conte.  Thank  you  very  much.  All  of  you  have  made  a very  fine 
presentation. 

ALCOHOLISM  AMONG  YOUTH 

Mr.  Casey.  In  response  to  Mr.  Conte’s  question  about  the  use  of 
alcohol,  you  have  given  us  a lot  of  statistics  with  reference  to  ages 
14  to  16.  If  I recall  correctly,  he  asked  what  you  are  doing  about  alco- 
holism among  the  youth.  You  said  you  are  making  the  public  more 
aware  of  it  and  trying  to  get  more  young  alcoholics  into  the  clinics. 
Are  you  making  any  changes  in  your  programs  ? 

Dr.  Chafetz.  Mr.  Casey,  the  fundamental  way  that  this  is  being 
respond  to  of  course  is  through  our  Youth  Education  Branch  in 
the  Division  of  Prevention.  But  the  outcome  is  being  reflected  in  other 
ways. 

For  example,  if  I were  to  take  the  city  of  Los  Angeles,  5 years  ago 
they  had  no  A.A.  groups  that  were  made  up  of  preteenagers.  Two 
years  ago,  after  the  institute  had  been  created  and  this  educational 
thrust  had  begun,  they  had  12,  and  last  year  they  reported  the  number 
had  shot  up  to  25.  That  is  just  in  one  metropolis. 

Second,  we  are  finding  a shift  in  the  average  age  of  patients  coming 
into  our  alcoholism  treatment  facilities.  It  is  going  down  considerably. 

As  I said  earlier  to  Mr.  Flood,  I think  the  issue  of  the  alcoholism 
thrust  in  this  country  after  almost  200  years  of  neglect  and  3 years  of 
concerted  Federal  effort  has  a long  way  to  go,  and  this  is  one  of  the 
areas  that  we  will  have  to  give  added  attention. 

Mr.  Casey.  I will  repeat  my  question.  What  are  we  doing  about  the 
youngsters?  You  tell  us  what  A.A.  is  doing.  Is  that  the  private  orga- 
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nization  or  have  you  had  some  input  into  Los  Angeles  creating  these 
A. A.  units? 

Dr.  Chafetz.  I am  sorry,  sir.  It  is  our  contention  that  not  every- 
thing that  happens  in  alcoholism  can,  should,  or  will  be  able  to  be  just 
the  outcome  of  Federal  efforts.  A. A.,  as  you  probably  know,  is  a pri- 
vate voluntary  effort  on  behalf  of  alcoholic  people. 

Mr.  Casey.  I know  all  of  that.  I want  to  know  what  you  are  doing. 
What  do  we  have  this  appropriation  up  here  for  if  it  isn’t  to  attack 
problems  like  ailcoholism,  drug  abuse  with  a Federal  effort  and  try  to 
stimulate  private  efforts  ? 

Dr.  Chafetz.  The  programs  that  we  fund,  Mr.  Casey,  are  the  ones 
that  get  these  programs  like  A. A.  to  have  more  clients.  For  example, 
A.A.,  before  the  NIAAA  was  established,  had  a patient  roll  of  535,000. 
In  the  2 years  since  the  start  of  the  Federal  effort,  they  report  that  their 
rolls  have  jumped  to  750,000. 

Mr.  Casey.  That  is  what  I want  to  know. 

FEDERAL  EFFORTS  TO  STUDY  ALCOHOLISM  AMONG  YOUTH 

Dr.  Chafetz.  There  are  other  things  that  just  occur  to  me  we  have 
not  mentioned  to  you,  and  I apologize  for  that. 

One,  we  have  recently  undertaken  the  largest  survey  of  teenage 
drinking  practices  and  problems  that  the  country  has  ever  had,  and 
hope  to  have  the  results  included  in  the  report  to  Congress  on  alcohol 
and  health. 

Second,  we  have  given  a contract  to  the  parent-teachers’  association 
for  the  purpose  of  developing  educational  efforts  in  the  schools  so 
that  people  who  have  problems  can  get  to  treatment  facilities. 

Third,  we  have  a contract  with  the  educational  commission  of  the 
States  which  will  provide  another  way  to  prevent  alcoholism  among 
young  people. 

We  also  have  a very  active  program  with  the  JayCees  organization 
which  attempts  to  mobilize  young  people  who  are  getting  into  trouble 
with  alcohol  to  get  to  the  treatment  facilities. 

Mr.  Casey.  In  other  words,  you  do  have  something  going  on  in  the 
schools  ? 

Dr.  Chafetz.  A tremendous  amount,  sir.  I think  we  are  doing  more. 
I guess  every  once  in  a while  I get  humble  and  I apologize. 

FEDERAL  ALCOHOL  EDUCATION  PROGRAMS 

Mr.  Casey.  You  sometimes  have  to  brag  a little  bit  here  when  you 
are  after  money. 

The  Office  of  Education  is  strong  on  counseling  and  providing 
funds  for  school  districts  to  help  employ  capable  personnel  so 
that  youngsters  will  know  what  direction  they  are  going  to  go  in  their 
education — ^to  see  that  they  are  taking  the  right  courses,  and  to  try 
to  keep  them  in  school.  Do  you  have  anything  of  that  nature  going 
on? 

Dr.  Chafetz.  Yes,  sir,  we  have  contracts  and  a very  close  working 
relationship  with  the  Office  of  Education,  with  a variety  of  agencies 
in  the  Federal  Government  so  that  we  can  target  in  on  their  activities. 
We  are  very  actively  engaged  also  with  the  SRS.  We  have  given  them 
some  money. 
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Mr.  Casey.  What  is  the  SKS  ? 

Dr.  Chafetz.  Social  Eehabilitation  Service  in  the  Department  of 
Health,  Education,  and  Welfare.  And  we  also  have  gone  across  to 
the  Department  of  Labor.  We  have  a number  of  interagency  activi- 
ties to  do  just  what  you  suggested. 

Mr.  Casey.  I think  that  is  what  you  need  to  tell  us.  If  you  just  say, 
“We  are  making  surveys  and  finding  this,”  you  tell  us  only  that  we 
have  the  problem.  A survey  does  tell  you  how  large  the  problem  is, 
but  I think  you  ought  to  do  more  than  that.  If  you  want  to  add 
further  to  the  record  later,  feel  free  to  do  so. 

Dr.  Chafetz.  Thank  you,  sir. 

Mr.  Casey.  This  is  a problem  I think  that  concerns  us  all. 

[The  information  follows :] 

Youth  Education  Program 

While  prevention  programs  may  not  have  the  immediate  payoff  that  is  realized 
through  medical  treatment  and  other  health  and  social  services,  it  must  be  under- 
stood that  prevention  is  the  only  effective  way  to  ultimately  remove  the  spiraling 
human  costs  of  alcoholism  from  our  culture.  To  be  successful,  prevention  efforts 
must  focus  first  of  all  on  our  Nation’s  youth.  Recent  data  indicate  that  young 
people  are  drinking  sooner,  more  often ; and  in  greater  quantities  than  in  the 
past.  For  this  reason  it  is  critical  that  the  Nation’s  youth  learn  to  handle  alcohol 
more  responsibly  than  today’s  adults.  In  order  to  accomplish  the  goal  of  prevent- 
ing alcohol  abuse  and  alcoholism,  among  this  Nation’s  youth,  the  Youth  Educa- 
tion Branch  is  carrying  on  the  following  activities : 

1.  Efforts  are  being  mounted  toward  prevention  efforts  both  in  and  out  of 
school  which  are  targeted  toward  youth  who  hiave  not  yet  established  drinking 
patterns  and  toward  youth  who  have  already  begun  to  drink  alcoholic  beverages. 
These  programs  will  include  all  cultural,  racial,  and  ethnic  backgrounds.  A grant 
has  been  awarded  to  the  Philadelphia  Mental  Health/Mental  Retardation  Asso- 
ciates, Inc.  in  the  ainount  of  $1^,727.  The  overall  goal  of  this  program  is  to 
minimize  the  occurrence  of  alcohol  abuse  in  its  various  forms  and  to  encourage 
the  overall  psychological  development  of  the  youths  participating  in  the  pro- 
gram. The  project  is  designed  to  capitalize  upon  and  use  the  natural  modeling 
processes  already  existing  in  the  youth  culture  of  the  community.  The  students 
themselves  will  have  an  integral  role  in  carrying  out  this  project. 

2.  Collaborative  studies  with  the  NII>A  are  being  planned  to  design  innova-  | 
tive  instructional  materials  and  teacher  training  strategies  designed  to  provide 
viable  and  relevant  learning  experiences  for  students  in  the  use  and  misuse  of 
alcohol.  For  example,  the  National  Institute  on  Alcohol  Abuse  and  Alcoholism 
entered  into  an  interagency  agreement  with  the  Office  of  Education  amounting 

to  a total  of  $1  million  for  the  development  of  a series  of  films  for  elementary  | 
and  secondary  school  youths.  These  films  will  be  completed  in  fiscal  year  1974  | 

and  distributed  in  fiscal  year’s  1974  and  1975.  The  University  of  Michigan  School 
of  Public  Health,  has  received  a grant  in  the  amount  of  $23,883  to  develop  a j 
series  of  trigger  films.  The  purpose  of  these  is  to  provide  a catalyst  for  group  | 
discussion  in  a variety  of  settings.  Finally,  the  National  Clearinghouse  for  j 
Alcohol  Information  is  developing  curriculums  packages  for  teachers  of  grades 
K^,  4-6,  and  secondary  levels.  These  packages  will  be  designed  to  quickly  meet 
the  specific  needs  of  teachers  writing  to  the  clearinghouse  and  will  integrate 
the  topic  of  alcohol  into  a wide  variety  of  subjects  normally  taught  by  these  j 
teachers.  j 

3.  Finally,  the  NIA'AA  is  attempting,  whenever  possible,  to  include  educational  | 
components  for  the  parents  of  youthful  target  groups.  Specific  programs  will  be  | 
designed  for  new  parents  in  order  to  sensitize  them  to  the  issues  of  alcohol  educa- 
tion and  their  influence  as  role  models  upon  their  children. 

A grant  has  been  awarded  to  the  Akron,  Ohio,  YMCA  in  the  amount  of  $90,203 
to  initiate  an  alcohol  abuse  prevention  program  directed  toward  elementary  j 
students  in  the  4th,  5th,  and  6th  grades  (ages  9 through  11).  The  program 
includes  extensive  parent  involvement  through  such  mechanisms  as  communica- 
tion skills  workshops,  video  tape  replays,  etc.  Emphasis  in  this  project  is  on  the 
development  of  life  goals  through  the  clarification  of  values,  attitudes,  and 
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decisionmaking.  During  the  second  year  this  program  will  be  expanded  to  30 
additional  YMOA’s  throughout  the  country. 

The  National  Institute  on  Alcohol  Abuse  and  Alcoholism  entered  into  a reim- 
bursement agreement  with  the  Center  for  Disease  Control  to  support  a preven- 
tion and  education  program  under  the  auspices  of  the  National  Congress  of 
i Parents  and  Teachers  Association.  The  project  represents  a unique  effort  to 
I sensitize  parents  and  teachers  to  the  fact  that  alcohol  is  a drug  and  that  adults 
when  using  the  drug  (either  responsibly  or  irresponsibly)  serve  as  models  for 
their  children. 

' Finally,  the  National  Center  for  Alcohol  Education  is  developing  a curriculum 
I pacakage  to  meet  the  needs  of  parents  of  young  children.  This  package  is  cur- 
j rently  in  the  needs  assessment  stage. 

j Mr.  Casey.  Mr.  Michel. 

! STAFF  COSTS  AT  CMHC’s 

j Mr.  Michel.  Thank  you,  Mr.  Chairman. 

I Doctor,  under  community  mental  health  centers,  we  have  one  out 
I in  our  area  and  some  of  the  folks  out  there  now,  I understand,  are 
I getting  a beefed-up  request  for  additional  money.  While  I would  like 
to  be  as  helpful  as  I can,  I am  getting  some  reverberations  from  some 
of  the  people  actively  engaged  in  this  thing  that  too  much  money 
is  being  allocated  to  staff,  rather  than  real  programs.  I wonder  if  this 
is  a trouble  throughout  the  country. 

Do  we  find  people  taking  advantage  of  this  real  easy  Federal  money 
to  just  keep  piling  on  one  additional  staff  person  after  another  so  it 
is  getting  topheavy  and  very  little  left  for  actual  program  imple- 
mentation ? 

Dr.  Egeberg.  I would  rather  have  Dr.  Plaut  answer  it.  I did  say 
I earlier,  sir,  when  it  comes  to  supporting  these  community  mental 
health  centers,  on  the  average  we  are  supplying  about  30  percent 
of  a center’s  support  costs.  If  there  is  excess  staff  it  may  have  some 
State  or  other  input. 

Dr.  Plaut.  In  a major  new  effort  such  as  the  community  mental 
health  centers  program  there  are  inevitably  going  to  be  some  growing 
pains  of  the  kind  you  referred  to.  Over  the  last  2 or  3 years  there  have 
been  a number  of  groups  that  have  looked  at  the  community  mental 
health  centers  program,  ranging  from  your  own  GAO  to  some  of  Mr. 
Nader’s  operations. 

It  is  very  interesting  that  a significant  proportion  of  the  criticism 
aimed  at  this  program  from  Mr.  Nader  was  based  on  documents  that 
had  been  prepared  by  NIMH  staff.  So  we  have  been  aware  there  have 
been  problems  with  this  program.. 

I know  in  one  of  the  Midwestern  States  there  has  been  very  specific 
concern  with  the  extent  to  which  staff  was  being  added  and  it  might 
not  be  the  best  use  of  the  moneys.  I would  say  on  a national  basis,  the 
salaries  in  these  community  mental  health  centers  are  barely  com- 
petitive with  the  other  settings  in  which  people  might  be  working, 
that  the  response  of  the  community  and  the  citizens  boards  to  the 
I dedication  and  the  work  the  center  staff,  while  not  universally  favor- 
able, it  has  generally  been  favorable. 

There  is  no  question  there  have  been  cases  where  this  hasn’t  been 
policed  as  well  as  it  might  have  been  by  the  Federal  Government  or 
by  the  State  mental  health  authorities  that  are  increasingly  moving 
into  standards  setting  in  regard  to  these  facilities. 
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We  have  a number  of  contracts  outstanding  which  are  attempting 
to  increase  the  capability  of  the  States  to  set  such  standards  and  to 
identify  weaknesses  of  the  kind  you  describe. 

Dr.  Egeberg.  I have  some  statistics  here,  sir.  Our  staffing  grants 
support  only  a portion  of  the  costs  for  professional  or  paraprofessional 
personnel. 

Sixty-five  percent  of  a center’s  budget  in  1972  went  for  salaries ; 66 
percent  in  1971;  and  66  percent  in  1970.  Twenty-seven ‘percent  goes 
for  operating  expenditures. 

salary  levels  of  staff  operating  cmhc’s 

Mr.  Michel.  Are  those  salary  levels  pretty  uniform  throughout  the 
country  or  is  there  a wide  disparity  there  ? 

Dr.  Plaht.  There  is  a very  wide  disparity. 

Mr.  Michel.  Is  that  good  ? 

Dr.  Plaut.  I think  it  reflects  the  diversity  and  the  heterogeneity, 
Mr.  Michel,  of  this  country. 

Mr.  Michel.  I don’t  mean  to  imply  by  my  question  chat  I think  it 
ought  to  be  uniform,  because  like  postmaster’s  salary  in  the  old  days, 
if  you  got  down  South  it  was  one  of  the  best  jobs  in  the  community  and 
up  in  the  Northern  cities  they  were  going  begging.  There  is  still  a 
difference  to  some  degree  around  the  country.  I would  be  the  last  one 
to  say  because  of  such  and  such  a salary  in  Washington,  D.C.,  it  has  to 
be  that  in  Peoria  or  someplace. 

Go  ahead. 

Dr.  Plaut.  As  you  well  know  from  your  own  experience  in  your 
own  district  these  community  mental  health  centers  are  not  Federally 
run  facilities.  They  are  locally  run  State  or  nonprofit  local  organiza- 
tions. And  because  of  the  marketplace  economics,  pay  for  profes- 
sionals and  for  the  nonprofessional  mental  health  workers  will  vary 
from  State  to  State  from  urban  to  regional  areas,  the  cost  of  living 
and  other  expenses  will  be  different.  I very  strongly  agree  with  you 
that  it  would  be  inappropriate  for  the  Federal  Government  to  try  to 
force  a single  standard  in  that  regard. 

It  is  true  that  one  of  the  difficulties  in  Appalachia  or  some  rural 
poorer  parts  of  your  State  is  recruiting  people  because  some  of  the 
other  advantages  which  we  have  in  the  metropolitan  areas  are  not 
available  to  people.  So  you  have  to  pay  them  more.  The  tax  base  may 
be  less  in  that  area.  So  it  creates  some  very  serious  problems  in  terms 
of  national  distribution  of  mental  health  resources,  trained  personnel. 

Mr.  Michel.  Thank  you. 

Mr.  Casey.  Thank  you.  | 

We  will  recess  until  2.  I 

[Recess.] 

Mr.  Flood.  The  committee  will  come  to  order. 

Mr.  Obey. 

Mr.  Obey.  Thank  you,  Mr.  Chairman. 

I don’t  have  many  questions  because  we  went  through  so  much  of 
this  last  year. 

MARIHUANA  AND  HEALTH 

On  marihuana  just  one  question,  Dr  DuPont. 

A number  of  weeks  ago  I noticed  a study  indicating  that  there 
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might  be  some  damage  of  white  corpuscles  caused  by  marihuana.  I 
have  since  seen  an  article  challenging  that  study.  What  is  the 
situation  ? 

Dr.  DuPont.  That  was  the  study  done  by  Professor  Nahas  at 
Columbia  that  I referred  to  earlier  this  morning.  We  are  looking  into 
that.  This  finding  hasn’t  been  reported  by  any  other  investigator.  We 
want  to  get  some  clinical  perspective  on  that  finding. 

PROGRAM  INCREASES  IN  19  75  ADAMHA  BUDGET 

Mr.  Obey.  Dr.  Egeberg,  in  looking  for  things  that  are  not  so  gloomy 
in  this  budget,  I do  see  on  page  8 of  your  justifications  that  they  did 
manage  to  include  $200,000  for  the  construction  of  a perimeter  fence 
around  the  animal  center.  I wanted  to  congratulate  you  on  being  able  to 
get  that. 

On  page  10  under  drug  abuse  and  then  on  page  11  under  alcoholism, 
you  show  an  increase  of  71  positions  for  management  and  information, 
and  16  positions  under  alcoholism  for  management  and  information. 
That  seems  to  be  just  about  the  only  increase  in  that  budget.  Is  that 
right  ? 

Dr.  Egeberg.  Yes;  that  is  true.  The  reason  for  it  was  a rather  large 
increase  in  things  to  manage.  Very  little  of  this  is  information 
activities. 

ADAMHA  INFORMATION  ACTIVITIES 

Mr.  Obey.  That  was  my  next  question.  How  much  of  that  is  informa- 
tion and  what  kind  of  information  are  we  talking  about  ? 

Dr.  Egeberg.  Allow  me  to  speak  a minute  about  information  activi- 
ties. In  the  Alcohol,  Drug  Abuse,  and  Mental  Health  Administration, 
when  referring  to  information  programs,  usually  we  mean  education 
programs.  For  example,  we  need  to  get  scientific  information  to  people 
who  are  dealing  with  patients  who  need  treatment  in  alcohol,  drug 
abuse,  or  mental  health  facilities.  We  gather  information  from  our  re- 
search projects,  and  we  get  it  out  to  the  people  who  need  it  to  improve 
the  delivery  of  services.  There  is  very  little  self-aggrandizing  informa- 
tion included  in  our  activities.  I would  call  most  of  it  technical 
information. 

But  even  at  that,  I doubt  this  represents  more  than  30  percent  of  the 
budget  in  this  activity. 

Mr.  Obey.  For  the  record  would  you  include  some  examples  of  the 
kind  of  information  you  are  talking  about. 

Dr.  Egeberg.  You  would  like  that  for  the  record  ? 

Mr.  Obey.  Yes ; because  it  is  very  essential  when  we  go  to  the  floor. 
There  are  two  or  three  members  I can  think  of  who  like  to  play  with 
that  kind  of  title. 

[The  information  follows :] 

Example  of  Information  Programs  Within  the  Alcohol,  Drug  Abuse,  and 
Mental  Health  Administration 

The  information  systems  within  the  Alcohol,  Drug  Abuse,  and  Mental  Health 
Administration  have  a basic  purpose  which  is  twofold : (A)  To  receive,  analyze, 
interpret  and  evaluate  current  information  and  trends  pertaining  to  the  three 
general  subject  areas;  and  (B)  To  disseminate  such  information  in  a variety  of 
ways  and  to  audiences  which  include  the  scientific  and  academic  communities,  the 
clinical  community,  the  professions  which  touch  on  mental  health  work  in  their 
normal  activities,  and  the  general  public.  Examples  of  information  programs  sup- 
ported by  the  three  institutes  are  provided  below. 
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NATIONAL  INSTITUTE  OF  MENTAL  HEALTH 

The  mission  of  the  National  Clearinghouse  for  Mental  Health  Information  is 
to  provide  for  rapid  and  effective  dissemination  of  information  in  order  to  shorten 
the  gap  between  research  findings  and  their  practical  application.  To  this  end, 
emphasis  has  been  placed  on  collecting  comprehensive  and  specialized  mental 
health  information  on  an  international  basis.  Since  1968,  the  Clearinghouse  has 
pursued  the  policy  of  acquiring  and  processing  mental  health  literature  in  all 
areas  relevant  to  mental  health.  Today  the  NCMHI  screens  literature  in  more 
than  50  areas  of  interest  to  the  mental  health  field. 

The  dissemination  of  information  to  mental  health  workers,  professionals,  and 
the  concerned  public  remains  the  primary  service  function  and  respon^bility  of 
the  Clearinghouse. 

In  addition  to  periodical  and  special  publications,  individual  requests  are 
answered  through  special  searches  of  the  computer  files.  These  requests  have 
grown  from  1,735  in  1969  to  over  6,300  for  1973.  However,  since  each  requester 
may  ask  for  more  than  one  topic,  the  number  of  single  item  searches  has  grown 
from  2,240  in  1969  to  10,754  in  1973. 

A partial  listing  of  periodical  and  one-time  publications  put  out  by  the  Clear- 
inghouse is  provided  below.  This  listing,  which  comprises  about  20  percent  of  the 
total  publications  list,  includes  source  materials  for  the  general  public,  library 
search  materials,  and  substantive  material  suitable  for  various  professional 
levels : 

Abstracts  of  the  Psychoanalytic  Studies  of  the  Child. 

Aged  Patients  in  Long-Term  Care  Facilities. 

Cognitive  and  Mental  Development  in  the  First  Five  Years  of  Life. 

Consultation  in  Mental  Health  and  Related  Fields. 

Cost  Finding  and  Rate  Setting  for  Community  Mental  Health  Centers. 

Crime  and  Delinquency  Topics. 

Dealing  with  the  Crisis  of  Suicide. 

Directory  of  Halfway  Houses. 

Directory  of  Institutions  for  Mental  Disordered  Offenders. 

Facts  about  Autism. 

Facts  About  Adolescence. 

Facts  About  College  Mental  Health. 

Facts  About  the  Mental  Health  of  Children. 

Functions  of  the  Police  in  Modern  Society. 

Growing  ITp  in  America. 

Handbook  of  Psychiatric  Rating  Scales. 

Mental  and  Emotional  Illnesses  in  the  Yound  Child. 

Multi-Ethnic  Literature  in  the  High  School : A Mental  Health  Tool. 

NIMH  Research  on  the  Mental  Health  of  the  Aging. 

NIMH  Report  to  Physicians  : Treatment  of  Insomnia. 

Nursing  Careers  in  Mental  Health. 

Promoting  Mental  Health  in  the  Classroom. 

Schizophrenia  Bulletin. 

Social  Change  and  Human  Behavior ; Mental  Health  Challenges  of  the  Seventies. 
Suicide  Prevention  in  the  Seventies. 

Teachers  Talk  About  Their  Feelings. 

TV  Media  Content  and  Control. 

TV  and  Social  Learning. 

Veterans  with  Mental  Disorders  1968-1970. 

Volunteers  in  Community  Mental  Health. 

Youth  in  Turmoil. 

NATIONAL  institute  ON  DRUG  ABUSE 

The  Division  of  Scientific  and  Program  Information  within  the  National  In- 
stitute on  Drug  Abuse  collects,  maintains,  and  disseminates  a varietv  of  uro- 
gram and  management  information.  Systems  supporting  these  ob.1ectives 
include : 

The  Integrated  Drug  A huse  Management  Information  System 

The  Integrated  Drug  Abuse  Management  Information  System  is  a computerized 
management  system  designed  to  provide  a two  way  flow  of  information  between 
the  National  Institute  on  Drug  Abuse,  and  other  Federal  asrencies.  and  the  States 
and  localities  across  the  conntrv.  Included  in  this  network  of  communication  is  the 
Integrated  Drug  Abu.se  Reporting  Process  which  consists  of  the  actual  reporting 
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media  established  in  each  State  Agency  to  send  and  receive  client  related  data 
which  are  utilized  by  Federal  agencies  as  well  as  States  and  localities  in  the 
development  and  operation  of  drug  abuse  treatment  and  rehabilitation  programs. 
Also  included  is  a centralized  file  which  contains,  for  all  major  communities, 
data  elements  relating  to  their  demographic  and  socioeconomic  characteristics, 
their  employment  situation,  their  criminal  justice  system  statistics  and  other 
factors  describing  them  as  geopolitical  entities. 

The  Financial  Management  Information  System 

This  system  provides  basic  information  tools  to  management  at  the  Federal, 
State  and  local  levels  to  ensure  that  resources  are  planned,  allocated,  and  moni- 
tored in  an  efficient,  legal,  and  accountable  manner.  It  enables,  for  example, 
individual  grantees  who  need  management  assistance  to  avail  themselves  of 
budgeting,  accounting  and  administrative  procedures  from  established  manage- 
ment sources. 

The  national  Clearinghouse  for  Drug  Abuse  Information 

The  National  Clearinghouse  for  Drug  Abuse  Information  collects  and  stores 
information  from  a wide  variety  of  sources,  and  drawing  upon  this  mass  of  data, 
produces  numerous  materials,  including  fact  sheets,  directories,  bibliographies 
and  other  publications,  which  are  distributed  to  the  general  and  professional 
public  as  well  as  the  Federal  and  non-federal  government  agencies. 

Reference  materials  which  consolidates  the  many  record,  posters,  plays,  and 
other  materials  available  to  schools  and  communities  on  the  subject  of  drug  abuse 
include  “Selected  Drug  Abuse  Education  Films,”  which  is  a concise  guide  giving 
descriptive  summaries  as  well  as  the  method  of  obtaining  many  of  these  films. 

The  Clearinghouse  has  assembled  volumes  of  its  own  information  materials 
including  pamphlets,  fiyers  and  reports.  A few  of  the  many  reports  dealing  with 
the  broad  range  of  topics  are  “Methadone  Maintenance  Programs” ; “Crisis  In- 
tervention: Current  Developments”;  “Community  Action  Programs:  Voluntary 
Action  and  Drug  Abuse:  Some  Current  Highlights” ; and  “Drug  Abuse  Treat- 
ment and  Prevention : Religious  Activities  and  Programs.”  The  most  widely  dis- 
seminated publication  is  “A  Federal  Source  Book : Answers  to  the  Most  Fre- 
quently Asked  Questions  About  Drug  Abuse,”  produced  jointly  by  the  U.S.  De- 
partments of  Justice ; Health,  Education,  and  Welfare ; Defense ; Labor ; and 
the  Office  of  Economic  Opi>ortunity. 

The  Clearinghouse  has  become  a valuable  reference  source  for  researchers, 
clinicians,  and  others  working  in  the  field  of  drug  abuse.  Included  in  the  wide 
range  of  reference  materials  are  “The  Annotated  Bibliography  on  Drug  De- 
pendence and  Abuse” ; and  “The  Annotated  Directory  of  Drug  Abuse  Programs” 
in  the  United  States.  These  major  directories  are  revised  and  reissued  periodic- 
ally to  keep  pace  with  current  developments  in  the  field. 

NATIONAL  INSTITUTE  ON  ALCOHOL  ABUSE  AND  ALCOHOLISM 

Specific  objectives  of  the  NIAAA  Public  Information  and  Education  Program 
include:  (a)  developing  public  recognition  of  alcoholism  as  an  illness,  and  the 
alcoholic  as  an  individual  who  needs  help  and  can  be  helped,  (b)  encouraging 
the  health  system  to  accept  alcoholism  as  a medical/social/behavioral  problem 
and  to  treat  the  alcoholic  with  the  same  attention  and  consideration  as  any 
other  patient,  fc)  developing  public  awareness  on  the  effects  of  alcohol  and  the 
distinctions  between  responsible  and  irresponsible  drinking,  (d)  producing  a 
new  national  environment  of  frankness  about  the  use  and  misuse  of  alcohol,  and 
(e)  achieving  a concomitant  reduction  in  the  rate  of  drunkenness,  problem  drink- 
ing, and  alcoholism  by  prevention  through  education.  To  achieve  these  objectives, 
the  NIAAA  established  the  National  Clearinghouse  for  Alcohol  Information  to 
serve  as  a focal  point  for  the  collection  and  dissemination  of  world-wide  informa- 
tion on  alcohol  abuse  and  alcoholism.  The  National  Clearinghouse  for  Alcohol 
Information  makes  widely  available  the  current  knowledge  on  alcohol-related 
subjects.  Alcohol  and  Alcoholism,  a publication  of  the  NIAAA  presenting  some 
highlights  of  modem  research  on  drinking  and  alcoholism,  has  been  provided 
on  request  to  professionals  in  private  medicine,  public  health,  vocational  reha- 
bilitation, and  the  behavioral  sciences.  It  has  also  been  offered  as  a basic  docu- 
ment on  alcoholism  to  clergy,  educators,  military  program  personnel,  labor  and 
industry  representatives  and  the  interested  public. 

Some  practical  information  on  building  a network  of  care  for  the  alcoholic 
person  and  his  family  is  available  in  “Developing  Community  Services  for  Alco- 
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holies : Some  Beginning  Principles.”  This  publication  has  been  channeled  to 
health  and  welfare  specialists  in  emergency  medical  units,  rehabilitation  facili- 
ties, social  services  agencies,  halfway  houses  and  referral  centers ; it  has  been 
valuable  for  health  planning  council  members  and  administrators  as  well.  “Pro- 
ceedings of  the  Joint  Conference  on  Alcohol  and  Alcoholism”  is  of  specific  inter- 
est to  and  has  been  requested  by  numerous  individuals  involved  in  traffic  safety, 
probation  law  enforcement,  rehabilitation  and  the  courts.  The  major  conference 
objective  was  to  assist  in  planning  and  programing  at  the  regional,  state  and  local 
levels  in  dealing  with  the  alcoholic  offenders,  the  drinking  driver,  and  the  public 
inebriate.  The  audience  mentioned  above  has  also  received  pamphlet  material 
including : “The  Drinking  Driver  and  the  Courts”  and  “The  Drinking  Driver  and 
the  Police.”  Items  of  general  interest — “Alcohol : Some  Questions  and  Answers,” 
“Thinking  About  Drinking,”  and  “Someone  Close  Drinks  Too  Much” — have  been 
widely  utilized  by  civic  groups,  libraries  and  information  centers,  educators, 
counseling  and  treatment  agencies  and  the  general  public,  to  name  only  a few. 
Bibliographies  with  references  to  the  scientific  literature  covering  various  as- 
pects of  alcoholism  prevention,  treatment,  and  research  have  been  supplied  on 
demand  to  alcoholism  fieldworkers  and  individuals  in  related  professions. 

Dr.  Egeberg.  Somebody  asked  this  morning  about  the  three  agency 
clearinghouses.  The  one  in  mental  health  is  one  of  the  outstanding 
sources  in  the  whole  country  for  information  dealing  with  modern 
knowledge  in  the  field  of  mental  health.  We  supply  the  knowledge  to 
anybody  in  the  field  who  asks  for  it. 

CHILD  MENTAL  HEALTH  STAFFING  GRANTS 

Mr.  Obey.  Page  12  of  your  justifications  it  points  out  that  in  mental 
health  “The  increase  of  $7,844,000  will  provide  for  funds  for  additional 
continuation  costs.  'No  new  funds  will  be  awarded.” 

I am  especially  interested  in  that  area.  I remember  Dr.  Brown  men- 
tioning in  hearings  last  year  that  first  admissions  of  kids  under  15  to 
State  mental  hospitals  had  just  about  doubled  since  1962. 1 am  wonder- 
ing how  it  is  really  possible  to  justify  no  new  funds  in  a program  area 
like  that,  given  those  statistics. 

Dr.  Egeberg.  It  is  like  much  of  the  other  justification.  We  feel  we 
have  primed  the  pump  and  demonstrated  with  the  States  how  much 
can  be  done.  The  feeling  of  the  Administration  is  that  this  has  been 
done  well  enough  so  that  the  States — and  there  are  many  indications 
that  they  will — are  now  going  to  take  over  more  of  this. 

I don’t  know  whether  you  were  here  this  morning  when  I said  that 
in  community  mental  health  centers,  of  which  some  of  this  is  part,  the 
Federal  Government  on  the  average  pays  for  30  percent  of  total 
operating  costs  and  non-Federal  sources  including  the  States  and 
counties  pay  the  other  70  percent. 

Mr.  Obey.  I think  you  can  argue  that  the  opposite  way.  You  can  say 
they  are  spending  75  percent  now  and  this  is  a pretty  big  share  of  the 
burden.  Why  increase  it.  We  are  talking  about  property  taxes  which 
hurt  a lot  more  than  income  taxes  do,  at  least  in  most  cases. 

The  other  point  would  simply  be  that  State  and  local  units  of  gov- 
ernment may  have  been  shown  the  way  to  a certain  extent  by  the 
F ederal  Government,  but  the  statistics  seem  to  indicate  you  have  more 
kids  going  into  State  hospitals  than  you  had  10  years  ago  unless  the 
figures  have  changed  since  last  year. 

Dr.  Egeberg.  I am  afraid  that  is  true. 
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EVALUATION  STUDIES  OF  MENTAL  HEALTH  TRAINING  PROGRAMS 

Mr.  Obey.  In  response  to  the  chairman’s  question  earlier  about  your 
evaluation  of  your  training  program,  you  indicated  that  you  would 
be  happy  to  provide  that  for  the  record.  But  I note  in  hearings  last 
year  the  chairman  said  to  Dr.  Brown  “Last  year  you  told  us  you  were 
making  an  evaluation  of  your  training  program.  Let  us  have  a copy 
of  that  evaluation  study.  Also  let  us  have  a summary  of  the  results  of 
the  evaluation  for  the  record.” 

Mr.  Flood.  If  the  gentleman  will  yield,  I am  glad  you  asked  that. 

I have  before  me  last  year’s  hearings.  I had  asked  you  earlier  last  year, 
we  were  told,  that  is  what  the  gentleman  refers  to — an  evaluation  of 
the  NIMH  training  program  is  underway.  I said  to  you,  “Has  the 
evaluation  been  completed  ?” 

“It  hasn’t  been.” 

If  the  gentleman  will  refer  to  158  at  the  end  of  the  quotation  you 
say  “A  preliminary  report  will  be  available  in  July  1973.” 

You  told  us  that  last  year  and  that  is  why  the  gentleman  is  asking 
that  question  now.  You  told  us  last  year  it  would  be  ready  in  July  1973. 

I meant  to  follow  that  up. 

Dr.  Brown.  We  are  completing  our  evaluation. 

Mr.  Obey.  What  is  slowing  it  down? 

Dr.  Brown.  Some  administrative  problems  have  slowed  down  the 
completion  of  this  report. 

As  we  noted  this  morning,  a preliminary  draft  has  been  completed. 
However,  the  general  policy  decision  to  have  the  Federal  Government 
phaseout  support  for  health  manpower  training  is  so  clear  that  the 
evaluation  might  not  have  an  impact. 

Mr.  Flood.  I knock  on  the  door  and  now  I come  in.  What  did  you  . 
say? 

Dr.  Brown.  I am  trying  to  put  this  as  cogently  and  diplomatically 
as  possible.  But  the  command  decision  was  so  clear  that  the  evaluation 
study  might  not  have  changed  that  command  decision  no  matter  what 
it  said. 

Mr.  Obey.  In  other  words  don’t  confuse  us  with  the  facts. 

INDIAN  ALCOHOLISM  PROGRAMS 

Someone  mentioned  the  Indian  alcoholism  program.  What  percent- 
age of  Indians  have  been  reached  by  that  program  over  the  last  2 years  ? 

Dr.  Chafetz.  Our  best  estimate  is  that  the  Indian  alcoholism  pro- 
grams which  have  been  developed  by  the  Indian  people  in  concert 
with  the  Alcohol,  Drug  Abuse,  and  Mental  Health  Administration 
have  reached  no  more  than  20  percent  of  the  real  need. 

Mr.  Obey.  You  don’t  really  think  if  you  have  to  rely  on  community 
support  you  are  going  to  be  able  to  reach  many  more  Indians  in  the 
next  year  or  two  do  you  ? 

Dr.  Chafetz.  On  the  basis  of  evidence  that  we  have,  I don’t  think 
we  could  make  a definitive  statement  that  is  possible.  I think  it  is  a 
fact  we  all  know  that  in  the  sharing  of  resources  historically  the 
Indian  people  have  gotten  short  shrift. 

It  is  our  hope  with  the  formula  grant  programs  that  have  been 
made  available  to  the  States  and  the  success  of  the  self-determination 
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program  on  alcoholism  that  the  Indian  people  have  effected  that  they 
will  do  better.  But  I have  no  way  of  knowing  whether  that  will  be  an 
historical  reversal. 

Mr.  Obey.  It  is  my  hope,  too,  but  my  knowledge  of  seven  or  eight 
Indian  tribes  in  my  State  leads  me  to  conclude  that  hope  is  in  no  way 
related  to  reality.  That  just  isn’t  going  to  happen. 

Indians  have  been  treated  badly  enough  by  the  Federal  Government 
but  you  get  down  to  the  local  level  and  it  can  be  even  worse.  I think 
it  is  completely  unrealistic  and  primitive  to  assume  the  heeds  of  the 
American  Indians,  as  far  as  alcoholism  or  any  other  program  is  con- 
cerned, will  be  met  at  the  State  and  local  level  without  considerable 
Federal  prodding.  It  isn’t  going  to  be  done  and  I think  the  record  in 
every  program  area  I can  think  of  would  bear  that  out. 

Mr.  Flood.  I would  like  to  say.  Doctor,  I don’t  have  any  Indians  in 
my  hard  coal  district. 

With  reference  to  the  Federal  part  of  it,  certainly  a blot  on  the 
face  of  America’s  escutcheon  is  the  treatment  of  the  American  Indian, 
and  now  most  unfortunately  in  the  area  with  which  you  are  concerned. 
I wish  and  I am  sure  my  friend  and  all  of  the  subcommittee  will  join 
me,  when  you  get  the  record  will  you  devote  something  to  a case  history 
of  this  program  with  the  American  Indian  at  as  much  length  as  you 
think  it  reasonable  under  the  circumstances? 

Dr.  Chafetz.  I not  only  welcome  that  opportunity,  Mr.  Chairman, 
I deem  it  essential. 

[The  information  follows :] 

Case  History  on  the  Progress  of  Indian  Alcoholism  Prevention  and 

Treatment 

Since  its  establishment  in  1971,  the  National  Institute  on  Alcohol  Abuse  and 
Alcoholism  (NIAAA)  has  recognized  the  special  severity  of  alcoholism  problems 
among  American  Indians  and  has  made  support  of  alcoholism  programs  for  them 
one  of  its  top  priorities.  In  1971,  the  NIAAA  funded  12  projects  in  the  amount  of 
$750,000  to  combat  alcoholism  among  the  American  Indians  and  Alaskan  Natives. 
During  fiscal  year  1972,  45  new  Indian  projects  were  funded  for  a total  cost  of 
$3,341,726.  In  fiscal  year  1973,  the  NIAAA  supported  97  Indian  alcoholism  proj- 
ects totaling  $6,498,518  in  both  urban  and  reservation  areas  and  is  continuing 
these  programs  in  fiscal  year  1974.  We  have  taken  precautions  to  insure  that  they 
are,  in  fact,  intrinsically  Indian.  The  program  guidelines  stipulate  that  each 
project  demonstrate  Indian  community  initiative  and  self-determination,  as  mani- 
fested by  Indian  control  over  the  administration,  operation,  and  staffing  of  the 
programs. 

The  primary  objective  of  the  NIAAA  and  the  Indian  alcoholism  program  is  to 
assist  in  making  the  best  alcoholism  treatment  and  rehabilitation  services  avail- 
able at  the  community  level.  To  accomplish  this  objective  each  program  is  de- 
signed to  provide  a variety  of  services  which  may  include  residential  care,  in- 
cluding room  and  board,  for  problem  drinkers  who  seek  help — individual  counsel- 
ing, job  placement,  referral  service,  group  therapy,  Indian  AA  groups,  didactic 
lectures,  work  therapy,  recreation  and  self-government.  Other  methods  which  are 
being  utilized  to  help  Indian  communities  solve  their  alcohol  abuse  problems  in- 
clude broad  programs  of  public  education,  training  of  Indian  people,  and  develop- 
ment of  community  services. 

Since  their  inception,  the  Indian  alcoholism  programs  have  had  a significant 
impact  upon  the  Indians’  attitude  toward  drinking — the  first  vital  step  in  recov- 
ery. The  communities  and  Indian  tribes  living  on  reservations  have  gained  valu- 
able knowledge  about  alcohol  abuse  and  are  now  viewing  alcoholism  as  a major 
social,  cultural,  and  economic  problem.  Other  alcoholism  programs  without  Fed- 
eral funds  are  being  developed,  and  community  resources  are  being  organized  in 
a concerted  effort  to  meet  the  needs  of  Indian  people  afflicted  by  alcohol.  The  fol- 
lowing are  examples  of  the  results  achieved  by  our  alcoholism  programs  : 

Fifty  percent  of  our  Indian  alcoholism  program  clients  recover  and  become 
productive  citizens — 10  percent  of  these  become  sober — 40  i)ercent  change 
drinking  patterns  for  the  better  (family  relationships  are  improved). 
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Fifteen  to  twenty  percent  get  jobs  through  the  programs — this  is  especially 
important  with  exceedingly  high  rates  of  Indian  unemployment 

Our  programs  are  encouraging  Indians  in  Federal,  State,  and  local  jails 
with  alcohol  problems  to  enter  into  treatment  programs  after  release. 

Approximately  100  Indian  Alcoholics  Anonymous  groups  have  been  estab- 
lished— a remarkable  achievement,  since  prior  to  our  programs  Indian  people 

/ traditionally  shunned  AA  groups. 

To  further  carry  out  its  objectives  an  Indian  Desk  is  maintained  within  NIAAA. 

It  is  staffed  by  experienced  Indian  people  to  monitor,  assist,  and  advise  these 
programs.  In  addition,  it  is  charged  with  the  responsibility  of  maintaining  close 
liaison  with  concerned  Federal  agencies  involved  in  health  care  and  social  service 
delivery  to  Indian  people,  as  well  as  with  national  Indian  advocate  organizations. 
The  NIAAA  also  employs  the  American  Indian  Commission  on  Alcohol  and  Drug 
Abuse  (AIOADA)  to  provide  technical  assistance  to  isolated' American  Indian 
communities  on  and  off  the  reservation.  AICADA,  located  in  Arvada,  Colo., 
has  earned  an  enviable  reputation  as  an  organization  representative  of  Indian 
interests  with  exi)erienced  in  combating  the  unique  problems  associated  with 
alcohol  abuse  among  the  American  Indians. 

In  the  area  of  prevention,  the  NIAAA  has  explored  with  chiefs  and  medicine 
men  aspects  of  the  Indian  culture  which  may  be  useful  in  providing  alternatives 
to  excessive  drinking.  In  Oregon,  the  NIAAA  sponsors  an  alcohol  education  pro- 
gram run  by  Indian  students  in  a residential  school.  In  addition,  we  have 
launched  a national  education  campaign  to  inform  the  American  people  that 
alcoholism  is  an  acceptable,  treatable  illness.  This  effort  has  had  an  impact  on 
the  Indian  people. 

To  parallel  the  above  efforts  of  NIAAA,  a special  “minigrant”  program  was 
launched  in  fiscal  year  1973  to  provide  $5,CKX)  to  $10,000,  1-year  project  grants 
to  Alaskan  Native  communities  to  assist  their  people  in  developing  their  own 
alternatives  to  combat  alcoholism  among  the  Alaskan  Native  people.  During 
fiscal  year  1973,  the  NIAAA  funded  44  Alaskan  Native  minigrants  in  the  amount 
of  $472,826.  Since  1973,  122  additional  new  minigrant  applications  have  been 
received  and  recommended  for  approval.  During  fiscal  year  1974,  the  NIAAA  will 
support  approximately  160  Alaskan  Native  minigrants  totalling  $1,600,000,  and 
approximately  $900,000  will  be  utilized  for  other  activities  focusing  on  the 
Alaskan  Native. 

The  overwhelming  response  of  the  Alaskan  Native  people  has  been  to  con-  . 
struct,  remodel,  or  rent  village  centers  to  serve  as  focal  points  for  Alaskan  Native 
people  in  which  to  engage  in  a variety  of  constructive  activities  such  as  arts 
and  crafts,  youth  and  adult  recreation,  repair  and  sale  of  small  machinery  such 
as  snow  equipment,  employment  training,  village  meetings  and  AA  meetings. 
The  variety  of  planned  activities  and  equipment  are  regarded  by  the  Alaskan 
Native  communities  as  their  most  urgent  need  and  most  effective  way  to  begin 
helping  their  people  face  and  overcome  their  drinking  problems. 

Another  collaborative  effort  which  will  soon  be  underway  on  behalf  of  the 
Alaskan  Natives  is  a public  information  campaign.  As  a result  of  a special  ap- 
propriation, NIAAA  has  allocated  funds  for  the  specific  purpose  of  developing 
a massive  statewide  public  information  media  campaign  which  will  stress  pre- 
vention of  alcohol  abuse  and  alcoholism.  This  activity  is  beng  carried  out  with 
key  people  in  the  State  of  Alaska  who  are  currently  involved  with  the  various 
alcohol  programs.  It  is  anticipated  that  the  organizational  work  will  commence 
at  the  beginning  of  fiscal  year  1975. 

In  addition,  the  construction  of  the  Alaska  pipeline  will  have  a tremendous 
impact  upon  the  Alaskan  Natives.  We  anticipate  that  the  pressures  and  problems 
associated  with  this  project  will  cause  immediate  changes  in  the  incidence  of 
alcohol  problems  and  alcoholism  in  Alaska.  To  counteract  this  problem,  the 
NIAAA  is  currently  exploring  the  possibilities  of  implementing  additional  pre- 
vention activities  prior  to  the  advent  of  the  pipeline  construction.  Studies  are 
underway  to  develop  programs  to  provide  information  and  education  to  the 
villages,  training  programs  in  conjunction  with  the  University  of  Alaska  and 
counseling  programs. 


INDIAN  HEALTH  SERVICE— ALCOHOLISM  PROJECTS 


Fiscal  year  Fiscal  year  Fiscal  year 
1973  1974  1975 


Congressional  request 5266,000  $266,000  $266,000 

Appropriation 266,000  266,000  

Operating  level 266,000  266,000  
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Beginning  in  fiscal  y^r  1972,  an  additional  $266,000  has  been  available  an- 
nually to  initiate  and  expand  tribal  programs  in  alcoholism  prevention  and  con- 
trol in  those  Indian  communities  that  had  no  existing  resources.  A total  of  18 
small  community  alcoholism  programs,  Indian  conceived  and  managed  "were 
able  to  be  initiated  in  fiscal  year  1972. 

In  fiscal  years  1973  and  1974  some  of  the  previously  funded  projects  were  con- 
tinued, a few  were  funded  in  full  amount  by  the  National  Institute  on  Alcoholism 
Abuse  and  Alcoholism,  and  sever;al  of  the  projects  that  were  previously  unfunded 
were  initiated. 

These  projects  have  served  a definite  need  that  could  not  otherwise  be  met. 
Pr^ent  use  of  these  monies  continues  to  meet  needs  for  the  small  community 
project,  which  proves  to  have  merit  for  that  community. 

Indian  alcohol  programs  are  funded  primarily  from  the  NIAAA  Special  Proj- 
ects division  which  has  'been  designated  as  the  funding  source  for  Indian  Al- 
coholism projects. 

The  problem  of  alcohol  abuse  and  alcoholism  among  Indian  people  requires 
excellent  technical  assistance  in  developing  Indian  alcoholism  programs,  train- 
ing for  Indian  people,  research  into  psychosocial  variables  of  alcohol  abuse  and 
aleoholism  among  Indian  people  and  sufficient  funding  is  a Continued  basis  into 
the  future  if  this  serious  health  problem  is  to  be  effectively  met. 

INDIAN  HEALTH  SERVICE 


[Dollars  in  thousands) 


1973 

1974 

1975 

Budget  request.. 

Appropriation., 

Operating  level 

$213,022 

220,090 

219,958 

1 $236, 686 
234,210  .... 
» 250,264  .... 

$280,999 

1 Includes  $16,001  in  supplemental  requests. 


All  of  the  congressional  increases  to  the  fiscal  years  1973  and  1974  budget 
requests  for  Indian  Health  have  been  obligated  at  this  time.  Further,  the  on- 
going annualized  costs  of  these  increases  and  the  fiscal  year  1974  supplemental 
are  refiected  in  the  1975  budget  request.  The  fiscal  year  1975  budget  request  also 
provides  for  nonpolicy  mandatory  cost  increases  and  a program  increase  for 
ambulatory  care.  These  increases  will  reduce  the  backlog  of  unmet  Indian 
health  needs. 

Mr.  Flood.  I have  a visceral  sensation  very  recently,  a matter  of 
a couple  of  years,  even  this  year  I know  on  the  floor  of  the  House 
and  in  committees  there  is  an  increasing  awarness  that  there  are 
American  Indians. 

INDIAN  HEALTH  SERVICE  PROGRAMS 

Mr.  Miller.  When  we  provide  that  additional  information  you  just 
requested,  Mr.  Chairman,  I would  like  to  add  to  it  the  effort  we  are 
undertaking  in  the  Indian  Health  Service  which  comes  before  another 
subcommittee,  which  I think  Mr.  Obey  was  once  a member  of. 

Mr.  Flood.  I have  that  in  mind. 

Mr.  Miller.  We  have  a significant  initiative  there.  We  have  a $30 
million  increase  in  that  budget,  and  I know  some  of  it  is  going  toward 
alcohol  projects. 

Mr.  Obey.  If  there  is  an  increase  in  the  Indian  health  budget  a 
good  portion  of  it  is  restoration  of  the  cut  accomplished  last  year. 

Mr.  Miller.  I don’t  believe  so.  Our  own  budget  covered  the  man- 
datory costs  last  year  and  Congress  increased  it.  We  spent  that  money. 
There  hasn’t  been  a decrease  in  the  Indian  Health. 

Mr.  Obey.  I will  go  back  and  check  it  again  but  my  recollection 
is  that  the  money  which  we  included  in  the  supplemental  2 years  ago 
hadn’t  been  spent  last  year. 
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Mr.  Miller.  I am  reasonably  certain  that  the  supplemental  in  1973 
and  the  congressional  increase  in  1974  were  ultimately  spent.  I agree 
it  took  a long  time  but  it  was  done. 

REDUCED  BUDGET  REQUEST  FOR  ALCOHOL  PROGRAM 

Mr.  Obey.  Let  me  ask  Dr.  Egeberg  one  more  question.  I think  I 
recall  the  President’s  message  on  drug  abuse — I may  have  the  wrong 
speech — made  the  assertion  last  year  that  alcoholism  was  the  worst 
drug  problem  we  had  in  this  country.  In  light  of  this  budget  I 
wonder  if  there  is  anybody  in  this  room  who  can  tell  me  what  has 
happened  to  change  that  ? 

Dr.  Egeberg.  I would  rather  Dr.  Chafetz  did,  but  I am  aware  of 
the  fact  that  a number  of  the  projects  supported  in  alcoholism,  began 
about  3 years  ago  and  receive  their  final  year  of  support  this  year. 
That  is  one  reason  for  the  reduction  in  the  fiscal  year  1975  budget. 

I think  Dr.  Chafetz  would  be  more  approximately  prepared  to 
go  into  further  detail  on  this. 

Dr.  Chafetz.  Mr.  Obey,  I think  the  situation  vis-a-vis  alcoholism 
and  the  request  for  fiscal  year  1975  funds  is  such  that  many  of  these 
programs  that  we  will  be  supporting  both  with  the  fiscal  year  1974 
funds  and  the  released  fiscal  year  1973  funds  will  get  started  so  late 
that  they  don’t  really  impact  on  the  budget  you  have  before  you.  So 
I think  that  is  why  we  will  not  be  cutting  down. 

At  the  same  time,  as  Dr.  Egeberg  correctly  points  out,  many  of  these 
projects  are  ending  their  period  of  demonstration  and  our  commit- 
ment to  them  is  at  an  end. 

Mr.  Obey.  I am  somewhat  concerned  because  you  yourself  indicated 
this  morning  that  you  have  a large  switch  from  other  drug  use  to 
alcohol,  and  I just  don’t  think  this  budget  sufficiently  reflects  that 
increased  problem. 

Dr.  Chafetz.  Mr.  Obey,  I think  that  having  been  in  Washington 
now  for  about  3i/^  years  I recognize  that  the  appropriations  process 
has  the  Executive  preparing  the  budgets  and  then  Congress  lends  its 
wisdom,  and  I promise  you  the  Alcoholism  Institute  will  sp^nd  what- 
ever moneys,  are  appropriated  to  it  wisely  and  well. 

Mr.  Obey.  I have  never  heard  that  said  before. 

Mr.  Flood.  Let  me  say  it  this  way — ^I  couldn’t  have  said  that  better 
myself.  That  is  praise  from  Caesar. 

Dr.  Chafetz.  Mr.  Chairman,  you  know  what  happened  to  Caesar? 

Mr.  Flood.  He  was  good  too. 

TERMINATION  OF  FEDERAL  SUPPORT  FOR  CMHC’s 

^Ir.  Obey.  One  other  question  on  the  community  mental  health  cen- 
ters, and  I asked  about  the  same  thing  last  year  of  Dr.  Brown. 

Let  me  give  you  an  example  in  my  own  district  to  spell  out  what  I 
think  happens  when  you  terminate  those  programs.  Then  I would  like 
to  have  your  response  as  to  whether  or  not  I am  wrong  in  my 
conclusion. 

Last  year  I had  two  communities  in  my  district,  my  own  hometown 
city,  Wausau,  which  had  built  and  staffed  a community  mental  health 
center  in  the  past  2 years.  That  is  a fairly  wealthy  town  as  towns  go  in 
my  district.  The  other  town  which  was  slated  to  get  assistance  to  con- 
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struct  and  staff  one  of  those  centers  was  a town  further  north  by  the 
name  of  Ashland.  That  was  a much  poorer  town.  The  unemployment 
at  that  time  was  around  10  to  12  percent  I believe.  The  unemployment 
in  the  northern  half  of  my  area  around  the  city  of  Ashland  is  about 
double  what  it  is  in  much  of  the  southern  part. 

It  is  my  observation  that  what  you  do  when  you  cut  off  these 
projects  from  funding  is  that  you  really  penalize  the  community  which 
perhaps  needs  the  assistance  the  most.  I know  there  has  b^en  a higher 
level  of  funding  for  your  poverty  areas,  but  despite  that,  just  because 
of  the  nature  of  community  leadership  which  you  have  in  a town 
which  is  better  off  as  opposed  to  the  town  which  is  hurting  econom- 
ically, you  have  the  town  that  have  been  well  off  apply  for  these  funds, 
recognize  their  needs,  build  what  they  have  to  build  and  the  other 
towns  that  are  a little  slow’er  to  catch  on  about  Federal  grantsmanship 
a little  more  reluctant  to  ask  for  outside  help,  are  the  ones  who  have 
less  services  of  these  kinds.  Yet  that  community  probably  needs  that 
kind  of  service  more  than  my  own  hometown. 

Would  I be  wrong  to  conclude  that  is  likely  to  be  the  pattern  gen- 
erally across  the  Nation  ? 

Dr.  Egeberg.  I can  assure  you  Dr.  Brown  has  tried  very  hard,  as  you 
referred  to  in  part  of  what  you  said,  to  see  that  poverty  areas  received 
more  rather  than  less  support  than  the  average  community. 

On  the  other  hand  I can  well  imagine  a place  that  does  not  have 
adequate  local  funds  might  have  difficulty  receiving  support. 

I wish  Dr.  Brown  would  enlarge  on  that. 

Dr.  Brown.  Mr.  Obey,  it  is  hard  to  take  a piece  of  it.  Let  me  respond 
to  it  in  a bigger  context. 

We  will  at  the  end  of  this  coming  year  have  626  centers  which  are 
funded  and  536  that  are  operational. 

We  estimate  there  are  another  75  centers  that  have  gotten  underway 
by  State  and  local  efforts  without  the  Federal  construction  or  staffing 
help. 

I am  fond  of  saying  we  are  halfway  home,  have  covered  half  the 
Nation.  The  issue  before  us  is  what  we  do  about  the  uncovered  half  of 
the  Nation. 

There  are  three  tools  available — love,  technical  assistance,  and 
money.  We  will  use  any  one  or  all  of  those  three.  If  we  have  within  our 
grasp  love  and  technical  assistance  that  is  what  we  will  use.  If  money 
is  made  available,  I think  that  will  move  the  situation  obviously  that 
much  faster. 

ECONOMIC  STATUS  OF  COMMUNITIES  SERVED  BY  CMHC’s 

Mr.  Obey.  Is  there  any  way  for  you  to  provide  this  committee  with 
a measure  of  the  economic  well-being  of  the  communities  which  have 
had  centers  established  under  this  program  versus  the  communities 
which  would  have  been  scheduled  to  get  them  2,  3,  and  4 years  down 
the  line? 

Dr.  Brown.  We  have  excellent  data  on  that  because  of  the  nature 
of  poverty  grants  which  have  the  90-percent  matching.  Across  the 
country  areas  are  divided  into  poverty  and  nonpoverty  areas.  Nearly 
60  percent  of  the  Federal  money  goes  into  poverty  areas,  40  percent  in 
nonpoverty  areas. 
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Mr.  Obey.  That  is  an  entirely  different  question  because  you  have  a 
different  matching  arrangement ; do  you  not? 

Dr.  Brown.  That  is  correct. 

Mr.  Obey.  What  I am  asking,  do  you  have  a list  of  communities 
right  now  and  could  you  tell  which  were  the  next  200  areas  which 
would  receive  those  centers  ? 

Dr.  Brown.  We  can  provide  that. 

Mr.  Obey.  My  question  is  could  you  take  those  next  200  and  is 
there  any  way  you  can  measure  what  the  average  per  capita  income 
is  in  those  communities  and  compare  it  to  the  average  per  capita  in- 
come of  the  communities  who  have  constructed  centers  up  to  now? 

Dr.  Brown.  Yes.  It  is  a bit  of  work  but  it  can  be  done.  I will  be  glad 
to  work  that  out  and  provide  it. 

Mr.  Obey.  I would  be  interested. 

Dr.  Brown.  It  is  an  interesting  kind  of  question,  to  see  whether  or 
not  the  next  200  would  be  lower  per  capita  or  higher  per  capita  and 
how  they  would  compare  with  those  that  have  been  funded  to  date.  We 
will  be  glad  to  do  that. 

[The  information  follows :] 

Per  Capita  Income  of  Areas  Served,  by  Existing  Community  Mental  Health 
Centers  Compared  With  That  of  Next  200  Centers 

At  the  present  time,  there  are  58  community  mental  health  centers  applications 
approved  by  the  National  Advisory  Mental  Health  Council  but  unfunded.  In  addi- 
tion, the  10  regional  oflSces  are  in  the  process  of  receiving  many  new  applications. 
These  will  be  reviewed  by  the  Council  at  the  June  1974  meeting.  Until  this 
process  has  been  completed,  it  will  be  impossible  to  determine  specifically  the 
next  200  community  mental  health  centers  to  be  funded.  We  have,  therefore, 
provided  a listing  of  the  58  approved  but  unfunded  projects  and  the  median 
income  of  their  catchment  areas.  We  cannot  guarantee  that  these  would  be  “the 
next  58,”  or  even  58  of  the  next  200  to  be  funded  since  the  responsibility  for 
deciding  which  particular  project  is  funded  rests  with  the  Regional  Health 
Administration  in  the  DHEW  regional  oflices.  These  decisions  are  made,  however, 
within  national  priorities  and  objectives  established  by  the  headquarters  ofiBce. 

We  have  computed  the  average  median  income  of  these  approved  but  unfunded 
applications  to  be  $6,925  as  compared  to  $6,88J  for  centers  already  funded.  The 
slight  variance  upward  is  attributable  to  the  fact  that  a large  number  of  severe 
poverty  areas  have  already  received  centers  support.  Approximately  59  percent 
of  all  funded  centers  serve  poverty  catchment  areas.  In  addition,  the  centers 
listed  represent  those  not  selected  for  funding  in  prior  years,  in  many  cases  be- 
cause poverty  grants  were  given  priority  over  nonpoverty  or  less  indigent 
poverty  grants.  The  58  unfunded  centers  follow. 
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09-H-000 320-01  ' District  V enoonpasses  the  western  third  182,263  $9,466 

District  V CMHC  . of  the  city.  Three  geographical  sub- 

San  Francisco,  California  districts  constitute  the  catchment  area: 

Ridunond,  Sunset  and  OMI. 
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Pinellas  County  Mi  Board  & Peninsula,  including  over  half 
Adult  MH  Clinic  City  of  St.  Petersburg  and  St. 
St.  Petersburg,  Florida  burg  Beach. 
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Mr.  Obey.  That  is  all,  Mr.  Chairman. 

Mr.  Flood.  Mr.  Fdbinson. 

FUNDS  RELEASED  FROM  THE  FISCAL  YEAR  1973  APPROPRIATION  ! 

Mr.  Fobinson.  Doctor,  at  the  bottom  of  a good  many  pages  in  your 
justification  there  are  several  statements,  indicated  by  asterisks,  ex- 
cluded such  and  such  amount  of  funds  of  appropriations  restored.  But 
I don’t  see  any  place  in  the  justification  where  we  have  the  total  amount 
of  such  funds^  that  have  been  restored  with  regard  to  the  institutes  * 
we  are  discussing  this  afternoon.  What  is  the  total  amount  that  is  in-  ' 
volved  that  is  still  available  of  these  restored  funds  ? 

Dr.  Egeberg.  I think  the  total  amount  is  within  the  parentheses  at  V 
the  bottom  of  the  pages. 

Mr.  Robinson.  I wanted  to  add  it  up.  * 

Dr.  Egeberg.  $139,882,000  for  the  Alcohol,  Drug  Abuse,  and  Mental  j 
Health  Administration. 

Mr.  Robinson.  These  are  funds  that  are  still  available  ? I 

Dr.  Egeberg.  That  we  have  available  to  obligate. 

Mr.  Robinson.  And  have  to  be  obligated  by  the  end  of  this  fiscal 
year? 

Dr.  Egeberg.  The  fiscal  year  1973  funds,  by  February  7, 1975. 
rural  mental  health  activities 

Mr.  Robinson.  I represent  a large  rural  area,  and  as  a Member  of 
Congress  representing  such  areas  that  are  becoming  increasingly  fewer 
as  time  goes  on,  I have  some  concern  about  the  equitable  availability 
of,  not  just  these  programs,  but  all  federally  funded  programs  to  all 
of  my  constituents.  I wonder  in  this  connection  if  you  would  comment 
on  what  you  consider  to  be  the  current  availability  and  equitability 
of  mental  health  services  and  the  other  related  services  we  are  dis- 
cussing today  with  respect  to  small  communities  in  rural  areas.  This 
is  an  extension  of  what  Mr.  Obey  was  asking  about. 

Dr.  Egeberg.  I would  like  to  impose  on  Dr.  Brown  again  to  tell  you 
about  that. 

Dr.  Brown.  We  had  some  pretty  interesting  figures  on  how  at  least 
in  the  rural  county  mental  health,  rural  and  very  rural,  have  fared. 
Quite  well.  Partly  because  of  the  poverty  funding  initiative. 

Two  hundred  and  thirty  of  the  community  mental  health  centers, 
that  is,  42  percent  of  all  of  the  centers  funded,  were  in  784  predom- 
inantly rural  counties  outside  the  standard  metropolitan  district. 
Somewhat  more  than  you  would  have  awarded  with  just  population 
equation. 

So  we  even  have  broken  it  down  to  how  well  the  500  poorest  rural 
counties,  which  are  called  very,  very  rural,  I think  11  persons  per 
square  mile,  have  fared,  and  there  too  we  have  managed  to  cover  about 
a third  of  those  counties.  Again  a little  touch  more  than  if  they  had 
just  gotten  their  fair  shake  so  to  speak  in  terms  of  urban,  suburban, 
and  rural  populations.  In  that  sense  we  paid  special  emphasis  to  the 
rural.  It  leaves  again  before  us  the  fact  that  somewhere  between  one- 
half  and  two-thirds  do  not  yet  have  Federal  coverage. 
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EQUITABILITY  OF  DISTRIBUTION  FORMULA 

Mr.  Eobinson.  My  question  goes  a little  deeper  than  that.  I am 
Avondering  whether  or  not  you  think  that  the  formula  that  you  are 
using  is  the  proper  formula,  the  best  formula,  under  the  circumstances, 
or  whether  in  order  to  be  more  equitable  it  should  be  changed. 

Dr.  Broavn.  It  is  not  the  best  because  there  is  definitely  a higher  cost 
that  just  has  to  do  AAuth  distance  and  transportation  one  has  in  addi- 
tion to  per  capita  income.  You  can  have  a tight  eight  block  area  that 
has  $3,000  or  less,  and  you  can  have  literally  18,000  square  miles  with 
the  same  number  of  people.  It  just  costs  more  to  take  into  account  the 
geographical  dispersal,  the  transportation  to  satellite  clinics. 

We  have  never  figured  out  a Avay  of  getting  that  into  the  distribution 
to  give  the  extra  inch  of  weight  to  that  particular  dimension. 

Mr.  Eolinson.  Do  you  continue  to  give  thought  to  it,  however,  in 
terms  of  the  possibility  of  doing  so  ? 

Dr.  Brown.  If  there  is  a new  law  that  permits  the  program  to  be 
continued,  I can  assure  you  this  Avill  be  taken  into  full  account.  But 
there  is  no  need  for  it  as  things  presently  stand. 

ALCOHOLISM  POVERTY  TREATMENT  PROGRAM 

Mr.  Eobinson.  On  page  46  of  your  justifications,  you  talk  about  the 
poverty  program  and  you  go  back  to  fiscal  year  1973  and  say  that  160 
grants  were  funded  under  the  community  alcoholism  services,  poverty 
program.  And  from  then  on  you  talk  about  other  programs  but  you 
do  not  again  mention  this  particular  area. 

What  is  the  status  of  that  program  and  why  don’t  we  find  further 
mention  of  it  as  we  go  down  the  explanation  ? 

Dr.  Chafetz.  Mr.  Eobinson,  as  you  probably  remember,  the  NIAAA 
at  the  end  of  fiscal  year  1972  took  over  about  $14.4  million  worth  of 
Office  of  Economic  Opportunity  projects,  allowing  us  to  target  in  on 
the  poverty  areas.  We  are  not  only  pleased  but  gratified  by  the  response. 

However,  at  the  time  the  commitments  for  the  transfer  was  made 
we  had  guaranteed  that  the  Institute  would  be  responsible  for  just '2 
years  of  continuation  funding  which  terminates,  as  the  President’s 
budget  reads,  with  fiscal  year  1974  funds.  Certain  high  priority  in- 
noA^ative  programs,  however,  will  be  continued  in  fiscal  year  1975  for 
approximately  $6  million,  including  some  poverty  programs,  if  the 
budget  is  approved  as  it  is. 

ALCOHOL  research  AND  TREATMENT  PROGRAM 

Mr.  Eobinson.  Continuing  our  discussion  and  recalling  that  certain- 
ly based  on  the  discussions  so  far  alcoholism  seems  to  be  becoming  a 
more  significant  rather  than  less  significant  problem,  on  page  3 of 
your  statement  you  mention  in  support  of  the  National  Institute  of 
Alcohol  Abuse  and  Alcoholism:  “More  than  100  research  investiga- 
tions ranging  from  studies  of  the  etiology  of  liver  cirrhosis  and  other 
alcohol-related  disease,  to  careful  examination  of  the  Avithdrawal  syn- 
drome and  its  treatment.” 

I wonder  to  what  extent  your  budget  is  allocated  to  the  treatment 
of  alcoholism  medically  speaking  Ads-a-AUS  the  cirrhosis  of  the  liver 
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and  to  what  extent  it  is  concerned  with  the  rehabilitation  as  the  with- 
drawal syndrome  would  indicate? 

Dr.  Chafetz.  Mr.  Robinson,  that  is  a very  important  question. 

As  a physician,  as  a health  professional,  I would  say  one  of  the 
problems  of  the  condition  had  been  that  we  just  dealt  with  certain 
segmented  aspects  of  it  and  have  forgotten  about  the  whole  individual 
and  his  family  and  his  society. 

Our  approach  is  for  community-based  total  resources  in  order  to 
respond  to  the  needs  of  the  individual,  so  that  we  have  never  broken 
down  our  programmatic  support  where  somebody  is  going  to  take  care 
of  his  liver  and  that  is  all  we  care  about.  We  are  interested  in  the  total 
picture  and  building  it  into  the  whole  health  delivery  system. 

Mr.  Robinson.  Then  of  these  100  research  investigations  there  is  no 
breakdown  as  to  which  of  those  are  medically  oriented  and  which  are 
not? 

Dr.  Chafetz.  I am  sorry.  That  I can  give  you. 

Mr.  Robinson.  Just  supply  that  for  the  record. 

Dr.  Chafetz.  I am  sorry  I misunderstood  that.  We  will  supply  it 
for  the  record. 

[The  information  follows :] 

Medically  Oriented  Alcohol  Research 

Of  the  106  alcoholism  research  investigations  supported  hy  the  National  In- 
stitute of  Alcohol  Abuse  and  Alcoholism,  approximately  50  percent  are  medically 
oriented,  that  is,  dealing  with  diseases  such  as  cirrhosis  of  the  liver,  pancreatitis, 
delirium  tremens,  nutritional  diseases,  and  others.  Another  20  i>ercent  are  re- 
habilitation— or  treatment — oriented,  for  example,  studies  on  treatment  tech- 
niques and  methodologies,  studies  on  utilization  of  proven  therapies,  and  socio- 
logical studies  to  define  the  organization  structures  needed  to  provide  these  effec- 
tive techniques,  such  as  continuity  of  care,  coordination  of  services,  and  adequate 
referral  services  for  alcoholic  persons.  The  remaining  30  i>ercent  deal  with  pre- 
vention and  education  studies,  and  with  basic  biological  and  behavioral  research. 

IMPLEMENTATION  OF  THE  UNIFORM  ALCOHOLISM  AND  INTOXICATION 

treatment  act 

Mr.  Robinson.  On  page  4 you  mentioned  a subject  which  is  very  im- 
portant considering  your  intention  of  trying  to  promote  community 
participation  and  the  implementation  in  the  States  of  the  Uniform 
Alcoholism  and  Intoxication  Treatment  Act.  What  is  the  present  sta- 
tus of  the  implementation  of  that  act  in  terms  of  the  number  of  States 
that  have  adopted  this  model  legislation  and  those  that  are  in  the 
process  and  so  forth  ? 

Dr.  Chafetz.  Seventeen  States  have  already  adopted  the  Uniform 
Alcoholism  and  Intoxication  Treatment  Act  or  similar  legislation. 
Mne  more  have  it  under  active  consideration.  However,  there  is  still 
the  amendment  to  the  Comprehensive  Alcoholism  Act  that  has  been 
considered  in  both  Houses  of  the  Congress  and  is  now — ^the  differences 
between  House  and  Senate  versions  having  been  resolved  and  passed 
by  the  Senate  side — it  is  waiting  a decision  on  the  House  side. 

In  the  amendment  is  a specific  provision  that  will  authorize  moneys 
to  be  supplied  to  those  States  that  have  adopted  the  act  to  help  them 
implement  its  provisions.  It  is  our  considered  opinion  that  if  the 
legislation  becomes  law,  as  has  historically  been  shown  money  will 
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brins:  interest,  respectability,  and  change.  I should  also  note  that  the 
fiscal  year  1975  budget  request  contains  $7  million  for  planning  grants 
to  States  to  implement  provisions  of  the  uniform  act. 

Mr.  Robixsox.  For  the  record  would  you  list  the  17  States,  the  9 in 
which  you  think  adoption  is  imminent  ? 

Dr.  Chafetz.  I will  be  happy  to,  sir. 

[The  information  follows :] 


STATES  WHICH  HAVE  ADOPTED.  OR  ARE  CONSIDERING  ADOPTING,  THE  “UNIFORM  ALCO- 
HOLISM AND  INTOXICATION  TREATMENT  ACT”  OR  SIMILAR  LEGISLATION 


Passed  uniform  act  or  similar  legislation 


Alaska 

Arizona 

Colorado 

District  of  Columbia 

Florida 

Hawaii 


Kansas 

Maine 

Maryland 

Massachusetts 

Minnesota 

Xevada 


Under  consideration 

Alabama 

Illinois 

Iowa 


Michigan 
Nebraska 
New  .Tersey 


New  Mexico 
North  Dakota 
Oregon 
Rhode  Island 
Washington 


South  Carolina 

Virginia 

Wisconsin 


DRUG  AXD  ALCOHOL  FORMULA  GRAXT  ALLOCATION 

Mr.  Robixsox.  On  pages  71  and  73  of  the  justifications,  I find  some 
interesting  figures  with  regard  to  the  allocation  for  the  formula  grants 
for  drug  abuse  and  those  for  alcohol.  Of  course,  I understand  the  in- 
crease in  my  home  State  of  Virginia  since  there  is  a $10  million  in- 
crease from  1974  to  1975  for  drug  abuse.  But  in  the  case  of  alcohol,  the 
amount  is  the  same  and  yet  the  funding  is  reduced.  I wonder  what  has 
happened  since  last  year  that  causes  us  to  get  less  money  rather  than 
the  same  amount  of  money,  since  the  amount  is  the  same. 

Dr.  Egeberg.  Apparently  the  population  index  and  the  poverty  level 
indexes  changed. 

Mr.  Robixsox.  This  is  reevaluated  annually,  is  it  ? 

Dr.  Chafetz.  Mr.  Robinson,  the  formula  by  which  the  formula  grant 
; moneys  are  allocated  to  each  State  are  done  by  a tripart  formula,  one 

t part  of  which  we  are  unhappy  with  but  we  have  not  been  able  to 

change.  The  formula  is  based  on  the  population,  per  capita  income, 

' and  the  third  thing,  which  we  are  striving  for  but  have  not  achieved 
yet.  to  some  embarrassment  to  the  Institute,  the  need  for  alcoholism 
: seiAUces  in  the  State.  So  consequently  we  have  been  using.  I believe  it  is, 

the  population  as  two  parts,  and  per  capita  income  as  one  part.  When 
there  are  population  shifts,  this  has  a distinct  effect  on  the  formula. 
There  must  have  been  a population  shift  in  Virginia  which  brings 
about  the  approximate  $8,000  change. 

Mr.  Robixsox.  It  isn’t  significant,  but  I just  wondered  why  it  would 
occur. 

Finally,  for  the  record,  to  the  extent  that  your  Institutes  that  are 
represented  here  support  research  and  public  information  efforts  in 
Virginia,  would  you  identify  them  in  the  record  for  me,  please? 

Dr.  Egeberg.  All  of  the  Institutes  ? 

Mr.  Robixsox.  Yes. 

[The  information  follows :] 
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ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
ACTIVE  RESEARCH  AND  INFORMATION  PROJECTS  IN  THE  STATE  OF  VIRGINIA 

Amoimt  of 

Institution  Title  Current  Award 

National  Institute  of 
Mental  Health: 


Human  Resources  Research 
Organization,  Alexandria, 
Virginia 

"Assessing  Relevance 
of  Indirect  Services  ‘ 
in  Schools" 

$126 ,9^+3 

Virginia  Poly  technical 
Institute  and  State  Ifeiv. 
Blackburg,  Virginia 

"Social  Effect  in  a 
Choice  Reaction  Time 
Paradigm" 

5,998 

II 

"Estimating  the  Rela-^ 
tionship  Between 
Abstract  Variables" 

T,080 

University  of  Virginia 
Charlottesville , Va. 

"Brain  Mechanisms  and 
Behavioral  Arousal"  . 

36,450 

II 

"Psycholinguist! c 
Investigations" 

I8',l68 

II 

"Circadian  Patterns  of 
Normal  and  Pathological 
Functions" 

28,998 

II 

"Multiple  Factors  in  the 
Control  of  Ingestion*/ 

21,293 

II 

"Neural  Control  of 
Feeding" 

6,127 

Walter  Riese  (individual) 
Glen  Allen,  Virginia 

i"The  Legacy  of  Phillippe 
Pinel" 

3,000 

National  Institute  of 
Applied  Behavioral  Sci. 
Rosslyn,  Virginia 

"Developmental  Approach  to 
Communitv  ChanKe"  131.332 

Subtotal  ' ^^5 ,389 


Note:  There  are  no  NIMH  information  projects  based  in  the  State  of  Virginia. 

National  Institute  oif 
Drug  Abuse: 

Research:  Virginia  Commaiwe alth  "Effects  of  Acute  and  Chronic 

Univ. , Richmond,  Va.  Methadone  Treatment"  ll6,U05 
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Amoxuat  of 

^ Institution  i Title  Current  Avar 

National  Institute  of 
Drug  Abuse; 

Research;  (Cont’d)  Virginia  Commonwealth  Univ.  "Cholinergic  Systems  in 
Richmond,  Virginia  the  Action  of  Drugs  of 

Ab^lse" 

" "A  Multidisciplinary 

Study  of  Drugs  of 
Abuse" 


9T,TU6 

630,330 


"Pharmacology  of  Two 
Active  Principles  of 
Marihuana"  59 ,03U 


"stimulation  Produced 
Analgesia;  Addictive 
Properties"  5,9^5 

"Analgesia,  Narcotic 
Action,  and  Pain  Per- 
ception" 108,136 


Dot  Systems 
Vienna,  Virginia 


"Provide  Technical  Assis- 
tance in  Drug  Development  50^000 


Subtotal 


1,067,596 


Note;  There  are  no  drug  abuse  information  projects  based  in  the  State  of  Virginia 


National  Institute  on 
Alcohol  Abuse  and 
Alcoholism; 

Research;  Medical  College  of  Va. 

Richmond,  Va. 


Infomation;  General  Electric  Co. 

Arlington, .Virginia 


Subtotal 


"Cerebro-Ant onomi c 
Changes  by  Ethanol 
and  Ataractics"  36,653 

"Administration  of  the 
National  Clearinghouse 
on  Alcohol  Information"2  ,532  ,6oU 

2,569 ,257 


Total,  Alcohol,  Drug 
Abuse  and  Mental 
Headth  Administration 


1^,022,2^2 
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Mr.  Flood.  Mr.  Patten. 

COVERAGE  UNDER  NATIONAL  HEALTH  INSURANCE  PROPOSALS 

Mr.  Patten.  Thank  you,  Mr.  Chairman. 

We  are  intensely  interested  in  the  new  national  insurance.  The  morn- 
ing paper  says  Kennedy  and  Mills  got  together  and  come  a little  bit 
closer.  I haven’t  had  time  to  digest  it,  but  I can  tell  you  back  home  this 
is  the  bread  and  butter  issue  which  I feel  deeply  as  peopl'e  talk  to  me. 
This  they  hope  will  solve  the  crunch  about  not  being  able  to  pay  their 
medical  bills. 

At  best  can  this  insurance  program  supply  coverage  for  outpatients 
and  inpatients  and  partial  hospitalization  service  at  our  community 
health  facilities? 

Dr.  Egeberg.  Speaking  of  mental  health  or  alcoholism  or  drug 
abuse? 

Mr.  Patten.  At  our  little  facility,  for  which  we  thank  you  at  HEW, 
we  take  them  all.  We  have  drug  addicts  and  the  alcoholics.  Generally 
it  is  mental  health. 

I am  just  wondering  if  they  are  going  to  get  any  help  under  the 
proposed  National  Health  Insurance  Act.  Have  you  fellows  been  in 
there  fighting? 

Dr.  Egeberg.  Yes,  we  have  been  in  there  fighting  and  they  have  been 
very  cooperative.  We  have  had  a number  of  meetings.  I am  not  sure 
of  the  final  proportion,  but  at  one  time  it  was  one  month  hospitaliza- 
tion for  mental  health  problems  or  two  months  of  partial  hospitaliza- 
tion. The  proposed  coverage  for  outpatient  treatment  in  a community 
mental  health  center  is  the  dollar  equivalent  of  30  visits  to  a private 
psychiatrist.  These  are  really  tremendous  steps  compared  to  what  has 
been  before. 

I believe,  and  I would  have  to  defer  to  Mr.  Miller  here,  that  this  is 
still  under  consideration. 

Mr.  Miller.  I can’t  go  over  every  one  of  those  figures,  but  our  com- 
prehensive health  insurance  proposal  is  before  the  Congress  and  does 
have  all  of  those  mental  health  features  in. 

Mr.  Patten.  It  does? 

Mr.  Miller.  Yes,  it  does. 

Dr.  Egeberg.  Dr.  Brown  has  some  of  this  in  front  of  him. 

Dr.  Brown.  One  way  of  getting  at  this,  just  common  sense,  is  how 
much  of  the  bill  would  it  cover  in  people  now  treated  by  centers.  It 
would  take  care  of  about  80  to  85  percent  of  the  inpatient  care  now 
being  provided  in  those  600  centers.  The  administration  proposal 
would  take  care  of  almost  all  the  day-care  costs  and  it  would  take  care 
of  a good  chunk  of  outpatient  costs. 

Mr.  Flood.  You  are  talking  about  the  administration  proposal? 

Dr.  Brown.  Right. 

Mr.  Flood.  There  is  the  administration  proposal,  the  original  Ken- 
nedy proposal,  and  now  the  compromise  between  Kennedy  and  Mills. 

Mr.  Patten.  Actually  60  plans  originally. 

Mr.  Flood.  They  run  pretty  much  in  those  three  groups. 
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COVERAGE  FOR  PREVENTIVE  EDUCATION  UNDER  CHIP 

Dr.  Brown.  The  point  I wanted  to  make  is  the  administration  pro- 
posal does  a pretty  good  job  in  covering  most  of  the  acute  care.  WTiat 
it  doesn’t  cover  in  any  of  the  plans  is  the  thing  nobody  wants  to  pay  the 
bill  for  the  preventive  public  health  program,  preventive  education 
getting  together  with  the  juvenile  court  officers,  the  police,  and  the 
welfare  workers.  That  is  not  the  medical  care.  At  this  point  we  are 
trying  to  figure  out  some  way  the  nonpatient  oriented  part  of  the  bill 
can  get  paid.  That  is  not  solved. 

Mr.  Patten.  I am  told  the  community  health  service  is  very  good. 
I hear  the  doctors,  social  workers,  and  also  the  educational  workers 
agree. 

You  have  a boy  16  that  is  a little  problem  child  and  get  his  mother 
and  father  with  their  limited  education  in  there  and  get  the  benefit 
of  the  consultation  and  education  and  there  is  a vast  improvement  in 
the  home.  Thus  we  can  see  the  results.  Everybody  claims  we  need  the 
consultation  and  educational  work. 

I am  just  wondering  whether  the  administration  had  any  thoughts 
on  how  to  fund  it  ? I am  glad  to  see  you  are  raising  the  question  your- 
self. I know  Dr.  Brown,  you  will  have  the  answers.  You  will  have  a 
few  people  on  your  side  when  you  come  up  with  the  answers.  Actually 
I feel  it  is  very  important. 

STATE  AND  LOCAL  FTJNDING  OF  MENTAL  HEALTH  PROGRAMS 

You  say  now  we  have  shown  them  how  to  do  it  the  State  and  local 
governments  will  take  over.  I thought  that  was  a beautiful  para- 
graph— ^^‘They  will  be  absorbed  by  the  regular  health  service  delivery 
systems.” 

We  had  a little  donnybrook  last  week  getting  our  senior  citizens 
out.  We  had  the  Presbyterian  minister  and  a prominent  business- 
woman volunteer.  The  hospitals  cook  the  meals.  And  I had  90  meals 
delivered  in  volunteer  automobiles.  We  feed  them  a hot  meal  at  noon 
and  give  them  a little  of  that  loving  care. 

They  had  a little  money  out  of  the  Model  Cities.  They  were  told 
they  were  finished.  We  thought  we  would  go  to  the  mayor  and  get  a 
couple  of  dollars  from  revenue  sharing.  In  last  week’s  paper  the  presi- 
dent of  the  council  says  we  will  be  revenue  sharing  to  stabilize  the  tax 
rate.  My  sehiGr  citizens  new  lunch  program  is  not  going  to  get  a 
nickel  from  the  town  hall. 

I am  not  saying  this  critically  because  they  have  had  a big  problem 
on  tax  base.  But  I don’t  think  our  city  and  many  other  cities  will 
finance  the  free  lunch. 

I was  in  the  State  government  and  well  remember  in  1957  for  the 
first  time  we  had  30,000  people  in  State  mental  institutions  in  mere 
custody.  We  proposed  $10  million  for  research  so  we  may  get  some 
better  interns.  The  big  issue  was  were  we  to  have  income  tax  or  not. 
In  the  Governor’s  campaign  the  fellow  running  for  Governor  on  one 
ticket  was  head  of  the  appropriations  committee,  and  brother,  did  he 
abort  those  budgets.  The  $10  million  for  research  that  we  struggled  so 
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hard  for  in  the  legislature  was  gone.  We  never  had  a crack  at  it  be- 
cause he  is  running  for  Governor,  let  him  be  the  boss.  When  he  got 
through  there  was  no  $10  million  for  research. 

If  you  want  to  go  the  State  route  on  these  programs,  you  go.  I have 
40  years  experience,  and  I tell  you.  Doctor,  that  I am  proud  to  sit  here 
and  say  the  first  medical  school  ever  built  in  the  State  of  New  Jersey 
was  just  finished  at  the  State  University,  and  it  is  beautiful,  and  the 
medical  library  as  a result  of  Federal  moneys. 

ALCOHOLISM  PROGRAM  AT  RUTGERS  UNIVERSITY 


We  have  an  alcohol  project  at  Rutgers.  I happen  to  know  it  is  doing 
a good  job.  You  gave  our  local  hospital  a few  dollars.  Now  we  dry 
out  the  alcoholic  for  5 days. 

I don’t  know  if  you  know  what  they  are  doing,  and  I don’t  know  any 
answers  and  I don’t  think  you  do  either.  I know  one  thing,  if  a drunk 
takes  a milk  bottle  and  hits  the  wife  over  the  head,  instead  of  throw- 
ing him  in  the  local  jail  you  send  him  to  the  hospital,  lock  him  up  5 
days,  dry  him  out — ^try  to  give  him  religion,  try  to  get  him  in  the  AA 
I think  that  5 day  waiting  period  is  something  as  against  nothing. 
Right  ? 

Dr.  Egeberg.  Yes,  teir. 

Mr.  Patten.  Do  you  know  what  we  collect  from  alcohol  taxes? 
$10  billion.  When  I was  10  years  old,  I was  confirmed  and  I took 
the  pledge  with  the  bishop  I would  not  drink  and  had  to  join  the 
temperance  society  and  swear  alcoholic  liquor  wouldn’t  go  over  my 
lips  until  I was  18  years  old.  And  I saw  prohibition  come  in  1918 
and  that  was  some  period.  It  tore  this  country  apart  as  a moral  issue. 
I will  never  forget  the  candidates  for  Congress  fencing  in  1927-28 
whether  they  were  for  or  against  prohibition,  and  Roosevelt  said  we 
should  repeal  it,  and  prohibition  was  repealed. 

One  of  the  best  series  on  the  television,  it  ran  last  night,  is  the 
Untouchables.  They  are  the  movies  of  bootleggers  in  Chicago.  Walter 
Winchell  was  narrator. 

Dr.  Egeberg.  I voted  with  A1  Capone  once. 

Mr.  Patten.  Surveys  show  the  people  turn  to  see  the  Untouchables. 

I know  I make  down  here  325  receptions.  The  way  we  live  as  Ameri- 
cans we  set  up  a bar  and  give  some  cheese  and  a few  crackers,  but 
the  bar  is  the  attraction.  I think  we  collect  billions  and  billions  of 
dollars  in  alcohol  taxes. 

Dr.  CiTAFETZ.  $10  billion  a year. 

DEATHS  RELATED  TO  ALCOHOLISM  OR  ALCOHOL  ABUSE 


Mr.  Patten.  As  to  the  other  costs,  you  can’t  measure  them.  I know 
from  our  State  doctors  long  ago  I was  told  we  are  killing  people  by 
autos  at  the  rate  of  1,000  a week,  54,000  a year  in  this  country.  And 
alcohol  is  a factor.  I won’t  mention  a percentage  but  let’s  say  in  over 
50  percent  of  the  cases  alcohol  is  a factor.  So  the  cost  to  the  American 
people,  the  cost  to  Russia,  to  Germany,  the  cost  all  over  the  world 
is  enormous.  ^ ! 

Doctor,  I am  going  to  tell  vou  something.  I was  chairman  of  the] 
Salvation  Army  Advisory  Board  in  my  town  for  35  years.  Med 
were  sent  there  from  50  miles  around.  Somebodv  becomes  a drunk,' 
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and  the  family  doesn’t  want  him.  The  chief  of  police  says  go  to  Perth 
Amboy  to  the  Salvation  Army.  We  had  94  men  in  there. 

I just  say  to  you  men  I am  grateful  for  what  you  have  done  at 
Rutgers.  I am  grateful  for  the  little  project  we  have  at  Perth  Amboy 
Hospital  which  everybody  says  is  good.  If  we  only  hold  them  5 days, 
that  is  good.  But  we  are  not  really  solving  the  problem. 

SOCL\L  PROBLEMS  RELATED  TO  ALCOHOL  ABUSE 

Old  towns  like  ours  that  have  old  housing  inherit  all  the  social 
ills.  Don’t  give  me  3 percent.  If  you  want  to  measure  my  town  I will 
break  that  record.  lYhen  people  have  trouble  and  can’t  work  and 
can’t  live,  they  look  for  cheap  housing.  I inherit  the  social  problems 
in  my  town  bwause  I have  the  YINICA,  I have  the  Hadassah,  the  Sal- 
vation Army,  St.  Peter  and  Paul.  You  get  old  clothes  by  walking  in. 
They  can’t  do  it  in  the  lovely  suburbs.  So  the  center  of  town  inherits 
the  social  problems  of  the  entire  area. 

My  expenses  are  altogether  different  in  trying  to  get  a job  done.  I 
just  wanted  you  to  know  it  is  a big  problem  you  are  talking  about,  not 
only  in  alcohol  but  mental  health.  Mental  health  is  our  No.  1 disease. 

I want  that  consultation,  I want  that  education,  I want  this  other 
money  in  these  budgets.  That  is  how  I see  the  problem.  Don’t  give  me 
this  3 percent. 

I don’t  know  about  the  gentleman  from  rich  Virginia,  but  I know  in 
our  city  we  have  more  than  3 percent.  We  inherit  all  of  their  social 
ills,  and  we  need  this  money.  The  mayor  isn’t  going  to  give  it  to  us 
out  of  revenue  sharing.  I want  to  thank  you  and  praise  you  for  the 
work  you  have  done  in  the  last  5 years.  Dr.  Brown  and  others.  It  is 
all  good.  I am  happy  I voted  for  it,  but  I want  to  vote  for  more. 

I think  we  have  to  do  a better  job  if  we  are  going  to  collect  billions 
of  dollars  in  taxes  and  we  are  going  to  live  with  cocktail  parties.  That 
is  how  we  live. 

Dr.  Egeberg.  We  shall  certainly  keep  what  you  say  in  mind  and  I 
think  Dr.  Brown  has  already  made  some  notes  to  that  effect. 

Mr.  Robixson.  Since  the  gentleman  insists  on  referring  to  Virginia, 
may  I refer  briefly  to  what  he  said.  1 just  want  to  mention  the  fact 
that  New  Jersey  has  not  inherited  all  of  its  social  ills  from  Virginia. 

But  seriously  for  a moment  I would  like  to  refer  to  a question  which 
I forgot.  Doctor. 

Mr.  Flood.  I thought  we  settled  that  war  once. 

HEALTH  HAZARD  WARXIXGS  OX  ALCOHOLIC  BFA^RAGES 

Mr.  Robixsox.  It  is  this : We  spend  a great  deal  of  our  time  today 
discussing  the  ravages  of  alcohol,  and  we  know  we  have  legislation 
that  puts  warnings  on  a pack  of  cigarettes  to  the  effect  there  is  a health 
hazard  there. 

Obviously  there  is  a health  hazard  from  alcohol  too.  I represent 
people  that  are  over  18  that  have  reliirious  beliefs  that  are  continually 
inquiring  of  me,  with  regard  to  alcohol  and  its  nonuse,  as  to  why  we 
don’t  have  similar  warnings  on  alcoholic  beverages. 

I would  like  for  you  to  react  to  that  in  the  record  and  your  consider- 
ation of  that  issue  in  order  that  I can  properly  reply  to  them. 
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[The  informaition  follows :] 

Warning  Labels  on  Alcoholic  Beverages  | 

The  National  Institute  has  a mandate  to  conduct  its  own  research  and  to 
fund  other  research  on  alcohol’s  effect  on  the  mind  and  body.  On  the  basis 
of  this  research  and  other  findings,  the  National  Institute  does  make  recom- 
mendations to  the  proper  governmental  authorities.  It  is,  however,  not  a regula- 
tory agency  and  therefore  does  not  have  the  legislative  authority  to  require 
the  attachment  of  warning  labels  to  containers  for  alcoholic  bevefages.  Further- 
more, there  has  never  been  conclusive  scientific  evidence  to  indicate  that  the 
moderate,  responsible  use  of  alcohol  is  harmful  in  health.  If  the  use  of  alcohol 
in  moderate  quantities  is  proven  to  be  harmful  to  the  future,  as  has  been  the 
case  with  cigarettes,  the  NIAAA  will,  of  course,  reevaluate  its  position. 

The  Food  and  Drug  Administration,  and  the  Treasury  Department’s  Bureau 
of  Alcohol,  Tobacco,  and  Firearms,  are  currently  drafting  an  order  requiring 
a complete  listing  of  contents  on  the  label  of  all  alcohol  beverages  sold  in  | 
the  United  States.  This  is  being  done  in  the  interest  of  providing  consumers  ■ 
with  information  concerning  the  ingredients  used  in  the  manufacture  of  alcoholic 
beverages.  Officials  of  these  two  Federal  regulatory  agencies  have  said  the  | 
final  regulation  could  be  promulgated  this  year. 

It  should  be  emphasized  that  while  the  problems  of  alcohol  abuse  and 
alcoholism  are  a major  concern  of  the  Federal  Government,  we  have  resisted  . 
the  temptation  to  oversimplify  the  relationship  between  the  use  of  alcohol 
and  alcohol  problems.  We  know,  for  example,  that  there  are  cultures  such  as  the  ' 
Italian  and  the  Chinese  which  use  alcohol  heavily,  but  in  a responsible  manner, 
and  have  almost  no  alcohol  problems.  This  is,  in  part,  why  the  Institute  has 
always  stressed  the  need  for  responsible  drinking  by  those  who  choose  to  drink,  | 
as  opposed  to  being  either  for  or  against  drinking  per  se.  In  fact,  some  types 
of  labeling  might  indeed  add  to  the  “forbidden  fruit”  aspect  of  alcohol,  creating 
even  more  ambivalence  about  alcohol  use  and  thereby  adding  to  our  society’s 
alcohol  problems. 

Mr.  Patten.  Mr.  Chairman,  one  second.  We  put  all  of  our  senior- 
citizen  housing  right  down  on  42d  Street  and  Broadway.  We  got  it 
right  on  the  main  stem  where  the  old  hotel  was  so  these  people  can  walk 
to  the  supermarket,  go  to  bingo  games,  walk  to  church.  Otherwise  they  i 
would  be  cloistered,  locked  up,  and  would  see  nobody. 

We  have  women  who  have  a program  to  call  an  old  person  on  the 
phone  every  day.  Volunteers.  It  is  worth  a dime  to  subsidize.  We  have 
other  programs. 

You  know  how  I spent  New  Year’s  Eve.  I called  12  widows  over  72. 
They  were  at  my  house.  That  is  our  New  Year’s.  Old  widows,  good 
friends  of  mine. 

Mr.  Flood.  Hearts  and  flowers  is  a great  number,  but  let’s  get  back  ; 
to  appropriations.  This  may  bring  you  in,  Charlie. 

LEGALITY  OF  MULTIYEAR  FUNDING 

We  understand  you  are  using  this  multiple-year  funding  procedure.  ■ 
In  the  current  fiscal  year  now,  the  obligation  is  $106,265,000  that  was  ■ 
appropriated  for  alcoholism  project  grants.  Is  that  right?  ! 

Dr.  Egeberg.  We  were. 

Mr.  F LOOD.  What  I want  to  know,  is  that  legal  ? | 

Dr.  Egeberg.  I think  I told  you  earlier  this  is  all  up  for  reconsidera-  | 
tion  when  we  found  it  may  not  be  legal,  but  that  was  just  found  out  ^ 
within  the  last  week.  i 

Mr.  Flood.  You  found  out  it  wasn’t  legal  during  the  last  week.  I I 
don’t  have  the  citation,  but  I remember  and  so  do  you ; we  know  about  I 
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this,  too — on  the  question,  didn’t  a F ederal  court  order  on  the  impound- 
ment of  funds,  let  me  quote  from  the  language  of  the  court.  “To 
approved  applicants  under  terms  and  conditions  and  for  such  time 
periods  as  usual  and  normal  prior  to  February  1973.” 

lYhat  was  the  time  period  that  was  usual  and  normal  prior  to 
February  1973? 

Mr.  Miller.  That  is  the  whole  issue,  Mr.  Chairman.  That  is  not  yet 
determined.  As  I understand  the  situation,  the  budgets  that  we  have 
proposed  in  1973,  1974,  and  1975  are  assuming  multiyear  funding  of 
1973  funds  for  alcoholism  project  grants.  We  have  not  obligated  the 
money ; we  will  not  obligate  it  until  we  have  this  legal  issue  clear. 

Mr.  Flood.  Hasn’t  the  traditional  procedure  been  to  approve  projects 
for  more  than  1 year  but  to  fund  them  for  only  1 year  ? What  about 
that  ? 

Mr.  Miller.  That  is  the  majority  by  far,  but  we  have  many  previous 
examples  of  multiyear  funding.  I happen  to  have  the  figures,  which  I 
will  be  glad  to  provide  for  the  record,  for  1970, 1971,  and  1972. 

COXGRESSIOXAL  IXTEXT  TO  FUXD  FOR  A SIX^GLE  YEAR 

Mr.  Flood.  But  isn’t  this  multiple  year  funding  procedure  clearly 
contrary  to  both  the  congressional  intent  and  that  court  order  ? 

Mr.  Miller.  You  can  comment  on  the  congressional  intent  better 
than  I.  As  I mentioned  when  we  were  discussing  NIH,  we  have  a year 
like  we  never  had  before. 

Mr.  Flood.  That  is  the  under  understatement  of  the  hearing.  Go 
ahead. 

I Mr.  Miller.  We  didn’t  spend  the  1973  money  in  1973.  So  we  have 
that  huge  amount  to  spend  in  1974.  We  have  the  whole  1974  appro- 
priations to  spend  all  in  1 year.  Now,  if  we  spend  it  all  on  1-year  proj- 
ects, we  are  going  to  create  a continuation  level  in  1975  which  is  going 
to  up  this  budget  by  a lot  more  than  it  is  now.  It  would  co^  us  $48 
million  more  than  we  currently  have  in  the  budget,  in  fiscal  year  1975 
to  1-year  fund  our  1973  alcoholism  projects.  It  just  seems  to  create  a 
program  plateau  we  can’t  cope  with  in  1975. 

Mr.  Flood.  These  are  all  emotional  subjects,  alcoholism  and  mental 
health.  These  are  all  emotional  and  strictly  God  country  and  Yale  here 
all  day.  The  fact  is  we  have  an  appropriation  problem  and  it  is  a very 
tough  one  right  now.  This  week  you  find  out  about  the  law. 

IWiat  is  the  dollar  value  of  the  alcoholism  grants  which  have  been 
; approved  but  can’t  be  funded  because  of  this  multiple  year  procedure? 

I That  is  a murder  case. 

’ Dr.  Chafetz.  I would  like  to  respond,  Mr.  Chairman.  At  the  time 
1 that  the  money  was  released  and  the  appropriation  became  available 
j we  examined  two  factors.  One  was  the  desire  to  respond  to  the  clear 
I intent  of  the  Congress  and  the  court  to  obligate  money,  and  at  the 
i same  time  not  to  destroy  the  quality  and  integrity  of  the  alcoholism 
ij  programs  we  were  supporting. 

! At  that  time  we  also  had  a legal  opinion  from  the  Office  of  General 
I Counsel  that  we  could  multiyear  fund. 

Mr.  Flood.  Thereby  hangs  the  tale. 

Dr.  Chafetz.  Yes,  sir,  but  that  tale  has  been  shortened  itself.  We 
; have  now  a verbal  opinion  that  perhaps  there  is  some  question  as  to 
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the  legality  of  it.  At  present  our  spending  plan  has  not  been  decided 
upon.  It  would  be  erroneous  for  me  to  indicate  what  we  were  going 
to  do  until  we  had  that  legal  clarification.  But  I would  venture  to 
guess  if  we  had  fulfilled  our  multiyear  plan  of  funding  we  probably 
would  have  multiyear  funded  approximately  half  of  our  grants.  I 
suspect  that  isn’t  going  to  take  place,  although  I don’t  know. 

Mr.  Flood.  Thank  you  very  much. 


1 
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JUSTIFICATION  OF  THE  BUDGET  ESTIMATES 

ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 


Alcohol,  Drug  Abuse  and  Tfental  Health 
Amounts  Available  for  Obligation  V 

1974 

Revised  1975 


Appropriation 

Amount  withdrawn  (PL  93-192) 

Proposed  supplementals* 

Subtotal,  adjusted  appropriation, 


$815,975,000 

-9,567,000 

-13,195,000 

$793,213,000 


$692,162,000 


$692,162,000 


Real  transfer  to: 

"Office  of  the  Secretary,  Health"  for  Department- 
wide reductions  of  Public  Affairs... -164,000 

Comparative  transfers  to: 


"Office  of  the  Assistant  Secretary,  Health"  for 
support  of  4 positions  and  $89,000  for  the 
Office  of  Regional  i>perations,  4 positions  and 
$166,000  for  the  Drug  Abuse  Operations,  and  6 

positions  and  $158,000  for  the  OASH -413,000 

"National  Institutes  of  Health"  for  support  of 
2 positions  for  the  Financial  Assistance 

Systems  Branch 

"Departmental  Management"  $28,000  for 

reporting  functions,  7 positions  and  S162,000 
for  support  of  positions  transferred  to 
Departmental  Management  and  $7,000  for  the 

Public  Affairs  'lanagement  Systems -197,000 

Comparative  transfers  from: 


"Departmental  Management"  for  support  of 
Regional  Services  and  indirect  cost 

negotiations  functions.. +3,000 

Office  of  the  Assistant  Secretary,  Health" 
for  support  of  salaries  and  expenses  for 

Commissioned  Officer  Personnel +37,000 

"FDA,  NIH,  lIRA,  HSA,  CDC,  and  OASH"  for  support 
of  5 positions  for  the  Federal  Qnployees 

Alcohol  Program +138,000 


Subtotal,  budget  authority. 


792,617,000 


692,162,000 
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Unobligated  balance,  start  of  year... 

Unobligated  balance,  lapsing. 

Unobligated  balance  transferred  to; 

"District  of  Columbia  Government".. 
Unobligated  balance  transferred  from: 
"Buildings  and  Facilities,  HSMHA".. 

Unobligated  balance,  eiid  of  year 

''otal,  base  obllpatlons 

Unobligated  balance  restored 

Total,  obligations 


1974 

Revised 

1975 

+$31,879,000 

+$200,000 

-2,921,000 

— 

-6,427,000  ‘ 

— 

+6,627,000 

— 

-200.000 

■ . ■_ 

821,575,000 

692,362,000 

+139,882.000  2/ 

961,457,000 

692,362,000 

y F xludes  $140,000  for  reimbursement  activities  carried  out  bv  this  account 
li  1974. 

y E <cludes  comparative  transfer  of  $8,027,000  to  NIH  for  General  Research 
S ipport  Grants 


* 


P ly  raise  transfer 
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Sianmary  of  Changes 


1974  Estimated  obligations $961,457,000 

1975  Estimated  obligations 692,362,000 

Net  change -269  «095  ,000 


Base 

Pos . Amount 


Change  from  Base 
Pos . Amount 


Increases : 


A.  Built-in ; 

1.  One  extra  day  of  pay 

2.  Within-grade  increases 

3.  Annualization  of  1974  pay  raise.... 

4.  Increased  payments  to  other  accounts: 

a.  NIH  Management  Fund 

b.  Health,  Service  and  Supply  Fund 

5.  Increase  in  payments  to  Bvireau  of 

Employees'  Compensation 

6.  Increased  postage  charges 

7.  Increased  Federal  tele-comm\inica- 

tion  service  charges 

Subtotal. . 

B.  Program : 

1.  General  Mental  Health  Community 
Programs : 

a.  Staffing 

b.  Children's  Services 

2.  Drug  Abuse: 

a.  Research  Grar.ts  and  Contracts. 

b . Community  Programs , Grants 

to  States 

c.  Management  and  Information.... 

3.  Alcoholism: 


+160,000 

+409,000 

+366,000 

+666,000 

+117,000 


Buildings  and  Facilities, 
Program  Direction 


.'otal,  increases, 


— 

+15,000 

— 

+657,000 



+153,000 

' • 

— — 

+;  ,543,000 

155,513,000  — 

+lt  ,540,000 

19,000,000  — 

+7,844,000 

18,768,000  — 

+4,355,000 



25,000,000  

+10,000,000 

.227 

15,571,000  +71 

+1,065,000 

..  91 

11,245,000  +16 

+240,000 



+200 ,000 

9,146,000  

, +1,702,000 

, * 

+67 

+41 ,9^+6, 000 

+87 

+44,489,000 

32-029  0 - 74  - 32 
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Base  Change  from  Base 
Pos . Amount  Pos . Amount 


Decreases: 


A.  Built-in; 

1.  Annualization  of  197^  Employment 

Reduction 

Subtotal. , . 

B,  Program; 

•1.  General  Mental  Health: 

a.  Research  Grants 

b.  Training 

c.  Community  Programs,  Construc- 
tion  

d.  Management  and  Information.... 

2.  Drug  Abiise: 

a.  Research  Direct  Operations.... 

b.  Training 

c.  Community  Programs,  Project 

grants  and  contracts 

d.  Management  and  Information.... 

3.  Alcoholism: 

a.  Research  grants  and  contracts. 

b.  Training 

c.  Community  Programs; 

(1)  Project  grants  and  contrac 

(2)  Grants  to  States 

d.  Management  and  Information.... 

Subtotal. 

Total,  decreases. . . . 


— 

‘ -8,522,000 

— 

-8,522,000 

82,819,000 

-17,906,000 

128,021,000 

— 

-62 ,920 ,000 

3U, 250 ,000 



-31+ ,250 ,000 

.383 

23,163,000 

-10 

-3,908,000 



7,793,000 



-162,000 

15,138 ,000 

— 

-5,169,000 

182,61+9,000 



-6b  ,61+9  ,000 

15,571,000 

-1,11+1,000 

12,723,000 



-2,793,000 

12 ,221+ ,000 

— 

-10 ,2^^7,000 

ts — 

-106,265,000 



-71+ ,211+ ,000 

75 ,600 ,000 

— 

-30,000,000 

. 

11.21+5.000 

— 

-1,673,000 

-10- 

-305  ,0^2 ,000 

-10- 

-313 .581+  ^000 

Total,  net  cheunge 


+77-269.093.000 
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* xplanatlon  of  Changes 


Increase  : 


A . bujl  -Inr 


1.  ae  extra  da  of  pay;  Aji  increment  of  i 160,000  vrlll  provide  pav 
costs  fo  an  extra  t!  ;V  of  < derations  in  1^7 3, 

2.  Lthln-grade  Increases;  An  increase  of  *409,000  \/ill  provide  coverage 
for  esca  itions  in  t e cost  of  personal  services  resulting  from  normal  periodic 
u^lthin-g-  ide  advance.  , to  the  patent  that  they  are  not  offset  by  savings  from 
employee  turnover  am.  enplc»yment  reductions, 

3.  . juiualization  of  1974  pay  raise;  An  Increase  of  3366,000  will  provide 
full  year  fundlnp  for  the  October  1973  nay  raise. 

4.  Increased  payments  to  other  accoimts;  A total  increase  of  ?7F.3,000 
is  requested  to  support  central  service  costs  provided  to  the  Agencv  bv 

t’le  i.ealth  Service  and  Supply  Fund  (3117,000)  and  the  National  Institutes  of 
health  ($666,000). 

...  Increased  payments  to  Bureau  of  Employees*  Compensationt  Payments 
to  the  Bureau  of  i'iuployees*  Compensation  will  increase  SI j, 000  in  1975. 

' . Increased  postage  charges:  An  Increment  of  $657,000  is  requested  to 

cover  increased  costs  of  postage  services  provided  to  the  Agency. 

7.  Increased  Federal  Telecoinr<unication  Service  Charges;  An  increment 
of  $1j3,000  is  requested  to  cover  Increased  costs  of  telephone  services 
provided  to  the  A.gency. 

B.  Program: 


1 . Oeneral  Nontal  Health,  Community  Programs; 

a.  Staffing;  The  ncrease  of  $16,540,000  \-7ill  provide  support  for 
increased  continuation  cost.^^  for  the  Community  Mental  Health  Centers  Staffing 
grant  program.  No  new  awan's  will  be  made. 

b.  Children*s  Services;  The  Increase  of  $7,844,000  is  required  for 
support  of  increased  continu  itlon  costs  in  this  program.  No  new  awards  will 
be  made. 

2,  Drug  Abuse; 

a.  Research;  The  i.icrease  of  .34,355,0(X)  will  allow  expansion  of  the 
research  grants  In  the  areas  of  narcotic  antagonists,  opiate  substitutes,  heroin 
addiction,  and  psychosocial  md  clinical  studies. 

b.  Community  Prograi  s,  Crants  to  States;  Tlie  Increase  of  $10,000,000 
will  improve  the  States*  ability  to  assume  responsibility  for  drug  abuse  programs. 

c.  •b'lnagement  and  Ii  = fonuation;  Tlie  Increase  of  $1,065,000  will  be 
used  to  su  port  71  new  }x>sitions  in  197.5,  a portion  of  vi\ich  will  reflect  the 
absorption  of  SAO  positions. 
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3.  Alcoholism; 

a.  Management  and  Information;  The  incr<  ase  of  $240,000  v'ill  be  u?;ed 
to  support  16  new  positions  in  1975. 

4.  Buildings  and  Facilities;  lis  increase  till  be  used  for  the  con- 
struction of  a perimeter  fence  around  the  animal  center  in  Poolesville, 

’^arylanc. . 

5.  Program  direction;  The  increase  of  $1,702,000  will  be  used  to  pay 
building  rental  costs  for  buildings  occupied  !>y  Agencv  staff. 

Decreases; 

A.  Buil t-in 

1,  Annualization  of  the  1974  position  reduction;  - Tliis  results  in  a 
reduction  of  $8,522,000  in  terms  of  obligational  authority. 

B.  Program; 

1 , Oeneral  Mental  Health; 

a.  Pesearch;  The  reduction  of  $17,906,000  includes  decreases  in 
budget  authority  of  $5,625,000  for  the  grant  program  and  $1,000,000  for  the 
Hospital  Improvement  program.  The  remaining  reduction  of  $11,281,000  results 
from  the  release  of  FY  1973  appropriated  funds. 

b.  Training;  A decrease  of  $34,933,000  in  budget  authority  in  the 
training  program  reflects  the  beginning  of  a phase-out  of  categorical  train- 
ing programs.  Further  Federal  support  of  categorical  training  is  inappropriate. 
The  remaining  decrease  of  $27,987,000  results  from  the  fact  that  1974  obligations 
included  funds  released  from  the  1973  appropriation. 

c.  Construction;  The  f>rogram  decrease  Includes  budget  authority 

of  $14,250,000  as  well  as  $20,000,000  released  from  the  FY  1973  appropriation, 

d.  Management  and  Information;  Reduced  programs  levels  in  FY  1975 
result  in  program  decreases  of  10  positions  and  $3,908,000. 

2.  Mrug  Abuse; 

'.  Research;  The  decrease  of  $162,000  reflects  a decrease  in  opera- 
ting fun<  s in  IT  1975. 

• . Training;  The  decrease  of  $5,169,000  reflects  the  phasing-out  of 
the  trail  ing  grant  program.  Further  Federal  support  of  categorical  training  is 
inapprop’ iate. 

o.  Community  Programs,  Project  grants  and  contracts;  The  program 
decrease  of  .'’60,649,000  in  obligations,  reflects  lovrer  continuation  commitments 
in  F5'  1975.  It  also  reflects  a lower  number  of  nev;  av^ards.  A total  of  9 new 
awards  vLll  lie  made,  compared  id.th  76  1n  1974,  Of  the  funds  carried  over  from 
FY  1973,  $17  million  will  be  obligated  in  FY  1“74  to  fund  F^’  1975  continuation 
commitments.' 
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d.  Ma  ^aRencnt  and  Infornatloii;  A pror.ran  reduction  of  SI,  141,  '00 
ill  operating  fu  ids  ^’111  be  necessary. 

\ 3.  Alcoliollsm; 

t a.  Research!  Altliough  there  is  an  Increase  for  this  activity  in  terms  of 

I budget  authoritv  of  $1,907,000,  the  obligation  level  decreases  by  52,793,000  in 
FY  1^75.  The  decrease  is  caused  by  the  fact  that  FY  1974  obligations  include 
\ funds  released  from  FY  1973.  Full  fumling  of  multi-year  awards  vrlll  lie  utilized 
to  ol>llgate  these  released  funds.  A total  of  57  nev;  awards  will  be  made  from 
these  funds  at  a cost  of  $1,900,000.  'lilrty-one  of  these  awards  v/ill  receive 
multi-year  funding  to  provide  two  additional  vears  of  supnort. 

b.  Training!  The  overall  decrease.  Includes  $4,077,000  in  budget  authority 
as  u’ell  as  .'5,400,Ooo  released  from  the  1973  approorlation.  Full  funding  of 
multi-yt  ir  awards  will  be  utilized  to  obligate  these  funds.  Of  tie  total 
releasee  from  1973,  >1,800,000  will  fund  the  first-vear  costs  of  30  grants, 
while  tl  • rmaining  $3,600,')00  will  fu.id  their  remaining  tv/o  vears  of  coimlttcd 
supi'ort. 

c.  :oinriunlty  Programs,  Project  gr  nts  and  contracts!  Tlie  program  decrease 
include;  $34 ,005,00''*  in  budget  autuori  y,  as  veil  as  $39,309,000  obligated  in 
1974  fr«  1 tile  1973  'upropriation.  *'ul  fundli  ; of  multi-year  awards  will  be 
uti’lz&  to  obligate  these  released  fui  Is.  0*  the  $39,309,000,  $12,537,000 
will  fu.  1 the  first  year  cost  of  03  pri  iects,  'bile  $25, 1-72, 900  will  fund  their 
roi  ainl’  g two  years  of  committed  supnoi  t.  7hi  reraining  $800,000  will  fund  2 
St  of  in  grants  for  their  initial  year  of  sup  »ort. 

d.  Oonr.uiiity  Programs,  Orants  to  ''tates;  There  is  a procrara  decrease  of 
, 400,000  in  ohligational  authority.  ’^;;is  *esults  from  the  fact  that 

f O )00,000  i.’as  released  frcu-i  the  FY  1 73  ap-  ropriation  and  v;ill  be  o'  llg.ated 
in  1 74. 

«•.  hianagenent  ind  Information!  This  iin  ludes  a program  reduction  of 
' ,00  - in  oi>er.*ting  funds  as  well  as  31,2''  ,00'.’  ‘‘rom  1973  releafu*d  ^unds. 
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Page 

Ref. 

1974 

Base* 

'jr 

1975 

Estimate 

Increase  or  1 
Decrease  j 

General  Mental  Health: 

Pos. 

Amount 

Pos. 

Amount 

Pos.  Amount  t 

] 

19  Research 

330 

$90,146,000 

(101,427,000) 

330 

$84,468,000 

(84,468,000) 

i. 

-T-  -$5,678,000  A/  i 

(-16,959,000) 

26  Training 

— 

100,034,000 

(128,021,000) 

— 

65,101,000 

(65,101,000) 

-34,933,000  y ; 

(-62,920,000) 

29  Community  Programs: 
Construction  of 

1.4,250,000 

(34,250,000) 

-14,250,0000/ 

(-34,250,000) 

(III) 

Staffing  of  Centers. 
Mental  Health  of 

— 

155,513,000 

19,000,000 

23.163. 000 

— 

172,053,000 

26.844.000 

16.753.000 

+16,540,000  D/ 

+7,84U,000  y • 

-10  -6. 410.000  F/  i 

31  Management  & 
Information. 

383 

373 

Subtotal 

713 

402,106,000 

(461,374,000) 

703 

365,219,000 

(365,219,000) 

-10  -36,887,000 
(-96,155.000) 

Drvig  Abuse: 

33  Research 

108 

34,056,000 

108 

34,000,000 

-56,000  ^ 

36  Training 

— 

15,138,000 

— 

9,969,000 

-5,169,000  H/ 

37  Community  Programs : 
Project  grants  & 

B • ......... 

182,649,000 

25,000,000 

122,000,000 

35,000,000 

-60,649,000  1/  ^ 

+10,000,000  J/ 

Grants  to  states.... 

— 

— 

40  Management  & 

Information  

227 

15.571.000 

298 

15.646.000 

+71  +75.000  K/ 

Subtotal 

335 

272,414,000 

406 

216,615,000 

+71  -55,799,000 

Alcoholism: 

43 

6 

8,489,000 

(13,189,000) 

6 

10,405,000 

(10,405,000) 

+1,916,000  L/ 

(-2,784,000)“ 

44  

6,824,000 

(12,224,000) 

1,947,000 

(1,947,000) 

-U. 877. 000  M/ 

-T  J 1 1 ^ W W 

(-10,277,000)  ^ 

45  Community  Programs : 
Project  grants  & 
contracts 

— 

66,956,000 

(106,265,000) 

— 

32;D51,000 

(32,051,000) 

-34,905,000  N/ 

(-74,214,000) 
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Obligations  by  Activity  (Continued) 


Page 

Ref. 

Alcoholism 

Grants  to  states. . . . 


I97U 

Base* 

Pos.  Amount 

$Ii5,600,000 

(75,600,000) 


1975 

Estimate 

Pos.  Amount 


Increase  or 

Decreetse 

Pos.  Amount 


$1*5,600,000 

(1*5,600,000) 


(-30,000,000) 


48 


50 

51 


Management  & 

Information 91  10,01*0,000  107  9,863,000 

(ll.2U5.OOO) (9.863.000) 

Subtotal 97  137,909,000  113  99,866,000 

(218,523,000)  (99,866,000) 

Buildings  & Facilities..  200,000 

Program  Direction 290  9.1U6.000  290  10.U62.000 

Total  Obligations (bases )1,U35  821,575,000  1,512  692,362,000 

Total  Obligations (96l,U57,000)  (692,362,000) 


+16  -177,000  0/ 

f ,1.382. 000) 

+16  -38,0U3,000 

(-118,657,000) 

+200,000  P/ 

+1.316.000  0/ 
+77  -129,213,000 
(-269,095,000) 


•197U  Base  - Excludes  1973  appropriations  restorations 
Total  obligations  shovn  in  parenthesis. 
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BKPl<ntto>  ef  Qiaamm  ihr 


CnT<l  Mutel  gMdtht 

X«  R»i<ych  4tr— •—  ef  $5*625»000  for  roguler  reeeercii  RTMte  «nf 

$1»006V666  ?er  Hosplcml  ttvrofveBeac  ereate  mm  offset  hf  asafstocy  la  cr  sea  so 
of  ;t947»000  for  latramral  Roaaarcli  aetivitlia* 

Traiaiaa  • Traiafag  graats  aad  falloMshipa  are  refacaf  W $S4«9SS»000 
raf  looting  tKa  phasing-oat  ef  eatagerioal  traialag. 

C.  Ceastraetloo  ef  Caatara  • Ito  aff Itianal  faaia  haea  haaa  raaaaataf  ia 
FT  ITT. 

D*  Staffing  of  Caatara  - Iha  lacroaaa  of  SlSfS^O^OQO  will  pvaoitfa  foaia  fat 
additional  mtlaaatioa  eeata  for  caatara  laltlally  faadad  la  fV  1974* 

t.  Miatal  Health  of  Qtl^aa  Iha  lacraasa  of  |7,844,M0  alU  pravido  teaig 
for  aiiltional  oaotianatlea  caata*  Mo  atv  fMa  aill  ha  Mordad* 

i\  ?tanagawaat  and  Xaforaatloa  • Ihla  daeraaaa  raflacta  hailt-ia  rodaotlaa  af 
$2,  OZ»dSo«  la  aJditioa»  poaitlona  and  la  aparatiag  iaaia  haaa 

baai  allalaatad  ia  1975  aa  a raault  of  radaead  pregran  lavala* 

Ofn«  dhoae; 

9— — * This  raflaets  aa  ineraaaa  ia  raaaarch  grants  of 
S4»35S»0o6  ^hieh  la  affaat  hj  hailt-ia  dacrtaaaa  tasaltlag  prtearily  ftan  «ha 
traasfar  of  Uaiagtan  CMC  to  tha  Buraaa  af  Mriaoaa, 

tyalniaa  • this  cadaetiea  of  $S»ld9»000  raaalta  fran  tha  fhaatag»aat  af 
tha  traialag  grant  prograa* 

!•  ihgoiact  Oranta  and  Centiaeta  - Tha  redoetioa  af  $60»d49,000  raflaaca  tadtag 
lar<  la  for  eootinoatioa  ewBaitaawta  raguirad  to  aaiataia  aarraat  triataant 
cap;  city*  Craata  totaling  117  aililaa  aara  faadad  ia  1974  to  pay  a portiaa  af 
tha»o  FT  197S  casta. 

J.  heanta  to  Stataa  * This  Ineraaaa  of  $10,000»000  aiU  lapraoi  tfia  Mtataa* 
ability  to  aaawaa  raaponaibiXity  for  thalr  oaa  drag  ahaaa  prograw* 

K.  lafermtlea  • ddditioaal  faaia  totaling  Sl,2t4»009  am  to- 

cladal  to  caaar  aaatotory  iarraaaaa  and  the  aaat  af  71  aaa  badgatad  paaitlaaa* 
Thaaa  iacraaaaa  ara  partially  thaorbad  by  pragraa  radactiaaa  to  othar  araaa* 

/dooholiaat 

L.  Waar9i  - Ihia  raf laata  an  ineraaaa  ia  raaaarch  graata  and  aaatraata  af 
«l,<S7^n5r  Hm  r— **.000  1.  a watatary  laeraaaa  fac  laalayaaa  af 
tha  Alcohol  Intranaml  Maaaarch  Pregran. 

***  Ttaiaina  • This  radoatioa  of  |4»877»000  raflacta  a ghaatafoat  of  cratatag 
program. 

Na  Coanoaitr  Program.  Proloct  araata  aad  cootracta  - This  rodactian  af 
|34»MS,tt6  prinarily  Miaeta  a daeraaaa  of  prajaeta  ragoirtog  aaagtoaatlm 
aupport  in  PT  1975»  aa  anil  aa  a radoatioa  ia  tha  nahbar  of  nao  aamda. 
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0.  M .oagement  and  Infornatlon  * Additional  funds  are  included  for  mandatory 
chang  -s  and  to  cover  the  cost  of  16  new  positions.  The  increases  are  more 
than  >ffset,  however,  by  program  reductions  in  other  areas. 

p.  B iildings  and  Facilities  - This  Increase  of  $200,000  will  be  used  to 
const :ruct  a perimeter  fence  around  the  animal  center  in  Poolesvllle,  Maryland. 

0.  P ogram  Direction  - This  overall  increase  of  $1,316,000  Includes 
$1,70 '.,000  for  building  rental  costs,  offset  by  built>ln  decreases. 
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Obligations  by  Object 

1^7A  1^7 *5  Increase  or 

Estimate  Estimate  ’decrease 


Total  1 imber  of  permanent  noslf'ons. 

f'uJl-t  le  equivalent  of  all  otlu  r 
posl*.  Lons 

Average  number  of  all  employees 

Personnel  compensation: 

"ermnnent  positions 

T'ositlons  other  than  permanent.... 

>'ther  personnel  compensation...... 

Subtota-,  )>nrsonnei  compensation 

’ersonnel  benefits 

ravel  U transportation  of  persons 

transportation  of  things.... 

*’ent,  communications  fi  utilities.. 

’'rlnting  and  reproduction 

Other  servicer. 

Proiect  contracts 

Supplies  and  materials 

Equipment 

Erants,  subsidies  L contributions. 
Total  obligations  by  ol>ject 


1,435 

1,512 

+77 

343 

334  ‘ 

-Q 

2,130 

1,705 

-344 

?31, 579,000 
2,773,000 
617,000 

?27 ,038,000 
2,636,000 
531.000 

-34,541,000 

-137,000 

-36.000 

34,  *‘69,000 

30,205,000 

-4,764,000 

3,437,900 

3,013,000 

-424,000 

2,52.3,000 

2,381,000 

-147,000 

203,000 

135,000 

-18,900 

2,423,000 

4,646,000 

+2,223,000 

1,111,000 

1,070,000 

-41,000 

18,486,000 

19,293,000 

+807,000 

75,735,000 

70,136,000 

-5,599,000 

2,203,000 

1,843,300 

-360,000 

2,002,000 

1,869,000 

-133,000 

818.360.000 

557,721.000 

-260.639,000 

961,457,000 

692,362,000 

-269,095,900 

’otal  obligations  excluding 
l'»73  appropriation 


821,575,^00  6*^2,3^2,000  -120,213,000 
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Authorizing  Legislation 


Legislation 

Public  Health  Service  Act, 

Section  301/302/303 
Research  Grants  and  Contracts 
Training  grants  and  contracts 
Drug  Abuse  Community  Programs, 
Gremts  and  Contracts 
Direct  Operations 
Section  3lU  e 

Alcohol  Project  Grants  & Contracts 

Community  Mental  Health  Centers  Act: 
Part  B,  Sec.  22U  - Continuation 
Grants  for  Staffing  of  CMHC's 

Part  E,  GenereJ.  Provisions  Section 
261  - Authorization  of  Appropria- 
tions for  Rehabilitation  of 
Alcoholics,  Narcotic  Addicts,  and 
other  Persons  with  Drug  Abuse  and 
Drug  Dependence  Problems: 
Continuation  of  Section  2^2 
Alcohol  Staffing  Greuits 
Continuation  of  Section  251  Drug 
Staffing  Grants 

Part  F,  Section  271  Continuation  of 
Staf  ’ing  Grants  for  Child  Mental 
Heed  -.h  Treatment  Facilities 

Compr ;hensive  Alcohol  Abuse  and 
Alcciolism  Prevention,  Treatment, 
and  Rehabilitation  Act  of  1970: 
Title  III,  Part  A,  Section  301  - 
Formula  Grants 


1212 


Authorization 


Indefinite 

Indefinite 

Indefinite 

Indefinite 

2/ 


Sums  necesseoy 


Appropriations 

Requested 


$105,U6l,000 

69,5^3,000 

600,000 

76,136,000 

21,000,000 


172,053,000 


Stuns  necesseury  11,051,000 

Sums  necessary  lU,37^,000 


Sums  necessary 


26,  suit,  000 


1/ 


1*5,600,000 


Drug  Office  and  Treatment  Act  of 
1972: 

Section  UOl,  Community  Mental  Health 
Centers  Act  60,000,000 

Section  U09,  Formula  Grants  U5, 000, 000 

Section  UlO,  Special  Project  Grants 
& Contracts  160,000,000 


Narcotic  Addiction  and  Rehabilitation 
Act  of  1966: 

Title  VI,  Miscellaneous  Provisions, 

Section  607,  Authorization  of 

Appropriations  Sims  necessary 


35,000,000 
113 ,300 ,000 


1,200,000 


1/  Authorization  expires  June  30,  I97U:  additional  authorizing  legislation  is 

proposed. 

2j  Legislation  to  be  proposed  to  Incorporate  alcohol  project  grants  and  contracts 
into  Section  3lUe  of  the  Public  Health  Service  Act. 
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Alcohol,  Drug  Abxise,  and  Mental  Health 
Appropriations  History 


Year 

Budget 
Estimate  to 
Congress 

House 

Allowance 

Senate 

Allowance 

Appropria- 

tion 

1963 

$126,899,000 

$133,599,000 

$148,599,000 

$143,599,000 

I96U 

190,096,000 

177,288,000 

190,096,000 

183,288,000 

1965 

224,085,000 

223,273,000 

223,273,000 

223,273,000 

1966 

278,669,000 

278,669,000 

283,169,000 

283,169,000 

1967 

305,115,000 

310,119,000 

315,619,000 

315,619,000 

1968 

31+6,909,000 

296,909,000 

346,909,000 

346,909,000 

1969 

364,939,000 

342,439,000 

364,939,000 

350,439,000 

1970 

357,904,000 

360,302,000 

385,000,000 

360,302,000 

1971 

346,656,000 

371,738,000 

456,738,000 

389,238,000 

1972 

499,451,000 

581,201,000 

658,201,000 

612,201,000 

1973 

603,719,000 

803,823,000 

911,525,000 

808,823,000 

1971+ 

1,281,731,000 

795,475,000 

845,475,000 

815,975,000  1/ 

1975, 

692,162,000 

2J  Includes  $26,871+, 000  which  may  he  withheld  in  accordance  with  Public  Law  93-192. 
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Justif  Ic.itioii 


.Icohol,  7)rur.  Abuse,  md  ’’ental  Health  Administration 

Hase  197i>  l^stimate  Ir.crease  or  l.ecrease 


^os 


Amount  Pos 


Amount  Pos 


Amount 


Porsoni  cl  Compen- 

satio  benefits  1435  !!;3P,4nr. ,009*  1312  .'‘33,218,000  +77  -5,lO3,O00 

0‘.her  expenses  — . 7r.3,16'\000  — 659,144,000  — -124, 025, '^OO 

Tntal,  OMi-ations  1435  821,575,000*  1512  492,302,000  +77  -129,213,000 

(961,457.000) (-269.005.00^) 


oniFRAL  STATEMn.’T 


'f'hi  basic  mission  of  the  Alcohol,  ’’rug  Abuse,  and  ’’ental  Ilealtb.  Administra- 
tion i‘  to  dcvcloji  kno’'ledr,e,  mannox’er,  and  servici's  to  prevent  mental  illness, 
to  tre  t and  rehal  ilitate  the  mentallv  ill,  and  to  prevent  the  abuses  of  dru'^s 
and  al  ohol. 


Th  Agency’s  ’T  r'7.5  budget  request  portravs  this  mission  in  both  nroqrara- 
ratic  nd  functional  terms,  TTogrammatically,  the  appropriation  is  divided  ac- 
cord in  to  its  tb.ree  i ajor  areas  of  responsibility:  general  mental  liealt’i,  drun 
abuse,  and  alcoholism.  F.acii  of  these  ’road  programmatic  areas  is,  in  t»irn, 
dividec  functionally  into  research,  training,  and  services,  V.'ithin  each  functioi;, 
'•riorifies,  needs,  and  approaches  to  t ’.ese  needs  are  addressed  in  specific  pro- 
gramma  i ic  terms. 


"^ht  budget  reruest  reflects  significant  charges  in  both  the  traininp  and 
Si  rvici  ^ functions.  In  training,  categorical  support  is  recornnended  for  phase- 
out. 't  is  felt  the  r>cntal  healtbi  training  programs.  Including  drugs  and  alcoliol, 
!i:ive  di  velored  to  a point  that  tlmy  an  non*  able  to  compet*-  in  the  open  market  for 
funds,  narticularlv  in  those  prof <*ssional  fields  for  vdiich  there  is  n relativelv 
lii'*h  e.'>rninr  potential.  ccordingly,  no  ne\’  -ax.’ards  \^T1  be  initiated,  except  for 
tbi  res-iarc..  fellowship  ogran  established  in  1974. 


'The  budget  reruest  foi  service  programs  reflects  the  philosopb.y  that  tlie 
ib-deral  rolt  should  be  lii  ited  to  demonstrating  tb.e  feasibillt*'  of  service  models 
and  tec  minues  ratlier  thne  providing  direct  patient  care.  As  a result,  nroprams 
author!  ;ed  by  the  Comnuulty  Mental  Health  Centers  Act  are  being  recommende.d  for 
nliase-o  xt.  ' reatcr  reliance  \’ill  be  ]xlaced  on  income  from  tliird  party  pavments, 
and  sta  :e  and  local  contributions,  for  continued  future  support  of  tiiese  programs. 
Accordi  'gly,  new  Federal  funds  for  drug  abuse  and  alco'uolism  will  he  used  to 
support  planixing  grants  to  States  and  to  ^und  demonstration  models  to  develop  new 
or  impr  ved  treatment  techniques. 

The  "Y  1974  and  FT  1975  funding  levels  proposed  for  the  Agency’s  maior  pro- 
gr.iia  ar-  xs  arc  set  forth  in  the  <‘ollo\dLng  table: 


Increase  or 

1974  liase  1975  Fstimates  Decrease 


General  Mental  liealth 
brug  Abuse 
Alcoliol  ism 

Buildings  4 Facilities 
Program  Direction 


•■'•402,106,000 

272.414.000 

137.909.000 

9.146,000 


$365,219,000 

216,613,000 

99.366.000 

200,000 

10.462.000 


-$36,887,000 
-55,799,000 
-38,043,000 
<-200, 0'' 9 
-H  ,316,000 


Total 

’’Excludes 


?321.575.00O  $692, 362. OOP 

1973  appropriation  restoration. 


-512  \ 21 3. OOP 


I.  General  Mental  Health 


PersonneZ  compensation 

and  benefits 

Other  exi enses 

Total 


191^ 

Base* 

Pos.  Amount 

T13  $20,716,000 

381,390.000 

713  U02, 106,00c 


1975 

Estimate 
Pos.  Amount 

703  $17,7U6,000 

3U7.473.OOO 

~703  365,219,000 


Increase  or 
Decrease 
Pos.  Amount 

-10  -$2,970,000 
■ 33,917.000' 

-10  -36,887,00^ 


Authf  -ization; 

Res'^arch:  Public  Health  Service  Act,  Sections  301  and  303; 

Training:  Public  Health  Service  Act,  Sections  301,  303  and  li33; 

Comr-'unity,  Programs : Community  Mental  Health  Centers  Act 

C( astruction : Section  201 
S;  if fing : Section  22k 

Ml  ntal  Health  of  Children:  Part  "F",  Section  271 

Man^jement  and  Information:  Public  Health  Service  Act,  Section  301  and  303. 


Thi£  major  grouping  of  activities  encompasses  all  programs  of  the  National 
Institute  of  Mental  Health.  T^e  197I*  and  1975  funding  levels  for  the  Institute’s 
major  pro  :ram  areas  are  set  forth  in  the  following  table: 


Research 

Training 

Community  programs 

Management  & Information.. 
Total  obligations 


197i+ 

Base* 

I90,1U6,000 

100,03^,000 

188,763,000 

23.163.000 

02. 106. 000 


1975 

Estimate 

$8Ji,U68,000 

65.101.000 

198.897.000 

16.753.000 

365.219.000 


Narrative 


Funds  included  in  these  activity  categories  support  the  programs  and  operations 
of  the  National  Insiitute  of  Mental  Health  (NIMH).  NM  provides  leadership, 
policies  and  goals  ^or  the  Federal  effort  in  the  promotion  of  mental  health  and 
the  prevention  and  treatment  of  mental  illness.  In  carrying  out  these  responsi- 
bilities, NIMH  (1)  conducts  and  supports  research  on  the  biological,  psychologi- 
cal, sociological,  and  epidemiological  aspects  of  mental  health  and  mental  illness; 

(2)  supports  the  training  of  professional  and  paraprofessional  personnel  in  the 
promotion  of  mental  health  and  the  prevention  and  treatment  of  mental  illness; 

(3)  conducts  and  supports  research  on  the  development  and  improvement  of  mental 
health  services  delivery,  administration  and  financing,  and  supports  mental  health 
service  programs  and  projects;  (U)  colZaborates  with  and  provides  technical  assis- 
tance to  state  authorities  and  regional  offices,  and  supports  sta* e and  community 
efforts  :n  planning,  establishing,  maintaining,  coordinating  and  ‘valuating  more 
effective  mental  health  programs;  (5)  collaborates  with,  provides  assistance  to, 
and  encourages  othei*  governments,  agencies  and  institutions  to  pr  mote  mental 
health  programs;  and  (6)  provides  information  on  mental  health  and  illness  to  the 
public  art  to  the  scientific  community. 


* 


Exclu.  -s  $59,268,000  in  1973  appropriation  restoration. 
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A.  General  Merited.  Health  Research;  The  purpose  of  the  research  program  is  to 
develop  new  knowledge  and  approaches  to  the  causes,  diagnostic  treatment,  control 
and  prevention  of  mental  illness  through  basic,  clinical  and  applied  research. 

This  activity  supports  the  NIMK  research  grants;  the  hospital  improvement  and 
reseeirch  career  programs;  and  operation  of  the  intramural  research  program  which 
is  conducted  in  the  Institute's  own  laboratories  and  clinics.  Funding  for  this 
activity,  and  descriptions  of  the  major  program  components,  are  set  forth  in 
the  material  which  follows: 


Grants,  subsidies  ajid 
contributions 

Intramural  research: 
Personnel  compensa- 
tion & benefits. . . , 

Other  objects 


19TU 

Base* 

Pos.  Amoiint 

~ $71,538,000 

330  8,656,000 

- 9,952,000 


1975 

Estimate 

Pos . Amount 

— $6U ,913,000 

330  8,937,000 

10.618,000 


Increase  or 
Decrease 

Pos.  Amoimt 

— -$  6,625,000 

+281,000 

—  +666,000 


Total 330  90,lU6,000  330  8U,U68,000  ~ -5,678,000 


1.  Grants,  subsidies  and  contributions:  This  category  includes  reg\ilar 

research  grants,  hospital  improvement  projects  and  the  research  career  program: 


197i+ 

Base* 

Research  grants $61,172,000 

Hospital  Improvement 

projects 5,900,000 

Research  career  program. . . U ,U66,000 


1975 

Estimate 

$56,812,000 

U, 900, 000 
3,201,000 


Total 


71,538,000  6^,913,000 


a.  Research  grants:  These  projects  are  authorized  under  Sections 
301  and  303  of  the  Public  Health  Service  Act.  Grants  are  available  to  investigators 
affiliated  with  public  or  nonprofit  agencies  (including  state,  local  or  regional 
government  agencies),  research  and  academic  institutions,  hospitals  and  other 
organizations.  Tables  1 and  2 show  the  distribution  of  research  gi-ant  funds  by 
type  of  grant  and  by  program. 


Table  1 - Distribution  of  Research  Grants 


197^^  1975  Increase  or 

Estimate  Estimate  Decrease 


Type 

No. 

Amount 

No. 

Amount 

No. 

Amoiant 

Continuation 

5^ 

$36,337,000 

$U9,i+12,000 

-^87  +$13,075,000 

Competing  renewals 

II4I 

8,123,000 

107 

5,650,000 

-3U 

-2,1473,000 

New  projects 

199 

lU, 712, 000 

— 

— 

-’99 

-lU, 712, 000 

Small  grants 

150 

1,000,000 

125 

750,000 

-25 

-250,000 

Supplemental s 

(39) 

1,000,000 

{39) 

1,000,000 

— 

Total  appropriations. 
Obligations 

1,0U8 

61,172,000 

(71,272,000) 

877 

56,812,000 

(56,812,000) 

-171 

-I, 360, 000 
(-lU,U60,000) 

* Excludes  $11,281,000  in  1973  appropriation  restorations. 
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Table  2 - 

Research  Gremts  Program  Distribution 

1971+ 

1975 

Increase  or 

PrOf-ram 

Estimate 

Estimate 

Decrease 

Behavior  1 sciences 

$17,932,000 

$17,290,000 

-$6U2,000 

Clinical  research. 

9,285,000 

8,900,000 

-385,000 

Applied  research 

U, 1^38, 000 

1+, 180, 000 

-258,000 

Psychoph-.rmacology 

11,795,000 

11,300,000 

-1+95,000 

Epidemic  ogy 

1,727,000 

1,672,000 

-55,000 

Services  development 

8,125,000 

7,125,000 

-1,000,000 

Crime  & delinquency 

3,738,000 

3,045,000 

-693,000 

Metropol:  tan'  problems ..... 

1,868,000 

1,1+00,000 

-1+68,000 

Minority  mental  health. . . . 

2, 261+, 000 

1,900,000 

-361+ ,000 

Total  appropriations.... 

61,172,000 

56,812,000 

-1+,36o,000 

Obligations 

(71,272,000) 

(56,812,000) 

(-lU,U60,000) 

(l)  Description  of  j-esearch  greint  programs;  progreim  areas  identified 

above  are  explained  in  the  material  which  follows:  ^ 

(a)  The  purpose  of  the  behavioral  sciences  program  is  to  stimulate 

and  supp')rt  research  to  develop  an  understanding  of  behavior  - including  i 

both  the  psychological  and  social  aspects.  Included  are  studies  of  the  brain 
and  centre!  nervous  system,  and  their  relationship  to  behavior;  studies  in 
general  experimental  psychology  including  such  areas  as  learning,  memory,  per- 
ception and  sensory /motor  processes;  and  studies  in  the  social  psychologies  such 
as  culture  and  its  effect  upon  personality  and  group  behavior. 

(b)  Clinical  research  fosters  studies  designed  to  increase  knowledge 
and  improve  methods  of  diagnosis,  treatment  and  prognosis  of  mental  illness. 

In  clinical  research,  emphasis  is  placed  upon  studies  leading  to  improved  treat-  j 

ment  methods,  and  the  study  of  the  combinations  of  biological,  environmental  and  ! 

social  factors  from  which  mental  illness  and  emotional  distress  may  arise. 

(c)  The  applied  research  program  supports  projects  designed  to  increase 
understai  ling  of  contemporary  social  problems  and  problems  related  to  the  mental 
health  o:*  juveniles  which  are  primarily  associated  with  social  and  environmental 
conditior  ..  It  supports  projects  focused  on  experimentation  and  evaluation  of 
interven“  ms  intended  to  produce  change  which  will  assist  in  the  resolution  of 
problems  promote  the  healthy  growth  of  individuals. 


increase 
behavior; 
efficient 
assessmer 
on  psyche 
agents  ir 


(d)  The  Institute's  psychopharmacology  program,  has  as  its  goals  the 
f knowledge  about  the  ways  by  which  drugs  influence  thought,  mood  and 
stimxilation  of  the  development  of  new  drugs  and  evaluation  of  their 
and  safety;  the  non-pharmacologic  factors  which  influence  drug  response; 
of  the  impact  of  drug  use  on  society;  and  dissemination  of  information 
ropic  drugs  to  foster  research  on  the  therapeutic  usefulness  of  these 
treating  m.ental  illness. 


(e)  The  Institute's  epidemiology  program  emphasized  development  of 
informat i n systems  on  the  status  of  m.ental  health  in  commiinities  and  evaluation 
of  the  im;r  act  of  programs  upon  these  communities;  child  mental  health;  and 
longitudir.al  studies  (i.e.,  continuing  studies  of  the  same  pop\ilation  group). 

(f)  The  services  development  program  supports  research  to  provide  know- 
ledge required  for  the  effective  utilization  and  development  of  increasingly  com- 
plex service  delivery  systems.  The  integration  of  mental  health  servi''es  with 
allied  delivery  systems  is  a major  priority  of  the  Institute. 


509 


(g)  The  Institute's  crime  and  delinquency  reseeirch  program  places 
major  emphasis  upon  efforts  to  "better  understand  and  cope  with  the  various  forms  of 
deviamt  behavior,  whether  such  behavior  is  handled  as  mentail  illness  or  viola- 
tions or  the  criminal  law. 

(h)  Research  in  metropolitan  problems  involves  investigation  of  the 
effects  of  modern  \irban  life  upon  individual  and  collective  mental  health. 

(i)  The  activities  and  aims  of  minority  mental  hes _th  research  are 
to  increase  the  quality  and  quantity  of  research  for  the  Nation's  minority  groups, 
principally,  Blacks,  Indian- Americans,  Spanish-Americans , and  Asi  n Ajnericans. 
Research  is  supi>orted  to  understand  the  causes,  results,  and  mech  inisms  of  pre- 
judice and  discrimination,  eind  to  consider  methods  of  correcting  he  attitudes 
and  conditions  which  place  minorities  in  a disadvantaged  positior  . This  is 

done  with  minority  groups  themselves  playing  a major  role  in  des:  *n,  administra- 
tion, and  conduct  of  the  research. 

(2)  Institute  priorities:  Cutting  across  the  programs  desc  ibed  above  eae 

certain  priority  areas  to  which  NIMK  gives  particular  attention.  Among  these 
priorities  are  research  efforts  directed  to  the  mental  health  of  c ildren,  problems 
of  the  aging,  crime  and  delinquency,  and  minority  mental  health  p>-oblems.  Adding 
still  another  dimension,  and  relating  to  all  of  these  efforts,  art  specialized 
studies  in  the  areas  of  schizophrenia  and  depression.  NIMI'  effort's  in  these 
€ireas  are  summarized  in  the  materieil  which  follows: 

(a)  Child  mental  health:  NIMH  is  participating  in  department-wide 

initiative  on  child  abuse  and  neglect.  The  Office  of  Chile  Devel<  pment  is  the  lead 
agency,  and  coordinates  a special  Department  Committee  on  Child  Ai  use  and  Neglect. 
The  primary  NIMF  role  in  the  overall  effort  is  to  systemat' cally  increase  knowledge 
about  the  mental  health  problems  of  child  abuse  and  neglec* , incli ding  development 
of  new  research  studies  to  fill  identified  gaps  in  knowledge. 

NIMH  is  currently  supporting  projects  which  address  c:  ild  mer cal  health 
systems  approaches,  the  study  of  alternate  housing  pattern  systems,  and 
the  relationships  between  mental  health  and  the  schools.  7t  has  been  fo\ind 
that  in  communities  which  consolidate  their  human  services  In  a systems  approach, 
there  is  increased  effectiveness  and  reductions  in  duplies'*  ions  of  efforts  in 
the  utilization  of  professional  services.  Since  schools  h? -/e  control  over  children 
for  approximately  20  percent  of  their  waiting  hours  from  gra  ies  1 through  12, 
changes  in  the  school  environment  will  fundamentally  affect  the  whole  social 
and  learning  environment  of  the  child. 

The  emotional  health  and  competence  of  the  developing  child  is  a major 
focus  of  NIMH  endeavor.  Studies  directed  at  understanding  how  children  become 
well  adjusted  and  the  factors  which  influence  aggressive  oi-  hostile  behavior 
are  of  high  priority;  there  is  special  interest  in  the  influence  of  television 
viewing  on  children's  behavior.  Since  about  lOJ^  of  all  children  suffer  from 
learning  disabilities,  NIMH  is  supporting  efforts  directed  at  early  identification 
and  of  appropriate  treatment  methods  so  that  emotional  diffic\ilties  related 
to  this  disability  can  be  avoided. 

(b)  Aging : NIMH  efforts  now  underway  in  the  area  of  aging  involve 

studies  concerned  with  prevention  of  mental  disorders  among  the  aging,  as 
well  as  finding  methods  to  help  those  already  impaired.  These  efforts  include 
basic  studies  of  biological  mechanisms  of  aging,  psychiatric  illness  in  the  aged, 
social,  psychological  €uid  cultural  influences  related  to  adjustment  in  later  life, 
and  applied  research  demonstrating  innovative  methods  of  assisting  older  persons 
to  continue  to  function. 


32-029  o 


74  - 33 
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(c)  Depression:  Recent  NIMH  research  efforts  have  focused  on 

psychobiology,  in  an  attempt  to  determine  the  basic  physiological  factors  under- 
lying the  abnormal  behavior  which  is  recognized  as  depression.  NIMH  is  now 
supporting  genetic  studies  seeking  to  understand  the  familial  aspect  of  some 
depressive  illnesses,  suicide  studies  aimed  at  clarifying  this  tragic  outcome 

of  depression  for  some,  and  psychopharmacological  studies  aimed  at  discovering 
newer  and  more  effective  modalities  of  drug  treatment.  We  are  also  involved 
in  support  of  psychotherapeutic  studies  seeking  to  discover  treatments  for 
the  milder  forms  of  depression. 

(d)  Schizophrenia:  Schizophrenia,  although  not  a major  cause 

of  death,  nevertheless  ranks  as  one  of  our  more  serious  national 

health  problems.  This  is  because  of  the  number  of  people  affected  (nearly 
2 million  Americans  now  alive  will  have  been  hospitalized  for  schizophenia 
by  the  time  they  reach  middle  age),  its  long  duration  with  onset  early  in 
life,  often  persisting  for  years;  the  loss  of  human  potential  and  the  sheer 
public  cost  variously  estimated  at  several  billion  dollars  annually. 

More  recently  the  advances  in  understanding  the  genetic  bases  for  a 
major  segment  of  this  population,  and  notable  progress  in  the  tech?;ology 
of  biological  research  generally,  has  opened  the  doors  to  new  dire  tions 
of  work  in  these  areas. 

(e)  Crime  and  Delinquency:  NIMH  is  concerned  with  crime  and 

delinquency  insofar  as  such  problem  behavior  also  has  relevance  in  terms  of 
psychological  functioning  and  mental  health  adaptation.  Our  specitic  interests 
in  this  field  concern  the  development  of  better  understanding,  prevention, 
treatment  and  handling  of  various  forms  of  deviant  behavior.  Programs  of  NIMH 
address  these  behavior  forms,  rather  than  use  the  legal  definitions  of  the 
Juvenile  and  criminal  Justice  systems.  However,  considerable  attertion  is  given 
to  the  problem  areas  of  common  concern  to  the  criminal  Justice  and  mental  health 
fields.  Among  these  issues  of  mutual  concern  are  determinations  o:  competency 
to  stand  trial,  hospitalization  of  mentally  disordered  offenders,  -treatment  and 
release  programs  for  such  offenders,  and  appropriate  mental  health  and  related 
programs  for  rape  victims. 

(f)  Mental  Health  of  Minorities:  NIMH  has  attempted  to  increase 

knowledge  of  minority  mental  health  problems  through  the  establishment  of  a 
special  Center  for  Minority  Group  Mental  Health  Programs.  Fifteen  national 
planning  and  follow-up  conferences  have  been  initiated  by  the  Center  for  Minority 
Group  Mental  Health  Programs  (Black-2,  Spanish-Speaking-3,  Asian-AmericaJi-U , and 
Native  American-6).  These  national  meetings  have  provided  each  of  the  minority 
groups  with  the  opportunity  to  identify  their  primary  concerns  and  make  recom- 
mendations as  to  the  mechanism  appropriate  to  the  resolution  of  the  >e  issues. 

This  present  need  exists  because  of  the  failure  and  neglect  of  pre-existing 
program  mechanisms  to  focue,  on  these  long  neglected  areas. 
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"b.  Hospital  Improvement  Program:  Projects  funded  in  connection  with  this 

program  re  authorised  under  Section  303(a)(2)  of  the  Public  Health  Service 
Act.  Th  program  provides  funds  to  state  mental  hospitals  for  projects  which 
will  improve  the  quality  of  patient  services;  enco\irage  transition  to  open 
institutions;  and  develop  relationships  with  community  programs  for  mental 
health.  There  are  no  m? tching  requirements,  but  grantees  are  required  to  pay 
a portion  of  the  total  ] roject  cost.  Support  to  an  institution  may  not  exceed 
10  years,  and  each  hospital  may  not  receive  more  than  $100,000  in  any  one  year. 
The  following  table  shov s the  distribution  of  hospital  improvement  project 
grants  by  type: 


197^  1975  Increase  or 

Estimate Estimate Decrease 

Type  I o.  Amount  No,  Amount  No . Amount 

Continuations ^'3"  $U,  15^,000  ^9  $ii,900,000  +$7^2,000 

Competing  renewals...  9 885,000  — -9  -885,000 

New  projects 9 857 ,000 ^9 -857  ,000 


Total  appropriations.  6l  5,900,000  ^9  U, 900, 000  -12  -1,000,000 

Obligations (6,900,000)  (1,900,000)  (-2,000,000) 


The  Hospital  Improvement  Program  is  directed  toward  improving  the  treatment, 
care  and  rehabilitation  of  the  mentally  ill  in  state-supported  mental  hospitals 
throughout  the  Nation.  It  is  specifically  focused  on  the  use  of  current  knowledge 
in  demonstrating  improved  services  for  patients,  stimulation  of  the  process  of 
change  ar d the  development  of  relationships  with  community  mental  health  programs. 
Funds  are  available  through  the  grant  mechanism  for  siipport  of  programs  that  are 
designed  to  explore  aud  validate  new  methods  of  treatment,  and  to  develop  new 
knowledge. 

At  the  end  of  June  1973,  a total  of  269  Hospital  Improvement  Program  grants 
had  been  awarded  to  l86  state  mental  hospitals  in  the  country. 

During  FY  1973,  73  grants  were  funded  serving  an  average  of  75  patients  per 
institution  for  a total  of  5,^75. 

A decrease  of  $1,000,000  in  appropriations  for  Hospital  Improvement  projects 
is  projected  for  1975,  ’'epresenting  the  first  step  in  the  gradual  phasing-out 
of  the  program.  Since  ';his  program  has  achieved  its  goal  of  demonstrating 
innovative  treatment  me-^hods  in  virtually  every  state  of  the  union,  it  is 
felt  that  this  area  of  activity  can  now  be  assxamed  at  the  state  and  local 
level . 


c.  Research  Career  Program:  The  pxirpose  of  this  program  has  been  to  support 

the  expansion  of  research  programs  concentrated  on  problems  of  mental  health, 
and  the  establishment  of  new  mental  health  programs  by  awards  to  appropriate 
institutions  for  the  support  of  individual  research  scientists.  NIMH  has 
focused  upon  the  development  of  research  capacity  in  the  psychiatric  profession; 
engagement  of  investigators  from  a variety  of  the  behavioral  and  biomedical 
sciences  in  mental  health  research;  and  the  fostering  of  interdisciplinary  • 
research  on  mental  health  problems.  Two  types  of  awards  available  under 
this  program  include  research  scientist  development  awards  (to  develop 
research  potential  and  provide  independent  research  experience)  and  research 
scientist  awards  for  the  support  of  scientists  qualified  to  conduct  indepen- 
dent research  and  thus  contribute  significantly  to  the  research  programs  of 
their  sponsoring  institutions.  Estimates  for  197 and  1975  are  set  forth  in 
the  following  table: 
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197U 

1975 

Increase  or 

Estimate 

Estimate 

Decrease 

No . Amount 

No . Amount 

No . Amount 

Research  scientist 
development 

57  $1,710,000 

32 

$960,000 

-25 

-$750,000 

Research  scientist.. 

77  2,311,000 

62 

1,851,000 

-20 

-1+60,000 

Research  career 

lU  UU5.OOO 

13 

390,000 

-1 

-55.000 

Total  appropriation. 

1U8  U,U66,000 

107 

3,201,000 

-U6 

-1,265,000 

Obligations 

(U, 61+7,000) 

(3,201,000) 

(-1,1+1+6,000) 

2.  Intram\iral  research;  The  NIMH  intramiiral  research  program  is 
devoted  to  investigating  the  causes,  diagnosis,  treatment,  and  prevention  of 
mental  disorders.  It  consists  of  three  Divisions,  two  of  them  located  on  the 
campus  of  the  National  Institutes  of  Health,  and  a third  at  Saint  Elizabeths 
Hospital.  The  program  endeavors  to  study  those  problems  in  psychiatry,  biology, 
chemistry  and  the  behavioral  sciences  that  are  important  for  its  mission,  and 
that  can  be  effectively  attacked  in  its  special  facilities.  Within  these  dis- 
ciplines, the  best  criteria  for  choice  of  problems  is  lonff-term  relevance  to 
mental  health.  More  specifically,  the  program  includes  clinical  studies  and 
basic  research  in  a mix  that  varies  from  time  to  time,  depending  on  the  state 
of  the  art. 

One  important  example  of  the  intramural  researcher’s  efforts  would  be  the 
discovery  of  two  enzyme  abnormalities  in  the  blood  platelets  of  schizophrenic 
individuals.  One  of  these  is  a deficiency  in  platelet  monoamine  oxidase,  an 
important  enzyme  in  the  metabolism  of  biogenic  monoamines.  Researchers  fotmd 
that  both  schizophrenic  and  non-schizophrenic  co-twins  had  the  platelet  abnor- 
mality. This  indicated  that  the  abnormality  is  genetically  determined  rather 
than  being  secondary  to  environmental  factors  which  might  accompany  the  schizo- 
phrenic process,  such  as  the  expos\ire  to  drugs,  chronic  hospitalization,  and 
unusual  diet.  In  addition,  there  was  a high  correlation  between  schizophrenic 
twins  which  also  indicated  that  the  enzyme  abnormality  was  genetically  controlled. 

The  investigators  believe  that  this  is  the  first  demonstration  of  an  enzyme 
abnormality  in  schizophrenia  which  is  genetic  in  origin;  it  represents  an 
enzymatic  marker  for  the  vulnerability  to  schizophrenia. 

The  second  abnormality  studied  was  in  an  enzyme  capable  of  forming  the 
hallucinogen,  dimethyltryptamine  (DMT).  This  enzyme  had  previously  been  found 
to  be  elevated  in  schizophrenic  and  other  psychotic  individuals.  Again  the 
twin  model  was  used  for  study.  The  DMTforming  enzyme  activity  was  found  to 
be  elevated  in  the  schizophrenic  and  not  in  the  non-schizophrenic  twin.  It 
appears  then,  that  this  enzyme  abnormality  is  environmentally  rather  than  genetic- 
ally controlled. 

During  the  coming  year,  investigators  will  inquire  into  the  nature  of  the 
genetic  abnormality  of  platelet  monoamine  oxidase  in  schizophrenic  patients. 

Such  questions  as  the  struct\ire  of  the  protein,  how  the  enzyme  abnormality  is 
transmitted  from  one  generation  to  another,  and  whether  the  abnormality  is  causa- 
tive of  the  illness  are  \inder  study. 

In  other  areas,  methods  for  more  accurate  and  sensitive  measurement  of  a variety 
of  amine  metabolites  in  brain,  blood  and  cerebrospinal  fluid  are  being  developed. 
These  are  essential  to  further  clinical  studies  on  the  rate  of  amine  metabolism 
in  brain. 

Also  continuing  is  a broad  program  of  investigations  of  normal  and  pathological 
mechanisms  underlying  normal  and  abnormal  growth,  the  development  and  maturation 
of  the  central  nervous  system,  and  a wide  variety  of  studies  to  examine  certain 
normally-occurring  substances  in  brain.  These  will  be  related  to  drug  effects, 
environmental  and  genetic  factors,  ftinctional  abnormalities  and  neuroendocrine 
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regulation. 

Data  collection  is  now  complete  on  a longitudinal  study  launched  in  I966  aimed 
at  understanding  how  prepeurental  characteristics  interact  with  congential  char- 
acteristics of  children  in  producing  social,  emotional,  and  cognitive  develojanent 
during  the  early  years  of  life.  Efforts  will  now  he  directed  toward  analyzing  the 
data  and  reporting  the  results.  Findings  from  preparatory  studies  in  this  project 
have  already  had  considerable  impact  on  the  important  field  of  family  and  child 
development  and  give  some  indication  of  the  rich  rewards  which  may  be  expected 
from  the  main  longitudinal  study.  Throughout  the  past  year  the  project  leader  has 
met  with  various  committees  of  the  Federal  inter-agency  panel  on  early  childhood 
research  and  development.  One  result  of  these  meetings  is  that  other  agencies  have 
reported  an  interest  in  applying  some  of  our  findings  to  their  intervention  programs. 
An  inter-agency  panel  has  accepted  our  recommendation  that  eui  attempt  be  made  to 
develop  marker  veuriables  for  use  in  future  research  in  early  development.  These 
variables  would  make  possible  the  more  effective  integration  of  findings  from 
Federally-supported  research,  and  progress  toward  establishing  stable,  consistent 
and  verifiable  findings  wo\ild  be  accelerated.  Members  of  the  panel  are  concerned 
that  some  proposed  changes  in  society,  in  education,  in  child  rearing,  and  in 
family  life,  may  be  based  on  inadequate  data. 

A n imber  of  useful  findings  have  emerged  from  studies  of  disturbed  adolescents 
and  thei  • families.  Of  special  interest  is  the  mounting  evidence  that  it  is 
importan  to  consider  sickness  not  only  in  the  individual  himself  but  also  in  the 
context  f the  family  in  which  the  disturbance  develops  and  the  society  in  which 
it  exist  . In  follow-up  studies  of  such  families,  there  is  a correlation  between 
improvement  in  the  emotional  life  of  the  adolescent  and  in  the  marriage  relation- 
ship of  "he  parents.  Other  clinical  studies  of  family  interaction  have  revealed 
the  important  role  of  anxiety  as  a subjective  experience  which  mobilizes  and  deter- 
mines behavior  within  the  family  group.  In  these  studies  the  usual  behavioral 
observations  were  axigmented  by  psychophysiological  methods  which  substantially 
increased  their  validity. 

The  crucial  developmental  years  in  humans  are  the  focus  of  a mmiber  of  other 
intramur.-l  investigations.  One  such  study  attempts  to  ascertain  how  children 
acquire  ;.nd  modify  their  perspectives  on  illness  and  health;  another  deals  with 
the  impo  tant  mental  health  variable  of  self-concept  in  children  and  how  it 
develops,  another  with  the  development  in  yoxing  children  of  altruism  and  sensi- 
tivity tc  other  people's  feelings  and  needs;  another  deals  with  normal  conduct 
and  atter.pts  to  determine  how  various  child  rearing  eind  training  techniques  would 
contribu* e to  making  an  individual  more  consistently  honest. 
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B.  General  Mental  Health  Training;  The  purpose  of  this  activity  is  to 
increase  the  number  and  improve  the  quality  of  people  working  in  the  areas  of 
mental  health  and  mental  illness  by  training  personnel  for  clinical  service 
and  teaching;  to  develop  and  evaluate  models  of  innovative  training  for  new  types 
of  mental  health  personnel;  and  to  provide  continuing  education  for  existing 
mental  health  manpower. 

197^  1975  Increase  or 

3ase^  Estimate  Decrea*se 

Training  grants  and 

fellowships $100,03^4,000  $65,101,000  -$3^4,933,000 


In  addition  to  regular  training  grants,  this  activity  supports  hospital 
staff  development  grants.  The  hospital  staff  development  program  is  designed 
to  increase  the  effectiveness  of  staff  in  mental  hospitals,  and  to  trans- 
late new  knowledge  into  more  effective  service  to  patients.  This  activity 
also  includes  support  for  mental  health  fellowships.  Training  grants  for 
drug  abuse  and  alcoholism  are  excluded.  Both  are  funded  under  separate 
activity  headings. 


Funding  for  the  training  profram  during  the  current  and  budget  years  is 
set  forth  below: 


Training  grants 

Hospital  Staff  development 
Fellowships 


197U 

Base* 

$914,1^^^00 

2,U00,000 

3.1486,000 


1975 

Estimate 

$59,501,000 

1,600,000 

14,000,000 


Total 


100,0314,000  65,101,000 


1.  Training  Grants.:  Regular  training  grants  are  project  grants  authorized 

under  Sections. 301  and  303  of  the  Public  Health  Service  Act.  Funds  are  used  to 
defray  institutional  costs  of  the  training  program  (personnel,  supplies,  travel, 
equipment,  etc.'  and  provide  training  stipends  and  other  allowances  for  indivi- 
duals enrolled  in  training  programs.  Tables  ,#1  and  #2  below  show  the  distribu- 
tion of  training  grant  funds  by  type  of  grant  and  functional  program  respec- 
tively: 

Table  #1  - listribution  of  Training  Grants 

I97U  1975  Increase  or 


Estimate  Estimate Decrease 

No.  Amount  No . Amount  No . Amount 

Continuations 575  $32,671,000  170^45  $59,501,000  +II70  +$26,830,000 

Competing  renewals.  1,08 8 55,065,000  -1,088  -55,065,000 

New  Projects 80  6,1412,000  -80  -6,1412,000 

Supplemental  awards  — • — ' - — . 

Total  appropriation  1,7^43  9I4 ,1 ’48, 000  1,0^45  59,501,000  ^8  -3l4,6U7,000 

Obligations ( 119,376,000)  (59,501,000)  (-59,895,000) 


Excludes  $27,987,000  in  1973  appropriation  restorations. 
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Table  #2  - Training  Grants  Program  Distribution 


I97J+ 

1975 

Increase  or 

Estimate 

Estimate 

Decrease 

Experim  ntal  and 
specia 

$13,209,000 

$3,762,000 

-$9,i+^7,000 

New  careers 

615,000 

— 

-615,000 

Continuing  education.. 

2,220,000 

— 

-2,220,000 

Psychiatry 

31,267,000 

21,131,000 

-10,136,000 

Epidemiology 

331,000 

239,000 

-92,000 

Psychiatric  nursing... 

9,175,000 

5,990,000 

-3,185,000 

Social  work 

12,609,000 

9,285,000 

-3,32U,000 

Behavioral  sciences. . . 

2U, 722, 000 

19,09^,000 

-5,628,000 

Total  aopropriations . 

9i+, 1^+8, 000 

59,501,000 

-3i+,6U7,000 

Obi  i gat  '.ons 

(119,396,000) 

(59,501,000) 

(-59,895,000) 

Si  ice  its  beginning  in  19^7  one  of  the  cardinal  missions  of  NIMH  has  been  the 
develop  lent  of  veil  trained  personnel  to  work  in  the  mental  health  field.  In  the 
early  'ears,  the  focus  of  support  vas  primarily  on  the  four  core  mental  health 
profess  onal  disciplines:  psychiatry,  psychology,  social  vork,  and  psychiatric 

nursing . where  there  was  a shortage  not  only  of  manpower  but  also  of  training 
institu  ions  and  departments  capable  of  educating  a large  number  of  people  in 
these  f elds.  Through  the  mechanism  of  the  training  grant,  institutions  received 
funds,  nitially  to  help  them  grow  and  later  to  maintain  the  capability  they 
had  ach  eved. 

Wh  le  these  efforts  did  result  in  increased  nvimbers  of  personnel  in  the 
profess  .onal  disciplines,  it  also  became  clear  that  the  need  for  services  was 
growing  at  an  even  faster  rate,  and  that  the  supply  of  professionals  could  never 
be  sufficient.  Accordingly,  programs  were  instituted  to  support  the  training 
of  individuals  to  do  research  in  the  biological,  clinical,  and  social  aspects 
of  mental  illness,  in  order  to  arrive  at  a better  understanding  of  its  causes, 
and  to  provide  more  effective  means  of  prevention,  treatment,  and  care.  Financial 
aid  was  also  given  to  programs  of  continuing  education  for  people  working  in  the 
mental  health  field  at  all  levels,  and  for  the  training  of  new  types  of  mental 
health  personnel  - both  professional  and  non-professional. 

It  is  now  felt  that  mental  health  training  programs  have  been 
developed  to  the  point  that  special  Federal  subsidies  are  no  longer  required  - 
particiilarly  in  those  professional  fields  for  which  there  is  a relatively  high 
earning  potential.  Accordingly,  beginning  in  FY  1975*  all  training  grant  activi- 
ties of  NIMH  (including  support  both  for  student  stipends  and  teaching  costs) 
will  be  gradually  phased  out.  No  new  awards  are  projected  for  any  ::raining 
grants  during  FY  1975. 

Driring  the  current  year,  new  awards  will  be  made,  both  in  the  areas  of  categor- 
ical training  and  in  the  newer  time-limited  training  programs  of  an  experimental 
and  developmental  nature.  The  latter  program  makes  it  possible  for  the  Institute 
to  use  a portion  of  its  funds  in  an  experimental  manner,  to  see  which  new  methods 
work  and  which  do  not,  to  evaluate  programs  closely,  and  to  act  as  a clear- 
inghouse for  the  dissemination  of  information  on, training,  and  to  use  this 
information  in  the  Institute's  role  as  technical  advisor  to  State  and  local 
authorities. 
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2.  Hospital  Staff  Development:  The  Hospital  staff  development  grant  program 

is  designed  to  stimulate  and  assist  state  mental  hospitals  in  initiating  a 
sequence  of  change  and  improvements  throughout  the  institutions. 

The  original  goal  was  to  strengthen  and  expand  the  training  to  provide  cDpor- 
tunities  for  all  levels  of  personnel  to  increase  skills  and  knowledge  in  orde - 
to  be  more  effective  in  meeting  the  needs  of  the  patients  by  introducing  acti /e 
treatment  methodologies. 

A reduction  of  $800,000  is  projected  for  this  program  in  197^,  representing 
the  in- tial  step  in  the  eventual  phasing-out  of  Federal  support  in  this  area. 

In  viev  of  the  many  useful  treatment  models  developed  by  this  program,  and 
in  vie'  of  its  wide  geographic  coverage,  it  is  felt  that  the  benefits  of  this 
progra  can  be  continued  and  expanded  from  state  and  local  resources. 

3 Fellowships ; On  July  9,  1973,  a new  NIH/NIMH  manpower  development 
prograr  for  post-doctoral  research  fellowships  and  institutional  research 
fellowships  was  announced.  This  program  will  support  researchers 

in  priority  research  areas  (i.e.,  those  areas  in  which  there  is  a demonstrate! 
need  for  research  manpower).  A requirement  of  this  program  is  that  research 
fellows  agree  to  a period  of  service  in  a research  field  subsequent  to  the  cc i- 
pletion  of  their  training.  During  the  c'orrent  year  approximately  $3,256,000 
will  be  invested  in  the  new  fellowships  initiatives.  A total  of  $1,261,000 
wo\ild  be  available  to  f\ind  new  awards  in  1975  mider  the  new  fellowship  progran. 


T'  ' following  table  reflects  the  program  levels  projected  fcr  FY  197^  ax.  i 
FY  197 


Distribution  of  Awards  by  Type 


Contim  itions 
New  Prc  ects. 


197U 

No.  Amount 
3^il  $230,000 
1^1  3, 256^000 


1973  

No.  Amount 

1+1TF“$2,739,000 

105  1,261,000 


Increase 
_____  r Decrease 
No.  Amount 

+hW~  +$2, 509,0c  D 
-36  -1.993,0c D 


Total  a ^ropriations 

173 

3,^86,000 

51^7 

U,  000, 000 

+372 

+5ll+,OC0 

Obliga  ons 

(6,225,000) 

(1+, 000, 000) 

(-2,225,00') 

Distribution  of  Awards  by^ Program 

Increase 

19lh 

1973 

or 

Decrease 

No. 

Amount 

No. 

Amount 

No. 

Amour 

Predoctoral 

3T- 

$230,000 

$2,739,000 

+1+08 

+$2, 509,0c  ' 

Postdoctoral 

76 

2,1+75,000 

80 

880,000 

+1+ 

-1,393,0c  > 

Special 

63 

781.000 

25 

381,000 

-1+0. 

-1+00, OC  :■ 

Total  appropriations 
Obligations 


173  3,W,000 

(6,225,000) 


5U7  000,000  +372  +5ll,0C  ) 

(U, 000, 000)  (-2,225,0c  )) 


A total  of  li00  new  awards  are  expected  to  be  mide,  under  the  old  fellowships 
program,  with  $2,739*000  in  released  1973  apprc priations . Due  to  the  lateness 
of  the  awards,  no  continuation  requirements  will  be  generated  until  FY  1973. 
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C.  General  Mental  Health 

Community  Programs : 

Funds  authorized  under  this 

activit  are  provided  for 

the  purpose  of  improving 

the  organization,  allocation  and 

deliver  of  mental  health 

servj 

.cess.  The  program  levels  for  197^ 

and  1 

975  are  set 

forth  i the  following  table: 

Increase 

197i+  Base* 

1975  Estimate 

or  Decrease 

No. 

Amo-unt 

No. 

Amount 

No. 

Amount 

Conmnoni'  y Mental  Health 

Center:  Program 

Cons*  ruction 

. 80 

$lU,250,000 

— 

— 

-80 

-$lli,250,000 

Staffing: 

Continuations 

. U56 

125,250,000 

513 

$172,053,000 

+57 

+1i6,803,000 

New  projects 

. 5S 

30,263,000 

— 

— 

-55 

-30,263,000 

Subtotal 

. 511 

155,513,000 

513 

172,053,000 

+2 

+16,5^+0,000 

Child  Mental  Health: 

Continuations 

. 60 

8,UU8,C00 

139 

26,8U1|,000 

+79 

+18,396,000 

New  projects 

. 37 

10,552,000 

— 

— 

-37 

-10,552,000 

Subtotal 

. 97 

19,000,000 

139 

26,8U,000 

+i;2 

+7,8U,000 

Total  appropriations 

. XX 

188,7^3,000 

XX 

198,897,000 

XX 

+10,134,000 

Oblig--  tions 

. XX 

(208,763,000) 

XX 

(198,897,000) 

XX 

(-9,866,000) 

Three  major  community  programs  are  included  under  this  activity,  including 
construction  and  staffing  of  community  mental  health  centers,  and  mental  health 
services  for  children.  It  is  proposed  that  the  Community  Mental  Health  Centers  Act, 
the  authority  for  all  three  of  these  programs,  be  allowed  to  expire  on  Jxine  30,  197^. 
Accordingly  no  funds  are  being  requested  to  initiate  new  projects.  However,  funds 
are  being  requested  to  continue  Federal  support  for  all  projects  currently  receiving, 
such  support,  so  they  will  have  the  resources  originally  contemplated  in  making  the 
grants.  Accordingly,  the  FY  1975  budget  requt  *:  includes  sufficient  funds  to  meet 
continuation  requirements  for  projects  current  y funded,  in  addition  to  those  new 
staffing  and  child  mental  health  projects  whic  may  be  approved  during  the  current 
year-.  It  is  felt  that  this  pregram  has  prover.  itself,  and  should  now  be  absorbed  by 
the  regular  health  service  delivery  system.  " ose  programs  which  have  operated 
efficiently  will  be  able  to  obtain  sufficient  tate,  local  and  private  moneys  and 
third  party  relmbTirsements  to  continue  to  exis-  after  their  Federal  support  period 
has  ended,  as  originally  intended  at  the  time  -f  the  legislation's  initial  enactment. 
In  addition,  the  Administration's  Comprehensiv  Heal.th  Insiirance  Plan  (CHIP)  is 
designed  to  cover  virtually  aJ.1  acute  mental  i alth  care  and  treatment  on  an  equit- 
able basis.  Those  comm\inities  which  determine  that  a community  mental  health  center 
is  the  ideal  mental,  health  delivery  system  for  their  needs  can  establish  their  own 
commTinity  mental  health  program  or  center,  sir  e most  of  the  mental  health  centers 
will  be  covered  by  CHIP. 

The  phasing  out  of  the  community  mental  h alth  centers  program  reflects  the 
belief  that  the  concept  of  community  based  car  has  been  successfully  demonstrated. 
Critical  mental  health  services  will  be  proviC’  d more  equitably  on  a national  basis 
by  financing  these  services  through  increase  r^  liance  for  funding  from  State,  local 
and  private  sectors,  and  from  health  insurance. 

EKiring  the  cvirrent  year,  increased  fimding  for  the  community  mental  health  centers 
program  enabled  the  National  Institute  of  Mentrl  Health  to  fund  approximately  86  new 
centers,  providing  a total  of  626  centers  esta‘;  lished  through  Federal  financing. 

1.  Construction  of  Commtinity  Mental  Health  Centers:  The  purpose  of  the 
centers  construction  program  has  been  to  finar.  e the  building  of  public  and  other 
non-profit  community  mental  health  centers.  P; ojects  consisted  of  construction  of 
completely  new  facilities  or  the  acquisition,  : “modeling,  alteration  or  expansion  of 
existing  facilities.  The  program  was  authorized  under  the  Community  Mental  Health 
Centers  (CMHC)  Act  of  1963,  as  amended,  and  as  renewed  in  1973. 

* Excludes  $20,000,000  in  FY  1973  appropriations. 
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2.  Staffing  of  Community  Mented  Health  Centers:  Staffing  grants  have 

suppor  ed  a portion  o-^  the  initial  salary  costs  for  professional  ind  technical 
staff  in  community  mer.tal  health  centers.  Federal  participation  n staffing 
costs  has  enabled  the  joinmunity  tc  initiate  new  or  improved  services  and  made 
them  available  while  longer  term  sources  of  financial  support  were  being  developed. 
Under  amended  legislation,  higher  funding  rates  became  available  ''or  centers 
serving  designated  poverty  areas. 

Funds  requested  in  1975  are  limited  to  those  which  will  be  required  to 
cover  continuation  costs  generated  by  new  awards  made  during  the  v’urrent  year,  plus 
those  projects  already  approved.  In  view  of  the  recent  expansion  in  the  number 
of  Federally  supported  centers,  the  Administration  believes  that  this  activity 
has  proven  the  value  of  community  based  delivery  of  mental  health  care  and  should 
now  be  absorbed  by  the  regular  health  service  delivery  system,  with  greater 
reliance  on  operation  funding  from  non-Federal  sources  including  third  party 
sources  or  state  governments. 

The  number  of  ftinded  and  operational  centers  for  June  30,  l'’T3  and  estimated 


for  FY  197^  and  1975  is  set  forth 

in  the  following  table; 

As 

of  June 

30 

1973 

197^ 

1975 

F\inded 

3^0 

626 

626 

Construction  only 

(108) 

(15^) 

(15^^) 

Construction  & staffing.... 

(278) 

(322) 

(322) 

Staffing  only 

(I5M 

(15^) 

(150) 

Operational 

391 

536 

3.  Mental  Health  of  Children:  This  program  was  authorized  under  Part  ”F” 

of  the  Community  Mental  Health  Centers  Act,  and  provided  Federal  funds  on  a p-^oject 
grant  basis  for  staffing  grants  to  provide  special  services  for  children.  Gr -.nts 
were  awarded  on  a matching  basis  similar  to  the  staffing  program  described  earlier, 
'^.ese  grants  were  awarded  primarily  to  community  mental  health  centers  offering  new 
or  expanded  services  to  children.  A total  appropriation  of  $19  million  is  provided 
in  197^.  As  is  the  case  with  staffing  grants,  the  program  is  being  phased  out. 

The  1975  request  includes  funds  to  support  continuation  costs  of  projects  for 
which  there  is  a current  commitment.  Included  are  continuation  costs  for  37 
projects  which  received  their  initial  awards  from  197^  funds,  and  h2  new  projects 
funded  from  released  1973  appropriations. 
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D.  ’eneral  Mental  Health  Management  and  Information:  This  activity  supports 

the  staf  who  are  responsible  for  the  planning,  development  and  administration 
of  the  g nt,  contract,  and  direct  oi-erations  programs  relating  to  the  area 
of  gener  mental  health.  Fu?  ding  levels  proposed  for  19TU  and  19Ty  axe  set 
forth  in  .he  following  tablet 

Increase 

197^  Base  1975  Estimate  or  Decrease 

Pos.  Amount  Pos.  Amo\int  Fos.  Amount 

Personnel  compensation 


& benef:  ^ 383  “512,060,000  373  $8,809,000  -10  -$3,251,000 

Other  Ob,  ts 2ZZ 11,103,000  7,9UU,000  -3,159,000 

Total 38'’  23,163,000  373  16,753,000  -10  -6,Ul0,000 


The  Management  and  Infomation  activity  includes  the  reso\irces  to  support 
the  provision  of  leadership,  irection  and  policy  in  the  development  of  NIMH 
goals,  policies  and  programs.  These  resources  also  support  the  development  of 
a data  base  upon  which  progra;  activities  can  be  monitored  and  evaluated.  Staff 
supported  under  this  activity  collaborate  with,  provide  assistance  to,  and 
encourage  other  local,  state,  national  and  foreign  governments  and  organizations 
to  promote  mental  health  progc-ains.  This  activity  also  supports  the  provision 
of  information  on  mental  heal"  h and  illness  to  the  public  and  to  the  scientific 
community.  Grant  euid  technicrl  assistance  programs  are  carried  out  by  (l)  the 
Division  of  Extram\iral  Reseeirc  h Programs,  which  plans  and  administers  research 
grant  programs  in  the  areas  c'‘  behavioral  sciences,  clinical  research,  applied 
research,  psychopharmacology,  and  epidemiologic  studies;  (2)  the  Division  of 
Special  Mental  Health  Programs,  which  administers  programs  directed  toward 
problems  of  special  significance  such  as  crime  and  delinquency,  metropolitan 
problems,  mental  health  of  children  and  families,  and  minority  group  mental 
health  problems;  (3)  the  Division  of  Manpower  and  Training  Programs,  which 
plans  and  administers  programs  of  support  for  training  of  mentsil  health  personnel 
on  a nationwide  basis;  (h)  The  Division  of  Mental  Health  Service  Programs,  which 
provides  program  planning  at  "-he  national  level  for  the  Community  Mental  Health 
Centers  Program. 

The  decrease  for  1975  includes  $3,678,000  for  the  annualization  of  the  197^ 
employment  cutback,  $10j,U00  associated  with  the  reduction  of  ten  positions  in  1975, 
and  a program  reduction  of  $?,808,000  offset  by  built-in  increases  of  $1,176,000. 
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II.  Drug  Abuse 


Increase  or 

1974  Estimate 1975  Estimate  Decrease 


Pos, 

/miount 

Pos, 

Amount 

Pos. 

Amount 

Personnel  compensation 
& benefits 

335 

.$8,371,000 

406 

$6,182,000 

+71 

-$2,189,000 

Other  expenses, 

obligations 

— 

264,043,000 

— 

210,433,000 

— 

-53,610,000 

(Budget  autiiority)  . .. , 

(235.085.000) 



(210.433.000) 

__ 

(-24.652.000) 

Total  obligations 

335 

272,414,000 

406 

216,615,000 

+71 

-55,799.000 

(Budget  authoritv) . . 

(243,456,000) 

(216,615,000) 

(-26,841,000) 

Narrative 


Hie  druf^  abu;^e  programs  of  the  Alcohol,  Drug  Abuse,  and  'tental  Health  Admini- 
stration ar..'  carried  out  through  the  Agency*-'.  National  Institute  on  Drug  Abuse 
(NIDA)  v^liic  i is  resiions?Me  for  the  formulation  and  inpleme.ntation  of  a full  range 
of  drug  abuse  prevention  activities.  In  carrying  out  these  responsibilities,  h’IDA 
(1)  conducts  and  supports  research  in  various  aspects  of  drug  abuse  - from  investi- 
gating ps^’c  asocial  and  e'^idcniological  factors  influencing  drug  abuse  - to  studying 
the  basic  c<er.lstry  of  abused  substances;  (2)  supports  training  programs  designed 
to  provide  • sufficient  number  of  nualifi(;d  personnel  in  the  field;  and  (3)  assists 
rommu.'itior. , either  through  direct  project  grant  support  or  through  program  consul- 
tation, in  Stahl ishing  treatment  programs  <^or  drug  abusers. 

Heroin  abuse  emerged  in  the  middle  1960's  as  a problem  of  major  significance, 
^omest  Lcall ',  estimates  of  the.  extent  of  heroin  abuse  at  one  point  reached  beyond 
j00,000  addicts  and  users.  Tills  "epidemic"  brought  about  the  need  for  an  immediate 
and  massive  mobilization  of  the.  nation’s  resources  In  order  to  address  this  problem. 
From  FY  197D  through  FY  r>74,  a total  of  $654,218,000  v/as  obligated  by  the  !:IDA, 
including  $460,566,000  for  treatment  and  rehabilitation  programs.  By  December  1973, 
there  v/ere  312  treatment  urograms  funded  vrith  a total  capacity  for  treating  95,000 
''atients  at  any  one  time.  At  the  same  time.  State  and  local  resources  have  been 
organized  to  supplement  these  initial  efforts  and  to  prepare  to  assume  increasing 
responsibility  for  these  functions. 

In  FY  1975  the  Drug  Institute  mail  begin  to  shift  awav  from  the  direct  support 
of  community  treatment  facilities  and  place  greater  emphasis  on  prevention  activi- 
ties. Operational  responsibilities  for  treatment  service  urograms  will  shift  to 
State  and  local  authorities.  The  Institute,  ^dll  also  place  a greater  emphasis  on 
program  evaluation,  particularly  In  the  area  of  treatment  effectiveness,  and  on 
the  development  of  outreach  programs  for  addicts  who  have  not  volunteered  for 
treatment  under  existing  urograms. 


521 


1974 

I^stimate 


1975 
: timate 


I'esc;>rch 

Train  Lng 

Communltv  ProRrams: 

Proiect  Hrants  & con  racts, 

Gra  Its  to  stages 

Tanar  ment  <5  in  ornati  i,... 


34.056.000  34,  '00,000 

15.138.000  I,  69,000 


182,649,000  122,  '00,000 

25,000,000  35.  '00,000 

15,571,000  15,  >46,000 


T ,al  oblirations 272,414,  -00  216,  >15,000 

Autho  zation: 

Pes  rcht  Public  He  »lth  Service  Aci,  Sections  301,  30  , and 

Tra  Ihr:  Public  Health  Service  Ac;,  Sections  301,  3o  , and  : DAOT  Section  4l0 

Com  .nity  Pro  >ra!ns; 

_P  >ject  Grants 

'.  Public  Health  Servic  Act,  Sections  301  and  30 
Communitv  Mental  Health  Centers  Act,  Section  2-  1 
Drug  buse  0 flee  anJ  Treatment  Act,  Section  4‘  ' 

For  ila  Grants;  Dru  Abuse  office  and  Treatment  Act,  -ction  9 
•Ian,  -.ement  and  Inf  or  at  ion;  Public  Health  Service  Act.  Sectio 

301,  302,  and  303 

Drug  /.buse  Re  earch;  Nev;  knowledge  on  the  caus*  • and  c-  ects  of  drug 

.’buse  s gained  throug  support  of  basic,  applied  and  cl  lical  r^  earch  activities, 

rtindl  levels  ire  set  forth  lelovr: 


Increase  or 


1 

•74  Base 

1975 

Est  -latc 

Decrease 

PqS. 

Amount 

Pos, 

lount 

Pos. 

Amount 

"esearch  Grants 

Contracts 

Intra  Tural  Pesearcli: 

Per  ;onnel  compensati  m 

626,263,000 

630.  18,000 

+$4,355,000 

f.  benefits 

108 

5, M2, 000 

108 

2 207,000 

— 

-3,40.5,000 

0th  'T  objects 

— 

2,181,000 

— 

1. 175,000 

— 

-1.006,000 

otal 

108 

34,056,000 

108 

34  )00,000 

-56,000 

. Grants  and  Contracts;  Pesearch  activities  cent  r on  t development  and 
clini  al  studies  of  nev  ]>harmacological  therapies,  inclu  Ing  nai  otic  antagonists 
and  1 ag  acting  therapeutic  drugs  and  integrating  them  i.  to  oper  tionai  treatment 
progr  as;  elucidation  of  socio-cultural  family  and  nerso  ality  v rlables  related 
to  ad  Lction  risk;  testing  the  abuse  potential  of  new  dr  .gs;  und  rstanding  the 
mecha  Ism  of  action  of  drugs  of  abuse  and  the  addiction  rocess ; .ind  continuing 
resea  ch  into  the  long-term  effects  of  marihuana  use. 
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Ri  >earch  projec  t are  author  zed  under  the  PHS  Act  and  are  a\  irded  to 
public  -r  non-")rofit  igencies,  re^;earch  and  academic  Institutions  md  other 
organlz  itions.  Hie  >llowing  table  shov;s  the  distribution  of  rest  irch  grant 


and  contract  resourc*  .i  by 

type 

of  grant: 

Incr  ase  or 

197A  Base 

1975 

Estimate 

Dc  rease 

No, 

Amount 

No. 

Amount 

No,  Mount 

Grants: 

Continuations 

68 

$5,744,000 

165 

$14,099,000 

+97  $8,355,000 

Compe  t ing  renewa Is .... , 

14 

1,660,000 

10 

1,140,000 

-520,000 

New  projects 

103 

8,902,000 

63 

5,422.000 

-40  -3,480,000 

Supp  ? emental  ax^^ard.*^ .... 

(5) 

79.000 

(5) 

79,000 

( ) — 

Subt  'tal,  grants 

185 

16,385,000 

238 

20,740,000 

4 50  +4,355,000 

71 

< ,878,000 

71 

9 878  00  1 

7,0/0,  IKJ 

Tota  Grants  6 Contracts 

25Cp 

26,263,000 

TO':’ 

30,618,000 

+ “-'-  +4,355,000 

.ny  aspects  of  narcotic  add  ctlon  still  hold  questions  for  t search.  For 
cxamp  o,  basic  research  on  the  me«  hanisms  of  opiate  action  has  mac  significant 
progrt'ss  in  identifying  an  opiate  receptor  site  in  the  brain,  i.e.  the  place 
in  th-  brain  where  various  narcot  ; drugs  have  their  effect.  IJhil  the  full 
signi  icance  of  this  finding  is  n<  t yet  clear,  it  offers  possibill  Les  for  the 
c!ovelc  ment  of  more  e 'fcctive,  loi  ger-lasting  narcotic  antagonists  relatively 
free  • sice  effects.  Such  subs*,  aces,  ^diich  block  the  action  of  niates 
wtthoi  being  thensel  vres  addictiv  , nay  ultimately  nrove  to  be  hig  ly  effective 
treatr  nt  and  preventative  tools.  Major  research  programs  are  des<  ribed  as 
follow  : 


a,  Marihuana;  Basic  re  carch  Td.ll  be  continued  on  t!ie  i-  plications 
of  the  long  tern  use  of  marihuana  by  American  and  overseas  nopulat  ons.  Dif- 
fering reports  from  v irious  inves  Lgators  regarding  the  possible  r*  Lationsbips 
betwee  marihuana  use,  chromosoma  damage  and  birth  anomalies  will  renulre 

fur the  study  and  clarification.  fhe  effect  of  changing  social  an<  legal 
attltu*  »s  on  patterns  of  marihuan  and  other  drug  use  \'/ill  be  Inve;  tigatecl 
along  T Lth  the  possible  adverse  c>  nsequences  of  the  growing  use  of  marihuana 
in  coral  Lnation  with  other  licit  a d illicit  drugs.  The  psvchosocl.  1 character- 
istics »f  /\merican  users  are  also  being  explored. 

b,  Morcotic  antagonls t.g ; Current  efforts  in  this  area  r age  from 
the  dev  lonment  of  promising  new  . impounds  to  the  clinical  testing  of  materials 
already  demonstrating  therapeutic  potential.  Intensive  work  is  unde^:^?ay  to 
develop  a range  of  dosage  forms  a.  1 therapeutic  vehicles  which  will  extend  the 
action  >f  tiiese  drugs  and  make  da  -to-day  therapeutic  motivation  of  the  addict 
less  Ir  portant. 
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C.  Analysis  of  Druns  of  Abuse  m Tissues  and  Body  Fluids;  The 
devel  -»inent  of  improved  methodolopies  for  detecting  drups  of  abuse  in  body 
fluid  and  tissues  continues  to  be  an  important  area  of  study.  The  develop- 
ment • f automated  methodology  for  routine  analysis,  as  well  as  the  develop- 
ment f highly  sensitive  quantitative  methods  for  research  use,  \>;ill  provide 
more  reliable  information  on  the  extent  and  nature  of  drug  abuse. 

d.  Research  Drug  Supply:  Researchers  are  provided  standardized  natural 

and  synthetic  drugs  of  abuse  which  are  unavailable  commercially  thereby  acceler- 
ating research  progress  in  marihuana  and  narcotic  antagonists  and  shortening 

the  time  for  developinf  new  chemotnerapeut ic  approaches  to  opiate  addiction, 

e.  Stimulant  Abuset  Increasing  evidence  of  cocaine  abuse  has  en- 
couraged research  on  it  i mechanisms  of  action,  metabolism,  toxicity,  neuro- 
phys  ological  and  behavioral  effects  and,  since  it  is  often  used  simultaneously 
X\dth  Jther  drugs,  its  iateractive  effects  with  such  drugs. 

f.  Opiate  Substitutes;  The  increased  importance  of  methadone  programs 
in  ht  oin  treatment  reouires  research  on  a long  r acting  opiate  substitute.  Of 
criti.al  ir-nortance  is  the  investigation  of  pos.  ible  treatment  hazards  associ- 
ated with  the  increasing  numbers  of  patients  be  ng  treated  in  opiate  substitute 
programs  over  long  periods  of  time. 

g.  Basic  ^leclianisms  of  Drug  Action:  esearch  concerned  with  the  basic 

mechanisms  of  action  of  the  various  drugs  of  abese  is  essential  to  future  in- 
novative techniques.  A better  unders taming  of  how  drugs  alter  neurophysio- 
logical functioning  and  their  basic  mode  of  act  on  makes  possible  Improved 
methods  of  prevention,  early  intervention  and  t eatment. 

Poly-drug  Abuse;  Increasing  evidc  ce  shCT^s  that  abuse, of  single 
drugs  or  single  classes  of  drugs  is  bein''. supp]  nted  bv  the  abuse  of  multiple 
drugs.  Use  of  various  drugs  in  combination  may  oroduce  more  significant 
adverse  consecuencos  tlv’.n  might  occur  when  each  of  the  drugs  is  used  separately. 
Research  in  this  area  will  add  to  our  understand  Ing  of  the  possible  conse- 
quences of  uev7  and  emerging  patterns  of  poly-dri  g use. 

i.  Clinical  Studies;  Centers  of  rese;  rch  excellence  are  supported 
v'here  the  efforts  of  the  basic  and  clinical  res»  ircher  are.  integrated.  In 
this  way,  the  period  rec  lired  for  the  clinical  explication  of  basic  research 
findings  can  be  shortene-.,  .Re.search  on  the  narcotic  receptor  in  one  of  these 
eight  centers  already  sh  <ws  prc'mlse  of  imnrovinf  present  methods  of  prevention 
and  therapeutic  intervention. 

Major  research  emi  hasis  in  FY  1975  v.»ill  continue  on  (1)  narcotic 
addiction  and  its  treatment,  v.b  th  Uasic  studies  on  the  mechanisms  of  opiate 
action  and  identification  of  a’^'  opiate  receptor  in  the  brain.  The  develop- 
ment of  more  effective,  'onger-acting  narcotic  antagonists  which  are  relatively 
free  of  side  effects  wil ' be  e>  couraged;  (2)  marihuana  use,  and  a possible 
relationship  be t%>;een  its  use  aid  chromosomal  dam-age,  mental  impairment  during 
neriods  of  intoxication,  birth  defects,  and  deleterious  effects  on  the  body 
resulting  from  long-term  use;  ( 1)  basic  mechanises  of  drug  action,  with  study 
of  the  relationship  of  drug  abi  se  as  a behavior  lisorder  ivTith  this  type  of 
compulsive  and  addictive  disoners,  including  a .’ide  variety  of  social  and 
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blolo^;lcal  Issues;  (4)  opiate  substitutes » such  as  methadone,  and  the  extent 
of  treatment  hazards  associated  with  the  increasing  numbers  of  patients  being 
treated  in  opiate  substitute  programs  over  long  periods  of  time;  (5)  analysis 
of  drugs  of  abuse  in  tissues  and  body  fluids,  in  order  to  better  detect  this 
presence  and  develop  improved  methodologies  for  research  use;  and  (6)  research 
drug  supply,  providing  researchers  standardized  natural  and  synthetic  drugs  of 
abuse  which  are  unavailable  commercially. 

2.  Direct  Operations:  Funds  budgeted  under  this  account  in  FY.  1975  sup- 

port the  operation  of  the  Addiction  Research  Center  (ARC)  in  Lexington,  Kentucky 
Research  activities  at  the  Center  are  directed  primarily  at  the  nature  of  the 
addictive  process  and  assessing  the  abuse  potentiality  of  narcotic  depressants, 
stimulants,  and  hallucinogens  in  an  attempt  to  identify  addicting  drugs  early 
and,  through  appropriate  control,  limit  their  abuse.  ARC  operations  include 
research  on  methods  of  assessing  in  animals  the  abuse  potentiality  of  depress- 
ants and  hallucinogens;  identification  of  narcotic  antagonists  that  may  have 
potential  usefulness  in  the  treatment  of  heroin  addicts;  validity  of  chemical 
methods  for  detecting  drug  use  and  dependence;  and  the  social,  cultural  and 
environmental  aspects  of  addiction. 

B.  Drug  Abuse  Training;  The  major  purpose  of  the  drug  abuse  training 
program  is  to  ensure  the  availability  of  qualified  manpower  in  the  field.  The 
major  thrust  of  the  Institute's  act  .vlties  will  be  the  further  development  of 
a National  Training  System  concept  which  includes  the  development  of  mechanisms 
for  Identifying  training  resources  in  the  drug  abuse  field  regardless  of  the 
funding  source  and  research  into  existing  and  projected  manpower  needs.  The 
major  goal  is  to  ensure  greater  utilization  of  existing  training  resources  and 
a more  effective  approach  to  manpower  needs  as  they  develop.  A total  of  27,600 
people  received  training  in  FY  1974.  Increase  or 


1974  Base  1975  Estimate  Decrease 


No. 

Amount 

No. 

Amount 

No. 

Amount 

Grants : 

Continuations 

71 

$6,943,000 

25 

$2,495,000 

-46 

-$4,448,000 

Competing  renewals.... 

— 

— 

— 

— 

— 

— 

New  projects 

7 

721,000 

— 

- — 

-7 

-721,000 

Supplemental  awards... 

— 

- — 

— 

— 

— 

Total  grants 

78 

7,664,000 

25 

2,495,000 

-53 

-5,169,000 

Contracts 

8 

7.474.000 

8 

7.474.000 



Total  training 

86 

15,138,000 

33 

9,969,000 

-53 

-5,169,000 

1.  Grants ; Training  grants  are  awarded  under  the  authority  of  the  Public 
Health  Service  Act  (Sections  301^  302  & 303)  to  non-profit  institutions 
for  specialized  training  programs  for  the  prevention  and  treatment  of  narcotic 
addiction  and  drug  abuse.  The  training  that  medical  students  and  students  in 
health  related  areas  receive  on  drug  abuse  is  improved  by  increasing  the  niimber 
and  knowledge  of  academic  faculty  and  developing  regular  courses  of  instruction. 
Otlier  programs  support  training  of  persons  who  come  into  direct  contact  with 
drug  abusers,  and  provide  in-service  or  short  term  instruction  on  treatment, 
rehabilitation,  prevention,  and  evaluation  of  training  methods.  Training  topics 
include  pharmacology,  urine  surveillance,  medical  problems  and  patient  care, 
treatment  modalities  and  their  management,  and  individual  and  group  techniques 
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for  working  with  the  addict.  In  1975  support  will  be  limited  to  continuation 
fundlnw  of  a select  number  of  training  grant  projects, 

2 Contracts i Contract  funds  support  the  operation  of  the  National  Drug 
Abuse  raining  Center  in  Washington,  D.C.,  and  other  training  programs  to  meet 
the  de  lands  for  health  service  delivery  personnel.  By  the  em!  of  FY  1974,  tl  e 
contra  :t  centers  will  have  trained  individuals  at  all  levels  in  job  specific 
areas  Including  program  management,  administration,  clinical  skills,  and 
counseling. 

' a.  The  National  Drug  Abuse  Training  Center  serves  as  a model  for 

developing,  validating,  and  testing  training  techniques  and  methodologies  which 
have  potential  for  application  in  community  drug  abuse  treatment,  rehabilitation, 
and  prevention  programs.  The  Center  provides  training  to  Federal,  State,  and 
local  »overnment  officials,  and  other  health  professionals  engaged  in  community 
programs  to  combat  drug  abuse.  During  1974,  approximately  1,‘.00  persons  were 
tralne  1. 

b.  Six  regional  training  centers  located  in  California,  Florida, 
Oklahoma,  Connecticut,  New  York,  and  Illinois  provide  short-term  courses  lasting 
from  S'ven  to  fourteen  days  to  meet  the  Immediate  demand  for  health  service  de- 
livery personnel  created  by  the  growing  number  of  federally  and  locally  funded 
treatmi  nt  programs.  Instruction  is  provided  on  drug  pharmacology,  treatment 
and  pr« vent ion,  crisis  intervention,  maintenance  therapy,  counseling  techniques, 
and  psychological  dependence.  These  courses  are  attended  by  professional  and 
paraprffesslonal  drug  abuse  and  other  health  personnel  who  provide  treatment 
servlci s in  community  based  treatment  facilities.  During  1974,  approximately 
I 4,000  people  received  training  at  these  regional  centers. 

j C.  Drug  Abuse  Community  Programs;  Available  data  reveal  that  an 

I alarmli  g six  year  trend  of  increasing  heroin  addiction  has  been  halted  over  the 

I past  tv  •>  years.  The  rates  of  overdose  death,  serum  hepatitis,  and  property 

I crime  - - regarded  as  significant  Indicators  of  the  Incidence  of  heroin  addic- 

tion — have  declined  through  -out  many  areas  of  the  country.  At  the  same  time, 
j enrollr  mt  in  NIDA  funded  treatment  programs  has  nearly  tripled  from  20,576 
; in  June  1972  to  55,629  as  of  December  1973. 

j With  respect  to  the  non-opiate  drug  category,  the  abuse  of  bar- 

bituatt  ;,  amphetamines,  hallucinogens,  and  cocaine  are  emerging  as  areas  of 
equal  c 'ncern.  The  extent  of  non-medical  use  of  barbituates  and  amphetamines 
I is  difl  Lcult  to  estimate  and  the  source  of  these  drugs  is  not  confined  to 
I illicit  traffic.  Tlie  social  costs  related  to  the  abuse  of  these  substances 

I will  bf  minimized  bv  the  Institute  through  continuing  the  availability  of 

treatmtat,  undervnritir  g appropriate  education  efforts  and  informing  the  medical 
j profession  about  the  abuse  potential  when  prescribing  these  substances. 

With  the  sense  of  the  immediate  crisis  past,  the  Federal  role  will 

! shift  in  emphasis  from  the  direct  support  of  projects  for  drug  abuse  prevention 

1 to  a more  supportive  role.  In  FY  1975  full  attention  will  be  given  to  preparing 

j State  and  local  agencies  to  become  the  primary  focus  of  future  prevention  ac- 

tivities. The  three  major  goals  of  the  Institute  will  be:  (1)  to  maintain  the 
, current  level  of  Federally  funded  treatment  capacity  until  the  demand  for  treat- 
ment abates  and/or  the  States  can  accept  their  ftill  responsibilities;  (2)  de- 
velop national  treatment  standards  for  controlling  both  quality  and  efficiency 
i of  treatment;  and,  (3)  to  increase  technical  assistance  to  the  States  in  pre- 

||  paring  them  to  rapidly  assume  an  increase  in  prevention  responsibilities. 


32-029  0 - 74  - 34 
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Tlie  FY  1975  budget  request  for  community  programs  'S  adequate  to 
continue  support  for  existing  treatment  capacity.  Expressed  in  terms  of  static 
capacity,  i.e.,  the  number  of  patients  that  can  be  treated  at  ai  v one  time,  the 
Institute  will  be  providing  full  or  partial  support  for  approxii  ately  95,000 
treatment  slots.  Although  the  length  of  a treatment  program  cai  vary  consider- 
ably from  individual  to  individual  and  program  to  program,  it  1;  estimated  that 
over  ] 61,000  patients  will  receive  treatment  in  FY  1975.  Based  on  the  current 
demant  for  services  this  should  be  adequate  to  treat  those  addii  ts  and  drug 
abusers  who  volunteer  for  treatment  as  well  as  those  new  patlen' s vrho  will  be 
enrolled  as  part  of  the  Institute’s  planned  outreach  program  wh  ch  was  initiated 
in  FY  1974,  Some  shifting  of  funded  treatment 'capacity  among  c<  nimunitles  is 
planni  d so  that  resources  which  are  not  being  adequately  utillzi d in  one  area 
can  bi  shifted  to  another  area  that  has  an  unmet  need. 

Ii  crease  or 

1974  Base  1975  Estimate  Decrease 


Project  grants  & contracts,,  >182,649,000  $122,000,000  -$'>0,649,000 


Formula  grants 25,000,000 35,000,000  -HO, 000, 000 

Total 207,649,000  157,000,000  -50,649,000 


(liudget  Authority)..  (175,770,000) 

1.  Project  Grants;  Cranes  are  awarded  to  assist  communities  to  establish 
treatment  programs  for  narcoti:  addicts  and  drug  abusers  under  the  provisions 
of  the  Community  Mental  Health  Centers  Act  (CMHC)  and  the  Drug  Abuse  Office  and 
Treatment  Act  (DAOT) . Project  grant  programs  include:  Staffing  grants  which 

provide  for  a portion  of  the  s ilary  costs  of  professional  and  technical  per- 
sonnel to  staff  comprehensive  :ommunity  centers  for  the  treatment  of  narcotic 
addiction  and  drug  abuse;  proj  ?cts  which  demonstrate  new  or  relatively  effective 
or  efficient  methods  for  delivering  health  services;  service  projects  which 
provide  Federal  support  for  pr  >grams  of  treatment  and  rehabilitation  which 
include  detoxification  services,  institutional  services,  or  community-based 
aftercare  services;  and,  sped  il  project  grants  which  provide  support  for 
treatment  services,  vocational  rehabilitation,  and  evaluation  projects. 

Special  emphasis  will  be  given  in  FY  1975  to  the  support  of  demon- 
stration projects  designed  to  test  innovative  treatment  techniques  for  poten- 
tial replication  at  the  State  ind  local  level.  This  is  the  most  Important 
element  in  the  Institute's  shifting  its  role  from  that  of  the  direct  funding 
of  treatment  projects  to  that  of  providing  technical  assistance,  developing 
new  knowledge  and  techniques,  and  supporting  short-term  treatment  services 
where  circumstances  warrant  brief  direct  Federal  Intervention.  Of  particular 
concern  at  the  present  time  is  the  development  of  innovative  approaches  to 
treatment,  the  developmunt  of  new  methods  for  dealing  with  middle  class 
populations  of  drug  abusers,  innovative  ways  to  get  drug  abusers  into  the 
economic  mainstream  of  ife  through  employment  programs,  skills  training  and 
various  types  of  rehabl  itation,  and  the  evaluation  of  existing  procedures 
and  teclmiques  in  the  treatment  of  the  drug  abuser.  Through  the  fostering 
of  a viable  demonstration  program,  the  Institute  can,  on  the  Federal  level, 
develop  pragmatic  knowledge  in  these  areas  and  through  its  teclnical  assist- 
ance capability  work  with  the  ’.ingle  State  Agencies  and  local  programs  to 
achieve  beneficial  impact  at  tie  level  of  direct  service  deliverer. 
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2,  Contracts; 

a.  The  Statewide  Service  Contract  ProRtam;  This  Is  a cost  reimburse- 
ment, cost-sharinp,  contractual  mechanism  under  which  many  drug  treatment  and 
rehabilitation  programs  are  supported  under  tlie  "umbrella"  of  a single  state 
drug  abuse  authority.  The  state  drug  authority  assumes  responsiblity  as  prime 
contractor  for  the  various  subcontractor  agencies,  '^his  model  is  presently 
being  developed  in  New  Jersey,  New  York,  and  Texas  for  possible  application 

in  additional  states.  These  projects  are  awarded  under  the  authority  of  Section 
410  of  the  DAOT  Act.  In  1975,  these  tlnree  projects  ’Jill  receive  continuation 
funding  of  $10,800,000* 

b.  Expansion  (Waiting  List)  Program;  The  financial  burden  facing 
existin'-  agencies  v/ith  insufficient  treatment  capacity  for  drug  abusers  already 
asking  *'or  care  is  relieved  by  provision  of  resources  for  the  rapid  expansion 
of  treatment  capacity  on  a f ee-f or-servlce  contract  basis.  This  program  is 
also  used  to  support  new  treatment  facil ities  to  meet  existing  needs  in  commun- 
ities wtiere  there  is  not  an  established  drug  abuse  treatment  center.  State 
drug  abuse  authorities  are  prime  contractors  for  these  awards.  Tvro  contracts 
totalin"  SI, 000, 000  will  be  funded  in  1975. 

c.  NARA  Program;  The  Narcotic  Addict  Rehabilitation  Act  (NARA)  of 
1966  provides  an  opportunity  for  individuals  addicted  to  narcotic  drugs  to 
volunteer  for  civil  commitment  for  treatment  and  allow  addicted  individuals 
charged  with  violating  certain  Federal  criminal  laws  to  apply  for  civil  commit- 
ment in  Lieu  of  prosecution.  ^-1,2  million  in  contracts  ^»ill  be  funded  in  FY  1975. 

3.  Grants  to  States;  These  awards  are  made  under  the  authority  of  Section 
409  of  the  Drug  Abuse  Office  and  Treatment  Act,  and  were  first  made  available 

in  FY  1973.  Financial  assistance  is  provided  to  the  states  for  planning, 
establishing,  conducting,  and  coordinating  projects  for  the  development  of  more 
effective  drug  abuse  prevention  functions  in  the  state  and  for  evaluating  the 
conduct  of  such  functions.  Funds  are  allocated  to  states  based  on  a formula 
which  measures  the  relative  population,  and  financial  and  program  need  of 
each  state.  Federal  funding  through  the  formula  grant  mechanism  will  b®-*  in- 
creased from  $25,000,000  in  FY  1974  to  ^05,000,000  in  FY  1975. 

By  1975  it  is  anticipated  that  each  state  and  territory  will  be  oper- 
ating under  an  approved  plan  and  that  a substantial  portion  of  the  funds  will 
be  used  to  provide  drug  abuse  services.  Including  planning,  treatment,  infor- 
mation development  and  reporting,  and  program  administration.  Formula  grants 
will  serve  as  the  mechanism  through  which  states  will  assume  coordinating 
responsibility  for  drug  abuse  programs,  including  those  which  had  previously 
been  funded  through  individual  categorical  awards.  Tlie  funding  of  drug  abuse 
activities  in  this  manner  will  provide  n base  suitable  for  incorporation  into 
the  ultimate  third  party  system  of  funding  adopted  for  drug  abuse  activities, 
such  as  national  health  insurance. 

The  following  data  reflect  the  actual  and  estimated  awards  for 
1974/1975; 
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Increase  or 

1974  Base  1975  Estimate  Decrease 


No. 

Amount 

No. 

Amount 

No. 

Amount 

CMHC  Act: 

Staffing  - Sec,  251: 

24 

$13,405,000 

3,026,000 

24 

$14,374,000 

7/ 

+969,000 

-3,026,000 

Demonstration  - Sec,  252: 
Continuation 

7 

-7 

Service  - Sec.  256: 

101 

66,945,000 

2/ 

-101 

-66  945  000 

Education  - Sec.  253: 

Continuation 

13 

1,700,000 

-13 

-1,700,000 

Total  crmc  Act 

145 

85,076,000 

24 

14,374,000 

-121 

-70,702,000 

DAOT  Act: 

Special  Project  Crants  & 
Contracts  - Sec.  410: 

New. 

Continuation 

76 

156 

19.707.000 

75.993.000 

9 

276 

4,540,000  -67  -15, 167^,000 

101,286,000  +120  +25,293,000 

Subtotal 

232 

95,700,000 

285 

105,826,000 

+53  +10,126,000 

formula  Grants  - Sec.  409: 

56 

25.000,000 

56 

35,000,000 



+10.000,000 

Total  DAOT  Ac  t 

288 

120,700,000 

341 

140,  )26,000 

+53 

+20,126,000 

N RA  Act  - Sec.  607: 

MARA  Contr ac ts 

38 

1,500,000 

30 

1,700,000 

-8 

-300,000 

PIS  Act  - Sec.  301/513: 

EvaT-uation 

Patient  Care  Contract.,.. 

— 

373,000 

1 

•>00.000 

+1 

-373,000 

+600.000 

Total  PHS  Act 

— 

. 373.000 

1 

600,000 

+1 

+227.000 

Total  Obligations.... 

471 

207,649,0001/396 

157,000,000 

-75 

-50,649,000 

Total  Budget-Authority...  (175,770,000) 


D.  Management  and  Information!  Tiiis  activity  supports  the  staff  of  the 
National  Institute  on  Drug  Abuse  responsible  for  planning,  directing,  coordin- 
ating, and  Implementing  programs  of  research,  training,  community  services,  and 
public  education  for  prevention  and  control  of  narcotic  addiction  and  drug  ^ 
abuse.  Included  in  this  activity  is  the  drug  abuse  information  program  which 
v'as  established  to  collect  and  disseminate  scientific,  technical,  and  program- 
matic information  on  drug  abuse  from  Federal  and  State  drug  abuse  prevention 
efforts.  Periodic  and  special  reports  and  analyses  will  be  provided  for 


_1/  Includes  $31,J'70,  lOf'  funds  carried  fon^ard  from  1973  appropriation, 

2J  Continuation  ^ mdiii<:  provided  under  Section  410  of  DAOT  Act  in  FY  1^75. 
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operational  and  planninr,  purposes  by  all  federal  agencies.  A nu  iber  of  projects 
are  being  supported  to  dev  lop  an  integrated  management  system. 

Also  inclu<ied  in  -his  effort  is  the  National  Clearingho  ise  for  Drun 
Abuse  Information  w lich  di  ;tributes  posters,  pamphlets,  nublicat  -ons,  and  other 
mate  rials  for  use  bv  tlie  p ineral  public,  researchers,  teachers,  >hysicians, 
inte  ested  groups  and  individuals. 

During  FY  1975  Special  Action  Office  personnel  will  be  absorbed  into 
the  rganizational  structure  of  the  National  Institute  on  Drug  A use,  reflecting 
cone  asion  of  SAO*s  legisl  itive  mandate  to  develop  and  implement  strategy  to 
mobi  ize  Federal  efforts  to  combat  drug  abuse  and  addiction. 


The  additional  personnel  resources  will  aid  the  Nations  Institute  on 
Drug  \buse  in  responding  t»  the  increasing  emphasis  on  non-opiat<  and  poly-drug 
abus  . These  resources  will  also  assist  new  NTDA  activities  associated  with 
its  bjective  of  allowing  ^tate  and  local  agencies  to  become  the  primary  focus 
of  f ture  treatment  and  re  'abilitation  activities. 

The  goal  of  the  Clearinghouse  in  FY  1975  is  to  achieve  . fully  opera- 
tion 1 drug  abuse  information  system  by  July  1,  1975,  which  will  1)  collect  and 
main  ain  program  management  information  emanating  from  Federal  a»  d state  drug 
abus  prevention  efforts;  :)  provide  periodic  reports  and  analys*  s for  use  of 
all  ederal,  state  and  local  agencies  involved  in  the  operation  « r planning  of 
drug  abuse  activities;  3)  provide  consultation  and  liaison  to  dei  ision  makers 
requ  ring  information  on  a 1 areas  of  drug  abuse,  including  treatment,  reha- 
bill  ation,  research  training,  and  prevention. 

Funding  levels  for  FY  197A/1975  are  set  forth  below: 


Increase  or 

1974  Base  1975  Estimate  Decrease 


Pers 

inel  compensation 

Pos. 

Amount 

Pos. 

Amount  Pos . 

Amount 

and 

.jenef  its 

2.!7 

$2,759,000 

298 

$3,975,000  +71 

+$1,216,000 

Othc 

objects. 

— 

12,812.000 

— 

11.671.000  

-1,141.000 

otal. 

zn 

15,571,000 

298 

15,646,000  +71 

+75,000 
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III . Alcoholism 


197^  1975  Increase  or 

Base*  Estimate  Decrease 

Pos . Amovint  Pos.  Amoxmt  Pos.  Amo\int 
Personnel  condensation  and  benefits..  97  $2,779*000  113$3,079,000  +l6  $+300,000 


Other  expenses.. 135.130*000  96.787*000  38.3^3.000 

Total 97  137,909,000  113  99,866,000  +16-38,043,000 


Narrative 

This  major  grouping  of  activities  encondases  all  programs  of  the  National 
Institute  on  Alcohol  Abuse  and  Alcoholism.  The  1974  and  1975  funding  levels  for 
the  Institute's  major  program  areas  are  set  forth  in  the  following  table: 

1974 
Base* 

Research $8,489,000 

Training 6,824,000 

Community  Programs 112,556,000 

Management  and  Information ....  10 ,040 ,000 

Total  Obligations $137,909,000 

Authorization: 

Research;  Public  Health  Service  Act,  Sections  301  and  303 
Training : Public  Health  Service  Act,  Sections  301,  303,  and  433 
Community  Programs : 

Project  Grants: 

a.  Public  Health  Service  Act,  Section  3l4e  37 

b.  Comm\inity  Mental  Health  Centers  Act,  Section  26l 

Formula  Grants;  Comprehensive  Alcohol  Abuse  and  Alcoholism  Prevention, 

Treatment,  and  Rehabilitation  Act  of  1970,  Section  301  2/ 
Management  and  Information:  Public  Health  Service  Act,  Sections  301  and  303 

Since  it  was  established  by  law  in  1970,  the  National  Institute  on  Alcohol 
Abuse  and  Alcoholism  (NIAAA)  has  been  the  primary  focal  point  for.  Federal  acti- 
vities in  the  area  of  alcoholism  and,  as  such,  has  responsibility  for  formulating 
and  recommending  national  policies  and  goals  regarding  the  prevention,  control, 
and  treatment  of  alcohol  abuse  and  alcoholism,  and  for  developing  and  conducting 
programs  and  activities  aimed  at  these  goals.  The  most  immediate  goal  of  NIAAA 


1975 

Estimate 

$10,1+05,000 

1.947.000 
77,651,000 

9.863.000 
$99,866,000 


* Excludes  $80,6l4,000  in  1973  appropriation  restoration. 

Legislation  proposed  to  incorporate  alcohol  project  grants  and  contracts  into 
Section  3l4e  of  the  Public  Health  Service  Act. 

2/  Authorizing  legislation  expires  June  30,  1974.  An  extension  of  the  authorizing 
legislation  is  propose.d. 
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is  to  assist  in  making  the  best  eilcoholism  treatment  and  rehabilitation  services 
available  at  the  community  level.  The  longer  range  goal  is  to  develop  effective 
methods  of  preventing  alcoholism  and  problem  drinking.  To  achieve  these  objec- 
tives, the  NIAAA  fosters,  develops,  conducts,  and  supports  broad  programs  of 
research,  training,  development  of  commxinity  services,  and  public  education. 


A.  Alcohol  Research;  The  purpose  of  the  Alcohol  Research  Program  is  to  f-*jid 
better  ways  to  treat,  control,  and  prevent  alcoholism  and  alcohe  1 abvise;  to 
plan  and  develop  -programs  of  basic  and  clinical  research  on  the  multiple  causes 
of  al^  >holism,  and  on  the  treatment  and  rehabilitation  of  the  a coholic  and 
alcohi  abusers.  Funding  levels  of  FY  197^  and  1975  are  set  fo:-th  on  the  follow- 
ing t-  ole: 


1971+ 

Estimate 
Pos . Amount 


Reseajch  grants  and  contracts $8,023,000 

Intrai.;ural  Research: 

Per:  onnel  compensation  and 

ben.  ^its 6 285,000 

0th  objects — - l8l,000 

T'-tal E 8,U89,000 

( bligations) (13,189,000) 


1975  ncrease  or 

Estimate  Decrease 

Pos . Amount  Poi  . Amount 

$9,930,000  -41,907,000 


6 29i+,000  -H9,000 

--  181,000 

6 10,405,000  — +1,916,000 

(10,405,000)  (-2,784,000) 


! . Grants  and  Contracts:  Alcoholism  research  grants  are  made  to  investi- 

I gators  affiliated  with  hospitals,  academic  and  research  institutions,  and  other 
non-profit  orgariizations.  There  are  no  matching  requirements^  but  the  grantee  is 
! required  to  share  in  a portion  of  the  project  cost.  The  followiag  table  shows 
i the  distribution  of  the  reseeirch  grants  program  by  the  type  of  g'^ant: 

I 1974  1975  increase  or 

! Estimft-tg  Estjiq^be  Decrease 


No. 

Amount 

No. 

Amount  No. 

Amount 

Continuations 

^4 

^3.718,000 

70 

$4 ,308  ,000  +6" 

$+538 ,000 

Con5>eting  renewals 

5 

962,000 

3 

769,000  -2 

-193,000 

New  projects 

37 

3,286,000 

120 

3,098,000  +33 

-188,000 

Supplementals 

57,000 

57,000  

— 

Subtotal 

lof^ 

8,023,000 

8,230,000  +87 

+207.000 

Contr  icts 

— 

— 

9 

1,700,000  ^9 

+1,700,000 

Tot  il  Grants  and  Contracts 

106 

8,023,000 

202 

9,930,000  +06 

+1,907,000 

(Ob  .igations ) 

(12,723,000) 

(9,930,000) 

(-2,793,000) 

The  research  grant  program  of  the  National  Institute  on  Alcohol  Abuse  and 
Alcoholism  has  as  its  primary  function  the  encouragement  and  support  of  scienti- 
ficeil-y  important  and  methodologically  sound  research  in  the  ar*ea  of  alcohol  and 
its  aluses.  Since  alcoholism  is  the  result  of  a complex  interaction  of  physio- 
logical, psychological,  and  sociological  factors,  research  efforts  deal  with  all 
levels  of  this  major  health  problem,  such  as  the  etiology  of  alcoholism,  basic 
and  applied  studies  on  the  behavioral  and  biomedical  effects  of  alcohol  abuse, 
and  research  into  the  treatment,  rehabilitation,  and  prevention  of  alcoholics  and 
alcohcl  abusers. 
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Some  specific  areas  of  research  supported  by  NIAAA  in  19TU  are:  the  etiology 

of  liver  cirrhosis  and  other  alcohol- related  diseases  such  as  alcohol  intoxication 
and  pancreatitis;  the  study  of  the  withdrawal  syndrome  and  its  treatment;  identifi- 
cation of  the  mechanisms  and  enzymes  responsible  for  the  metabolism  of  alcohol; 
the  development  of  an  agent  which  could  block  the  effect  of  alochol  on  the  brain;  the 
use  of  halfway  houses  for  American  Indians^  identification  and  trealmient  of  alcoholic 
- women;  the  analysis  of  alcoholism  treatment  networks  for  enhancing  the  delivery  of 
services  to  alcoholic  patients;  the  investigation  of  a chemical  substance  having 
possible  anti-alcohol  effects;  epidemiological  studies  of  alcoholism;  methods  of  ; 

early  identification  of  alcoholics  and  research  analyzing  the  economic  costs  of  ^ 

alcoholism,  A total  of  29  projects  funded  in  FY  I97I1  will  be  funded  for  their 
entire  project  period. 

During  FY  1975,  NIAAA  will  continue  to  support  research  activities  currently 
underway.  In  addition,  a nioraber  of  new  projects  will  be  developed  and  supported  i 

in  the  areas  of  clinical  research,  prevention  and  education,  behavioral  and  | 

psychological  studies,  alcohol  and  driving,  and  the  physiological  effects  of  alcohol.  U 
Contracts  will  be  awarded  to  study  drinking  practices  and/or  characteristics  of  . Q 
alcohol  abusers,  the  need  for  or  availability  of  services  for  alcoholic  persons,  and  | 
the  interaction  between  alcoholism  and  other  diseases.  ^ 

2.  Intramural  Research:  In  addition  to  grant  support  of  research  investigations,^^ 

NIAAA  operates  a Laboratory  of  Alcohol  Research  at  St.  Elizabeths  Hospital  in  Wash-  \ 

ington,  D.C.  In  its  efforts  to  clarify  the  nat\ire  of  the  addictive  process  in  { 

alcoholism  and  to  measure  its  effects,  the  Intramural  Research  Program  at  the  ] 

laboratory  has  developed  three  main  thrusts:  l)  studies  of  the  behavioral  aspects  of 

alcoholism  particularly  as  it  relates  to  interaction  within  the  family  of  an  alcohol  | 
abuser  and  to  the  development  of  therapeutic  procedures;  2)  research  into  the  £ 

mechanisms  of  importance  in  the  metabolism  of  alcohol  and  on  other  bodily  functions  | 
associated  with  alcohol  ingestion  abuse  and  withdrawal;  and,  3)  behavioral  research  on  ^ 
humans  and  experimental  animals  directed  toward  a clearer  understanding  of  the  ; 

effects  of  alcohol  ingestion  and  *ihe  addictive  process  in  alcoholism.  In  the  Intra-  ]s 
mural  Laboratory,  experiments  are  designed  so  that  findings  in  any  single  discipline  ^ 
would  have  a potentially  meaningful  relationship  to  resedrch  in  other  disciplines.  ( 

B.  Alcohol  Training  - The  pvtrpose  of  the  alcoholism  manpower  development  acti-  |r’ 
vLty  is  to  improve  the  quality  of  training  of  professionals  and  paraprofessionals 
working  in  the  areas  of  alcoholism  and  alcohol  abuse.  Training  activities  are  sup-  L 
ported  for  individuals  in- such  fields  as  medicine,  social  work,  public  health,  ^ 

psychiatry,  and  psychology.  Funding  levels  for  197^  and  1975  shown  in  the  j 

following  table: 


191'^  1975  Increase  or 

Estimate  Estimate  Deere  eise 

Training  grants $6,82^,000  $1,9^7,000  $-li,877,000 

(Obligations) (12, 224,000)  (1,947,000)  (-10,277,000) 


It  is  the  Institute’s  premise  that  the  development  of  manpower  should  be  for 
definite  programs  needing  personnel  vith  specific  kinds  of  training,  and,  to 
this  end,  NIAAA  has  focused  on  three  distinct  groups  of  people  and  their  roles 
in  dealing  with  problems  of  alcohol  abuse.  The  first  group,  coxinselors 
(usually  individuals  with  less  than  professional  training),  provide  most  of 


f 

I 

n 
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the  dir<  ct  treatment  services.  The  second  group  is  composed  of  professionals 
who  hav.  acquired  positive  attitudes  and  recognize  that  alcoholic  people  can 
be  helpt  d.  Independent  of  their  disciplines,  they  are  responsible  for  the 
supervii  ion  and  training  of  personnel  with  less  experience  or  training.  The 
third  group  is  composed  of  those  members  of  a community  who  are  in  a natural 
positioi  to  provide  entry  into  an  alcoholism  treatment  system.  This  group  in- 
cludes (lergy,  physicians,  attorneys,  teachers,  Indian  medicine  men,  police;  in 
short,  any  group  to  whom  people  in  trouble  ttim  for  help. 

During  FY  197 the  thrust  of  the  NIAAA  manpower  program  will  be  directed 
toward  the  establishment  of  training,  centers  in  order  to  assure  proximity 
and  resj onsiveness  to  State  and  local  training  needs.  These  centers  will  be 
designee  to  accommodate  alcoholism  training  needs  of  State  and  local  organizations 
and  will  be  coordinated  with  the  NIAAA's  National  Center  for  Alcohol  Education. 

In  addition,  new  training  grants  will  be  awarded  in  several  priority  areas  such  as 
improvin;?  and  developing  curriculum  on  alcoholism  in  medical  schools  so  that  all 
students  will  be  sensitized  to  the  needs  of  alcoholic  persons.  The  four  new  grants 
funded  in  FY  197^  will  be  fiinded  for  their  entire  project  period. 

The  Institute’s  request  for  FY  1975  provides  for  continuation  funding  of 
existing  training  grants.  Funding  levels  by  type  are  set  forth  in  the  table 

that  follows : 


Continua  ,ion 

Cempetin ; renewals 

New  proj-‘cts 

Supplement als 

Total 

(Obligations) 


197U 

Estimate 
No.  Amount 
36  $3,U58,000 

10  229,000 

h 3,137,000 


1975  Increase  or 


Estimate  Decrease 

No.  Amount  Pos . Amount 

25  $1,9^7,000  -11  $-1,511,000 

10  -229,000 

_U  -3,137,000 


50  6,82lt,000 

(I2,22li,000) 


25  1,9^+7,000  -25  -4,877,000 

(1,947,000)  (-10,277,000) 


C . Alcohol  Community  Programs : 


1974 

• Estimate 

Project  grants  and  contracts...  $66,956,000 

Formula  grants 45,600,000 

Total $112,556,000 

(Obligations ) (181,865,000) 


1975  Increase  or 

Estimate  Decrease 

$32,051,000  $-34,905,000 

45,600,000 

$77,651,000  $-34,905,000 

(77,651,000)  (-104,214,000) 


1.  Projects  Grants  and  Contracts:  The  objective  of  the  alcoholism  project 

grant  and  contract  effort  is  to  assist  in  reducing  the  seriousness,  prevalence, 
and  incidence  of  alcohol  abuse  through  support  of  treatment,  rehabilitation,  and 
prevention  at  the  local  level.  Support  is  available  for  a variety  of  purposes 
related  to  the  in^jrovement  or  expansion  of  alcoholism  services:  helping  cover 

the  initial  salary  costs  of  professional  and  technical  personnel  in  facilities  for 
the  prevention  and  treatment  of  alcoholism;  conducting  svirveys  eind  field  trials 
to  evaluate  the  adequacy  of  prevention  and  treatment  programs  with  a view  toward 
determining  ways  of  improving,  extending  and  expanding  such  programs;  demonstrat- 
ing new,  'ffective,  or  efficient  methods  of  delivery  of  services  to  alcoholic 
persons;  md,  providing  vocational,  educational,  or  social  services  related  to 
rehabilitation  of  alcohol  ab\asers.  High  priority  project  grant  programs  include 
the  following: 
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Indiein  Alcohol  Program  - The  Indian  Alcoholism  Program  has  the  following 
objectives:  increase  public  understanding  and  awareness  of  the  problem;  change 

community  attitudes  toward  this  group;  support  rehabilitation  sources;  develop 
preventive  programs  for  Indian  youth;  and  design  education  and  training  programs 
in  the  fieid  of  Indian  alcoholism.  In  FY  1973,  the  Institute  funded  97  Indian 
projects  designed  to  provide  residential  care,  individual  counseling,  job  place- 
ment, referral  service,  group  therapy,  Indian  Alcohol  Anonymous  groups,  didactic 
lectures,  work  therapy,  recreation,  and  self-government.  The  essential  aspect  of 
these  projects,  however,  is  the  integration  of  Indian  cultural  patterns  into 
the  rehabilitative  and  learning  processes  by  hiring  Indian  staff  for  programs, 
working  through  individual  tribal  mores , and  emphasizing  the  Indian's  image  of 
himself.  It  is  intended  that  these  demonstration  projects,  initially  s\jpported 
with  Federal  funds,  would  eventually  continue  without  Federal  support. 

Alaskan  Native  Program  - In  addition  to  the  regular  Indian  Program,  NIAAA 
has  initiated  an  Alaskan  Native  Program  to  develop  alcohol  treatment  services  for 
the  people  >f  Alaska.  Forty-foirr  "mini  grants"  of  $5,000  - $10,000  each  were 
awarded  in  “'Y  1973  to  initiate  education  and  organization  efforts  in  various 
villages.  'Tie  projects  are  laargely  one-year  grants  and  the  basic  requirement  is 
that  the  local  community  assizme  leadership  in  deciding  on  its  needs  and  in  doing 
the  actual  -'lanning  for  these  projects. 

Drinki  ig  Drivers  Program  - The  Drinking  Driver  Program  is  part  of  a joint 
effort  with  the  Derjartment  of  Transportation  (DOT)  whose  objectives  are  the 
reduction  of  alcohi.'l-related  traffic  fatalities  and  the  encouragement  of  appro- 
priate treatment  for  problem  drinking  drivers.  NIAAA  provides  consultation  and 
assistance  n the  development  of  the  DOT  community-oriented  Alcohol  Safety  Action 
Program  (AS\P),  ana  support  for  treatment  and  rehabilitation  of  problem  drinking 
drivers  ide  :tified  in  ASAP  operations.  The  Drinking  Driver  Program  of  NIAAA  is 
concerned  w th  utilizing  the  highway  safety  efforts  of  DOT  to  identify  candidates 
for  treatme  t early  in  the  course  of  their  problem  with  alcohol  abuse  and  with 
changing  th  - attitudes  of  police,  judges,  and  probation  officers  toward  acceptance 
of  alcoholism  as  an  illness  and  toward  taking  the  responsibility  for  directing 
the  drinking  driver  to  treatment. 

Occupational  Program  - NIAAA  offers  all  States,  Puerto  Rico,  the  Virgin 
Islands,  and  the  District  of  Columbia  grants  of  $50,000  primarily  to  implement 
State-wide  occupational  programs.  Staff  support  for  two  state  employees  is  pro- 
vided to  develop  a program  for  State  employees  and  to  develop  similar  programs  in 
local  jurisdictions  and  the  private  sector.  The  Institute  has  funded  51  such 
grants  and  has  taken  the  initiative  in  training  the  State  occupational  staffs. 

This  training  is  an  ongoing  l8-month  program  which  provides  over  100  occupational 
consultants  throughout  the  country  with  a high  level  of  expertise.  Tl;e  uniform 
training  effort  provided  by  the  Institute  fosters  a close  relationship  with  the 
State  occupational  staffs,  and  a coherent  national  effort  in  combatting  alcoholism 
in  the  work  force. 

Poverty  Program  - In  FY  1973,  NIAAA  funded  l60  grants  at  $9,530,400  under 
the  Community  Alcoholism  Services  Poverty  Program.  The  program's  puri)Ose  is  to 
demonstrate  how  a variety  of  services  provided  by  different  agencies  can  be 
coordinated  and  made  available  to  the  low  income  eLLcoholic  person  and  his  family. 
Some  of  the  specific  goals  of  these  projects  are:  full  utilization  of  community 

resoporces  for  early  identification  of  low-income  families  with  alcohol  problems; 
improved  access  to  and  delivery  of  supportive  services  in  the  community  needed 
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for  the  recovery  and  the  resocialization  of  these  families,  development  and  use  of 
neighborhood  resov  ces  for  continued  support  of  low  income  families  with  alcohol 
problems;  maintena  ce  of  the  family  unit  ^.hroi^gh  socialization,  rather  than  institu- 
tionalization of  t:  e alcoholic  person;  and,  the  development  of  training  and  techni- 
cal assistance  projects,  using  indigenous  workers,  to  foster  the  spread  of  other 
programs  in  poverty  areas. 

During  FY  197^,  the  project  grant  program  of  NIAAA  will  be  focusing  on  several 
treatment  initiatives:  the  development  of  standards  for  accreditation  of  alcoholism 

' treatme  t programs  and  certification  of  treatment  staff  to  bring  about  the  active 
partici  ation  of  the  private  health-care  insurance  industries  and  the  recovery  of 
benefit  for  the  treatment  of  alcoholism;  treatment  programs  keyed  to  specific  socio- 
ciiltura  - value  expectations  for  such  population  groups  as  the  employed,  public 
, inebriates,  minorities,  youth,  and  others;  and,  support  for  the  in^jlementation  of 
the  "Uniform  Alcoholism  and  Intoxication  Treatment  Act"  in  the  States,  and  consulta- 
tion and  assistance  for  those  states  already  implementing  such  legislation.  The 
Institute  will  be  awarding  funds  to  those  new  project  grants  which  demonstrate 
innovative  treatment  techniques,  a comprehensive  approach  to  treatment,  a willing- 
ness to  meet  accreditation  standards,  and  a potential  for  excellence  in  these  and 
other  ways.  Many  of  the  projects  funded  in  FY  19T4will  be  supported  for  theS*  entire 
project  period  of  up  to  three  years. 

The  project  grant  program  of  NIAAA,  since  it  wets  established  in  1971,  has 
funded  over  U80  projects  in  commimities  across  the  Nation.  The  effect  of  these 
projects  has  been  t 3 increase  the  national  awareness  of  the  problems  of  alcoholism 
and  b\iild  State  and  local  capacity  to  handle  the  problem.  The  final  solution,  how- 
ever, must  depend  on  locally  initiated  and  supported  efforts.  Through  the  use  of 
' Federal  assistance  substantial  results  have  been  achieved,  most  notably  in  the  sense 
I tha'C  the  programs  funded  have  proven  to  be  viable  ones  which  merit  support  from  the 
j local  and  private  sectors.  During  FY  1975,  therefore,  NIAAA  proposes  to  phase-out 
1 direct  Federal  support  for  alcoholism  service  activities  and  concentrate  its  efforts 
I on  some  new  initiatives.  Kiese  will  include  incentive  contracts  for  $7,000,000  to 
I profit-making  institutions  for  organizing  and  establishing  alcoholism  “reatment 
programs  in  private  industry  which  can  successfully  solicit  third-party  payments  for 
! these  treatment  programs;  $7,000,000  for  project  grants  to  States  for  implementa- 
tion of  the  "Uniforii  Alcoholism  and  Intoxication  Treatment  Act";  and,  $7,000,000  for 
! new  and  continuation  funding  of  selected  high  priority  alcoholism  treatment  projects 
; which  are  aimed  at  special  risk  populations.  A distribution  of  alcohlism  rehabilita- 
1 tion  grants  is  set  forth  in  the  following  table: 


Staffing  Grants : 

Continuations 

Grants  and  Contracts: 

Continuations 

New 

Total 

(Obligations ) . . . . 

2.  Fontpila  Gr-^nt.R:  The  State  Formula  Grant  Program,  provides  funds  to  States  - 

to  "assist  them  in  planning,  establishing,  maintaining,  coordinating,  and  evaluating 
projects  for  the  development  of  more  effective  preventlcai,  treatment,  and 


1974  1975  Increase  or 

Estimate  Estiaftts-  — Degre.age- 

No.  Amoxint  No.  Amoxjnt  No.  Amount 

45$10,051,000  45$11,051,000  $+1,000,000 

386  41,671,000  9*+  6,000.000  -292  .35,671*000 

172  15,23^,000  ^7. 15.000.000  -125  ' -.23^,000 

603  66,956,000  1»6  32,051,000-417  -3^,905,000 

(106.265,000)  (32,051,000)  (-7i+,2l4,000) 
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rehabili^.ation  programs  to  deal  with  alcohol  abuse  and  alcoholism.  Funds 

aa*e  allotted  to  the  States  according  to  a formula  which  is  based  upon 

relative  population,  financial  need,  and  the  need  for  more  effective 

alcohol  programs.  All  50  States,  the  District  of  Columbia,  Puerto  Rico, 

the  Trust  Territories  of  the  Pacific  Islands,  Guam,  Samoa,  and  the  Virgin  Islands 

are  participating  in  the  formult  grant  program^ 

The  State  Formula  Grant  Program  was  first  funded  in  FY  1972.  The  enthusiasm 
with  which  the  program  has  been  received,  however,  and  the  concerted  efforts  of 
the  States  to  qualify  for  partit ipation  in  the  program  are  evidence  of  the 
positive  in5)act  it  has  and  will  have  on  the  problems  of  alcohol  abuse  and 
alcoholism  at  the  commionity  levt  1.  The  ways  in  which  Formula  Greint  funds  have 
been  used  by  the  States  during  ihe  past  year  serves  to  illustrate  this  importance 
69.1^  for  direct  services;  12.2/  for  Statewide  program  development;  8.UJS  for 
education,  training,  and  prevention  efforts;  3.9^  for  evaluation;  and  6.k%  for 
administrative  costs. 

D.  Alcohol  Management  and  Information;  This  activity  supports  the  staff 
who  plan,  direct,  and  execute  tie  programs  of  the  National  Institute  or.  Alcohol 
Abuse  and  Alcoholism.  Finding  evels  for  FY  197^  and  1975  are  set  forth  in  the 
following  table: 


197^  1975  Increase  or 

Estimate  Estimate  Decrease 

I os  ♦ Amoijnt  Pos  . Amount  Pos  . ' Amount 

Person  lel  compensation  and 


benef  .ts . SI  $2, U9i^, 000  107  $2,785,000  +I6  $+291,000 

Other  objects 7,5^6,000  7,078,000  ~li68,000 

Tote S-  10,01+0,000107  9,863,000+16  -177,000 


I is  the  established  polic  y of  NIAAA  to  include  an  evaluation  component  in 
all  sp  >nsored  alcoholism  progran.s  and  projects,  euad  the  scope  of  these  monitoring 
and  evaluation  activities  induces  research,  prevention,  direct  services,  and 
trainiig.  The  primary  purpose  cf  evaluation  is  to  determine  effectiveness  and 
effici ancy  in  the  use  of  public  funds  in  support  of  alcoholism  programs,  and  to 
provide  guidance  in  selection  of  appropriate  alternatives.  Results  of  evalua- 
tions are  widely  disseminated  tc  all  concerned  in  the  field  of  alcoholism. 

le  information  and  educatl  on  program  of  NIAAA  has  been  expanding  over  the 
past  several  years.  Initial  efforts  were  devoted  to  building  a foundation  of 
awareness  of  the  nature  and  score  of  alcohol-related  problems  in  the  United 
States  throaagh  a nationwide  media  campaign.  This  effort  has  been  carried  out 
throug  I such  means  as  public  ad^ertising;  surveys  of  existing  printed  materials 
and  f 1 .ms  on  alcohol;  developmer  t of  general  and  scientific  publications;  and 
production  of  films  for  Junior  Igh  6ind  high  school  youths.  The  Institute's 
infonration  activities  were  con'  :>lidated  when  the  National  Clearinghouse  for 
Alcohe,  Information  (NCALl)  was  established  in  July  1972  to  serve  as  the 
natior.il  focal  point  for  the  collection  and  dissemination  of  worldwide  informa- 
tion c X alcohol  abuse  and  alcoholism.  In  addition  to  processing  and  responding 
to  rec aests  for  information,  the  Clearinghouse  provides  abstracting,  indexing, 
and  cataloging  services,  and  distributes  bulletins  and  Clearin^ouse  publications 

I le  importance  of  prevention  and  education  efforts  has  also  been  recognized 
by  the  Institute  as  deserving  primary  attention,  and  as  a result,  NIAAA  has 
recently  established  the  National  Center  for  Alcohol  Education  (NCAE).  Among 
the  major  goals  of  the  National  Center  is  the  development  of  a comprehensive 
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training  and  education  system  which,  after  testing  and  refinement,  can  be 
inexpensively  adapted  at  the  State  and  local  levels . Of  special  importance  is  the 
capturing  of  the  most  innovative  educational  techniques  and  strategy  co\;5)led  with 
thoroughly  tested  con^) rehens ive  ctu*ricul\im  materials . In  addition,  the  Center  will 
also  provide  Executive  Seminars  for  State  Alcoholism  Authority  directors  as  well 
as  other  policy  makers  from  the  local.  State,  and  national  levels. 

During  Ff  1975*  the  Institute  will  continue  those  activities  begun  in  prior 
years.  The  activities  of  both  the  Clearinghouse-  and  the  Education  Center  will 
continue  to  be  closely  evaluated,  realigned,  and  refined  in  order  to  in5>rove  and 
enhance  the  Institute’s  efforts  in  making  known  and  preventing  the  problems  of 
alcohol  ab\ise  and  alcoholism.  Uie  Institute  will  also  maintain  responsibility 
for  administration  of  the  PKS  Federal  Employee  Alcoholism  Program  which  it 
assumed  in  FY  197^ • 


IV.  Buildings  and  Facilities 


19T1+ 

Estimate 


1915 

Estimate 


Increase  or 
Decrease 


Direct  constructior  progr? m 


$200,000  +$200,000 


Subactivities : 

' Saint  Elizabeths  Hospitr  L 


Other 200,000 +200,000 

Total 200,000  +200,000 


Narrative 

This  represents  a nev  budget  activity  under  the  Alcohol,  Drug  Abuse  and  Mental  Health 
appropriation,  through  which  we  propose  to  fund  all  direct  construction  and  facility 
improvement  activities  of  the  Alcohol,  Drug  Abuse  and  Mental  Health  Administration. 
Through  the  end  of  the  current  /ear,  obligations  of  funds  for  these  purposes  will 
be  reported  under  the  former  parent  appropriation.  Buildings  and  Facilities, 

Health  Services  and  Mental.  Heal  -h  Administration. 

A.  Saint  Elizabeths  Hospital:  Major  projects  currently  underway  at  Saint  Elizabeths 

Hospital  include  the  rewiring  a id  extension  of  electrical  facilties;  plumbing  and 
heating  modernization  and  improvement;  air  conditioning  of  patient  buildings; 
renovation  of  sanitary  and  storn  sewers;  and  replacement  of  screens  in  hospital 
buildings.  At  the  end  of  the  current  year,  an  estimated  unobligated  balance  of 
$6,427,000  will  be  transferred  ’’rom  the  Alcohol,  Drug  Abuse  and  Mental  Health 
appropriation  to  that  of  the  District  of  Columbia,  as  of  June  30,  1974.  Accordingly, 
no  obligations  are  reflected  under  this  appropriation  for  the  Saint  Elizabeths 
Hospital  account,  either  in  197  - or  1975. 

B.  Other  Programs:  In  1975,  the  obligation  of  $200,000  reflects  the  planned  con- 

struction of  an  animal  fence  and  necessary  landscaping  at  the  NIMH  research  facility, 
located  at  Poolesville,  Maryland.  The  funds  were  appropriated  for  this  purpose 
under  the  HSMHA  Buildings  and  Facilities  account,  in  1974. 
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V.  ProRran  Direction 


197A  estimate 

1^’75  i 

rstimate 

Increase  or 
decrease 

Ros.  /iinount 

^os. 

Amount 

PoG.  Amount 

Personnel  compensation 
and  ben' 'fits: 

Office  of  the 

Adm  inis  trator .... 
’’egioaal  -iffices... 
Other  expenses 

$3,542,^  >0 

2^oor^ri);- 
2 *.606!  00^ 

ro, 191, 000 

3.020.000 

4.251.000 

351,000 
-^22,00^ 
+1.645,f  00 

Total 290 

$9,146,0(0  290 

$10,462,000 

— +S1,316,^00 

A’arrative 

This  activitv,  authorized  by  Section  301/3^^3  of  the  Public  Health 
Servici  Act,  includes  funds  for  t ;c  fo?  lov;ing  purposes: 


1974 

1975 

Staff  support  for  the  Office  of  the 
.aninistrator.  Alcohol,  Drug  Abuse, 
and  ’’ental  Healt!-.  Aumiristration. 

$5,062,000 

$4,700,000 

Staff  sui'port  for  Agency  nositions 
assigned  to  the  OKEV  ►legional  Offices 

4,084,000 

4,060,000 

^’ental  costs  for  buildings  occupied  bv 
Agency  staff 

1,702.000 

Total 

. $9,146,000 

$10, 4f  ,o00 

The  Office  of  the  Administrator,  /J)A>niA,  includes  the  staff  respo  slhle 
for  the  overall  direction  and  management  of  the  Agency.  The  function 
carried  out  in  the  Administrator’s  office  include  administrative  management 
services,  program  planning  and  evaluation,  program  coordination,  and  public 
affairs  activities. 

The  staff  assigned  to  the  regional  offices  carry  out  programs  of  assist- 
ance to  the  states  and  serve  as  field  units  providing  technical  assistance 
on  agency  orograms  to  state  and  communitv  institutions.  Regional  offices 
have  the  responsibility  for  the  administration,  on  a project  basis,  of  the 
community  mental  health  centers  programs,  the  hospital  Improvement  and 
hospital  staff  development  programs,  and  the  alcoholism  formula  grant 
program. 

The  Public  Building  Amendment  of  1972  (P.L.  93-313)  enacted  by  Congress, 
June  16,  1972,  establishes  an  industrial  funding  method  of  operation  for 
eSA  from  which  the  GSA  operations,  maintenance,  and  construction  is  to  be 
funded.  The  law  in  effect  requires  each  agency  occupying  space  assigned  by 
GSA  to  reimburse  them  for  that  space.  This  method  of  financing  is  applicable 
to  all  space  administered  by  GSA  regardless  of  whether  it  is  federally  owned 
or  leased.  This  activity  is  utilized  to  reimburse  GSA  in  accordance  with  that 
laxi^,  and  contains  an  increase  of  $1,702,000  for  this  program. 
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Alcohol,  Drug  Abuse  and  Mental  Health  Adirlnistration 
Alcohol,  Drug  Abuse  and  I-  ntal  Health 
Program  Purpose  and  Acc  mplishments 

Activity:  General  Mental  Health  - Pesearch  (PHS  Act,  Sections  301  and  303). 

1973  

Budget 

197^ Estimate 

Pos.  Amount  Authorization  Pos . Amount 

330  $90,1^^,000  Indefinite  " 330  $614  ,ii^8,000" 

(101,1+27,000)  (Obligations) 

Purpose:  Provides  funds  to  develop  new  knowledge  and  approaches  to  'he  causes, 

diagnosis,  treatment,  control  and  prevention  of  mental  illness,  through  basic, 
applied  and  clir  ical  research. 

Explanation : Regular  research  grants  go  to  investigators  affiliated  with  hospitals, 

academic  and  research  institutions,  and  other  non-profit  organizations.  There  are 
no  matching  requirements,  but  the  grantee  is  required  to  share  a portion  of  the  costt-.. 
Hospital  improvement  grants  are  specifically  focused  on  the  use  of  current  knowledge 
in  demonstrating  improved  services  for  patients,  stimulation  of  the  process  of  change, 


and  the  development  of  relationships 

with  communl 

.ty  program  for 

men’:.al 

health . 

Accomplishments  in  197^:  During  the 

current  year,  a total  of  1, 

,0U8  projects  will  be 

funded,  including  199  new  awards,  19^1  competing 

renewals  and  150  smal' 

. grants. 

Ob.lectives  for  1975:  The  ni+mber  and 

cost  of  awards  by  type  are 

set  forth  in  the 

following  table: 

197^  Base 

1975  Estimate 

Type 

No. 

Amount 

No. 

Amount 

Research  grants: 

Continuations 

558 

$36,337,000 

6U5 

$1+9,1+12,000 

Competing  renewals 

ihl 

8,123,000 

107 

5,650,000 

New  projects 

199 

li4 ,712,000 

— 

— 

Small  grants 

150 

1,000,000 

125 

750,000 

Supplement als 

(39) 

1,000,000 

(39) 

1,000,000 

Subtotal 

1,"^8 

61,172,000 

877 

56,812,000' 

Hospital  Improvement  Projects: 

Continuations 

i+3 

i+,15B,000 

1+9 

1+, 900, 000 

Competing  renewals *. 

9 

857  ,000 

— 

— 

New  projects 

9 

857,000 

— 

— 

Subtotal 

5,900,000 

. ^9 

1+,  900, 000" 

Research  Career  Program: 

Continuations 

130 

3,93i+,000 

107 

3,201,000 

Competing  renewals 

6 

173,000 

— 

— 

New  projects 

12 

359,000 

— 

— 

Subtotal ?+B  l+,4^?,000  107  3,201,000 


In  the  intramural  research  area,  investigators  will  continue  their  studies  into 
the  genetic  and  chemical  characteristics  found  in  schizophrenic  patients.  In  addi- 
tion, there  will  be  continuing  study  of  the  development  and  growth  of  the  central 
nervous  system,  and  wide  variety  of  studies  to  examine  various  substances  found  in 
the  brain.  These  will  be  related  to  drug  effects,  environmental  and  genetic  factors, 
and  functional  abnormalities  - all  of  which  impact  on  the  physical  and  chemical 
causes  of  various  forms  of  mental  illness. 
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Alcohol,  Drug  Abuse  and  Mental  Health  Administration 
Alcohol,  Drug  Abuse  and  Mental  Health 
Program  Purpose  eind  Accomplishments 

Activity:  General  Mental  Health  - Training  grants  and  fellovships  (Public  Health 
Service  Act,  Sections  301,  303,  ajid  U33). 

1915 

Budget 

19T^ Estimate 

Authorization 

$100,0'^U,000  Indefinite  $65,101,000 

($128,021,000  Obligations) 

Purpose:  Training  grants  and  fellowships  support  the  effort  to  improve  the 

quality  of  people  working  in  mental  health  and  to  provide  training  for  research 
relating  to  the  problems  of  mental  illness. 

Explanation*  Regular  training  grants  are  awarded  to  organizations  to  enable  them 
to  defray  institutional  costs  of  the  training  program  and  to  provide  stipends  for 
individuals  enrolled  in  these  programs.  Hospital  staff  development  training  grants 
are  awarded  to  state  mental  hospitals  to  provide  staff  training  aimed  at  increasing 
their  overall  effectiveness  and  translating  now  knowledge  into  more  effective  ser- 
vice to  patients. 

Accomplishments  in  197^:  In  197^,  a total  of  l,Ti^3  projects  will  be  awarded,  in- 

cluding  80  new  starts.  NIMH  is  also  investing  efforts  in  technical  assistance  to 
states  and  localities  on  the  identification  a?>d  means  of  meeting  their  manpower 
needs  for  mental  health  service  personnel. 

Objectives  for  1975*  The  budget  request  for  1975  provides  for  continuation 
support  to  existing  grantees.  Funds  are  not  being  requested  for  new  training  grants 
since  this  program  is  proposed  for  phase-out.  It  is  felt  that  mental,  health  training 
programs  have  been  developed  to  the  point  that  special  Federal  subsidies  are  no 
longer  required  particularly  in  those  professional  fields  for  which  there  is  a 
relatively  high  earning  potential. 


Funding  and  Project  levels  for  197^  and  Z075  are  set  forth  below: 


197^  Base 

1975  Estimate 

IVpe 

'o. 

Amount 

No. 

Amount 

Training  grants : 

Continuations 

575 

$32,671,000 

1.0U5' 

$59,501,000 

Competing  renewals 

1,088 

55,065,000 

— 

— 

New  projects 

80 

6,U12,000 
9^+, 1^8, 000 

— 

— 

Subtotal 

1,7U3 

Iy0k5 

59,501,000 

Hospital  staff  development: 

Continuations 

37 

897,000 

6h 

1,600,000 

Competing  renewals 

51 

1,303,000 

— 

— 

New  projects 

8 

200,000 

— 

— 

Subtotal 

96 

2,Ii00,000 

6U 

1,600,000 

Fellowships : 

Continuations 

3U 

230,000 

hk2 

2,739,000 

New  projects 

'hi 

3,256,000 

105 

1.261,000 

Subtotal 

^75 

3,^86,000 

5^^7 

U, 000, 000 

Total 

2,0lU 

100,03^,000 

1,65^ 

65,101,000 

32-029  0 - 74  - 35 
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Alcohol,  Drug  Abuse  and  Mental  Health  Administration 
Alcohol,  Drug  Abuse  and  Mental  Health 
Program  Purpose  and  Accomplishments 

Activity;  General  Mental  Health  - Community  Programs  - Construction  (Commtinity 
Mental  Health  Centers  Act,  as  amended.  Section  201). 

mi 

Budget 

197^ Estimate 

Authorization 

$lU,250,000  Expired 

($3^,250,000  Obligations) 


Purpose:  Grants  are  made  for  the  construction  of  public  and  other  non-profit 
community  mental  health  centers.  Construction  grants  assist  communities  in 
establishing  appropriate  facilities  for  the  delivery  of  comprehensive  coirm\inity 
mental  health  services  by  supplementing  state,  local  and  private  financial 
resources . 

Explanation:  Funds  appropriated  for  this  program  are  allocated  to  the  states  on 

a formula  basis,  taking  into  account  such  factors  as  population  and  per  capita 
income.  Grants  are  awarded  on  a matching  basis  with  the  percent  of  Federal 
support  varying  depending  upon  whether  or  not  the  catchmenn  area  served  has  been 
designated  as  a "poverty  area". 

Accomplishments  in  197^:  Using  $1^^,250,000  appropriated  in  19'^-,  plus  $20  million 

ceirried  forward  from  19'^3,  it  is  estimated  that  19^  new  construction  grants  will 
be  awarded  (llU  of  which  will  be  funded  from  1973  f\inds;. 

Ob.lectives  for  1973:  No  new  budget  authority  is  requested  for  1975.  The  Admini- 

stration is  proposing  that  the  Community  Mental  Health  Centers  Act  be  allowed  to 
expire  at  that  time.  Accordingly  funds  will  no  longer  be  requested  to  provide  new 
steirts  for  projects  authorized  under  this  Act.  Reliance  will  be  placed  upon 
financing  through  state,  local  and  private  sources,  pn  has is  of  funding  pro- 
vided through  nhe  end  of  197^,  ar  estimated  total  of  ^^7^  centers  w^Ill  have  received 
construction  support  by  that  time. 


543 


Alcohol,  Drug  Abuse  and  Mental  Health  Administration 
Alcohol,  Drug  Abuse  and  Mental  Health 
Program  Purpose  and  Accomplishments 

Activity:  General  Mental  Health  - Community  Programs  - Staffing  (Community 

Mental  Health  Centers  Act,  as  amended.  Section  22h) . 

1975 

Budget 
Estimate 

Authorization 

"Sums  necessary  $172,053,000 

for  continuations" 

Purpose;  Grants  are  made  to  assist  in  the  establishment  and  operation  of  com- 
munity mental  health  centers  in  areas  designated  by  state  mental  health  authorities 
as  "catchment  areas"  (geographic  areas  containing  between  75*000  and  200,000 
people  among  which  there  is  to  be  a coordinated,  comprehensive  system  for  providing 
mental  health  care).  Grants  are  awarded  on  a project  basis  to  eligible  centers 
for  partial  support  of  staffing  costs  of  professional  and  technical  personnel. 

Explanation;  This  assistance  enables  the  community  to  initiate  new  or  improved 
mental  health  services  and  make  them  available  while  longer  term  sources  of 
financial  support  are  being  developed.  Grants  are  award  on  a matching  basis  with 
the  percent  of  Federal,  support  varying,  depending  on  whether  the  catchment  area 
served  has  been  designated  as  a "poverty"  area. 

Accomplishments  in  197^:  By  the  end  of  197^,  an  estimated  55  new  projects 

will  be  funded,  of  the  anticipated  626  centers  having  received  staffing  and/or 
construction  funding  by  the  end  of  the  fiscal  year  197^,  it  is  estimated  that 
U55  will  be  fully  operational.,  making  services  available  to  an  estimated  67 
million  residents  living  in  the  catchment  areas. 

Objectives  for  1975:  During  1975  continuation  funding  will  be  provided  for  those 

projects  underway  or  initiated  through  June  30,  197^.  No  new  staffing  awards 
will  be  D-ade,  as  the  Administration  is  proposing  that  the  Commionity  Mental  Health 
Centers  Act  be  allowed  to  expire  on  June  30,  197^.  All  commitments  existing  as  of 
that  time  will  be  honored  throughout  their  project  periods.  The  proposal  is 
consistent  with  Administration  plans  to  place  greater  reliance  upon  health  insurance 
state  and  local  revenues,  income  from  the  private  sector,  and  third  party  payment 
systems,  for  financing  treatment  services. 

It  is  felt  that  this  program  has  proven  itself,  and  should  now  be  absorbed 
by  the  regular  health  service  delivery  system. 


I97U 

$155,513,000 
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Alcohol,  Drug  Abuse  and  Mental  Health  Administration 
Alcohol,  Drug  Abuse  and  Mental  Health 
Program  Purpose  and  Accomplishments 


Activity:  General  Mental  Health  - Community  Programs  - Children  Services 

{ Community  Mental  Health  Centers  Act,  as  amended.  Part  F).  * 

1975 

Budget 
Estimate 

Authorization 

'* Slims  necessary  $26,8UU,000 

for  continuations" 

Purpose:  This  activity  supports  grants  which  will  improve  the  quality  and  quantity 

of  services  to  children  through  specialized  staffing  grants. 

Explanation:  Funds  are  used  to  provide  staffing  support  to  existing  community 

mental  health  centers  or  other  qualified  public  or  non-profit  agencies  and  organ- 
izations, for  the  establishment  or  expansion  of  mental  health  services  to  children. 

Accomplishments  in  197^:  By  June  30,  197^  a total  of  k3  new  projects  have  received 

awards  from  FY  1973  funds.  An  additional  37  new  awards  will  be  made  from  the 
197U  appropriations . 

Objectives  for  1975:  It  is  estimated  that  $26,8Uli,000  will  be  required  to  sup- 

I>ort  continuation  commitments  during  1975*  It  is  proposed  that  the  Community 
Mental  Health  Centers  Act  be  allowed  to  expire  on  June  30,  197^.  Accordingly  funds 
will  no  longer  be  requested  for  new  starts;  however,  all  commitments  for  projects 
funded  through  the  close  of  this  fiscal  year  will  be  honored  for  their  entire 
project  periods. 

It  is  felt  that  this  program  has  proven  itself,  and  should  now  be  absorbed 
by  the  regular  health  service  delivery  system.  Those  programs  which  have  oper- 
ated efficiently  will  be  able  to  obtain  sufficient  State,  local  and  private 
moneys  to  continue  to  exist  after  their  Federal  support  period  has  ended,  as 
originally  intended  at  the  time  of  the  legislation's  initial  enactment. 


I97U 

$19,000,000 
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Alcohol , Drug  Abuse  and  Menta_  Health  Administration 
a:  .-ohol.  Drug  Abuse  and  Cental  Health 
Program  Purpose  and  Acjomplishments 


Activity:  General  Mental  Health  - Management  md  Information  (Public  Health 

Service  -/’t.  Sections  301  and  303). 

1975 

Bu  -iget 

-97^ Est  Lmate 

Pos.  Amovmt  Authorization  Pos.  Amo\mt 

333  163, 000  Indefinite  373  $16,753,000 

Purpose  a id  Explanation:  This  activity  supports  the  staff  who  are  responsible 
for  the  T anning,  development  and  administration  of  the  grants  and  contract  pro- 
g'^ams  int  uded  in  the  general  mental  health  activities.  Also  included  are  the 
resources  required  for  overall  direction  and  management  of  tie  Institute,  including 
pr-ogram  j anning  and  evaluation,  biometric  and  legislative  strvices,  administrative 
managemer  , central  office  coordination  of  regional  programs,  and  maintenance  of 
Institute  relationship  with  other  branches  of  the  Administrat ion  - and  with  state 
and  commv  .ity  organizations. 

Ao.compli:  ments  in  197^:  Dirring  the  current  year,  a major  ef’ort  has  been  invested 
in  the  rf  onstitution  of  NIMH  as  a component  part  of  the  Alco  lol.  Drug  Abuse,  and 
Mental  Hf  .1th  Administration.  In  addition,  an  extensive  anai.,"sis  of  NIMH  programs 
is  under  'ay  to  determine  those  activities  which  may  appropr:  itely  be  decentralized 
to  the  re  ^onal  level.  Staffing  reductions  eire  underway,  commensurate  with  the 
phasing-c  it  of  training  and  community  mental  health  center  programs. 

Objective j in  1973:  Consolidation  of  the  recent  reorganization  into  the  Alcohol, 

Drug  Abuse  and  Mental  Health  Administration;  continuation  of  plans  for  decentraliza- 
tion. 
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ALCOHOL,  DRHG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 

Alcohol,  Drug  Abuse,  and  Mental  Health 

Program  Purpose  and  Accomplishments 

Activity:  Drug  Abuse  - Research  (Public  Health  Service  Act,  Sections 

301,  302,  and  303) 

1975 

1974 Budget  Estimates 

Pos.  Amount  Authorization  Fos . Amount 

108  $36,977,000  Indefinite  lu8  $34,000,000 

(34,056,000)  Obligations 

Purpose : This  subactivity  supports  drug  abuse  research  grant  and  contract 

programs  of  NIDA  and  operation  of  the  Addiction  Research  Center  located  in 
Lexington,  Kentucky.  Drug  abuse  research  grants  and  contracts  support  the 
development  of  new  knowledge  and  approaches  to  the  causes,  diagnosis,  treat- 
ment, control  and  prevention  of  narcotic  addiction  and  drug  abuse  through 
basic,  clinical,  and  applied  research. 

Explanation:  Project  grants  are  available  on  a non-matching  basis  to  public 

and  private  non-profit  institutions.  In  addition,  contracts  are  awarded  on 
the  basis  of  competition  for  research  activities.  Intramural  research 
activities  are  supported  at  the  Addiction  Research  Center,  whose  primary 
function  is  to  test  drugs  for  their  abuse  potential  prior  to  their,  being 
made  available  for  general  use. 

Accomplishments  in  1974:  During  1974  NIDA  provided  support  for  256  research 

grants  and  contracts  including  103  new  awards.  In  addition  to  continuing 
existing  efforts,  the  Drug  Institute  began  clinical  testing  of  longer  acting 
narcotic  antagonists,  expanded  research  into  psychological  factors  of  drug 
abuse  in  minority  and  other  high  risk  groups,  increased  research  efforts  on 
resource  utilization  and  productivity  in  community  service  programs,  and 
provided  support  for  innovative  treatment  approaches.  As  a result  of  the 
expanding  number  of  community  based  drug  abuse  treatment  centers, the  Institute 
was  able  to  transfer  the  facility  which  housed  the  Lexington  Clinical  Research 
Center  to  the  Bureau  of  Prisons  in  FY  1974.  The  operations  of  the  Addiction 
Research  Center  are  being  continued. 

Objectives  for  1975:  The  FY  1975  request  provides  funding  support  for 

ongoing  areas  of  major  research  to  include  (1)  basic  studies  on  the  mechanisms 
of  opiate  action;  (2)  the  development  of  more  effective,  longer-acting 
narcotic  antagonists  which  are  relatively  free  of  side  effects;  (3) 
marihuana  use,  and  a pos^^l^'le  r.  lationshlp  between  It  use  and  chromosomal 
damage,  mental  impairment  during  periods  of  Intoxication,  birth  defects, 
and  deleterious  effects  on  the  body  resulting  from  long-term  use;  (4)  opiate 
substitutes , such  as  methadone , and  the  extent  of  treatment  hazards  associated 
with  the  increasing  numbers  of  patients  being  treated  in  opiate  substitute 
programs  over  long  periods  of  time;  and  (5)  analysis  of  drugs  of  abuse  in 
tissues  and  body  fluids,  in  order  to  better  detect  their  presence  and 
develop  improved  methodologies  for  research  use.  It  is  anticipated  that 
76  new  research  projects  will  be  supported  in  FY  1975  at  a level  of  $6,641,000 
along  with  the  continuation  of  136  projects  at  a level  of  $23,977,000. 
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Alcohol,  Drug  Abuse,  and  Mental  Health 
Program  Purpose  and  Accomplishments 

Activity:  Drug  Abuse  - Training  (Public  Health  Service  Act,  Se  tion  303;  DAOT 

Section  AlO) 


1975 

Budget  Estimates 
Authorization  Pos.  Amount 

PHS-Indefinite  2,495,000 

DAOT-160 , 000 , 000  7,474,000 

9,969,000 

Purpose : This  activity  supports  training  designed  to  increase  the  number 

and  improve  the  quality  and  knowledge  of  people  working  In  the  . rea  of  narcotic 
addiction  and  drug  abuse. 

Explanation:  Training  grants  are  awarded  to  organizations  to  er  able  them  to 

defray  institutional  costs  of  training  programs,  and  to  provide  stipends  to 
enrolled  individuals.  These  are  available  to  public  or  private  non-profit 
institutions.  Training  contracts  are  awarded  for  regional  trai’  ing  centers 
to  provide  short-term  training  for  service  delivery  personnel. 

Accomplishments  in  1974:  The  major  objectives  in  FY  1974  are  t.  maintain  the 

established  level  of  training  and  at  the  same  time  achieve  a fu  ly  coordinated, 
quality  controlled.  National  Training  System.  Because  of  the  u' gent  need  for 
health  service  delivery  personnel,  the  Institute  has  funded  six  contracts  for 
regional  training  centers.  During  FY  1974,  these  centers  provli  ed  short- 
term training  for  4,000  workers  at  all  levels,  thus  improving  ti  e quality 
and  quantity  of  personnt 1 working  in  Federal  and  locally  funded  rehabilitation 
centers.  At  the  national  level,  the  National  Drug  Abuse  Traininj  Center,  which 
is  operated  under  contract,  provided  training  for  1,800  persons  in  FY  1974.  The 
major  objective  of  the  drug  abuse  training  grants  program  is  to  improve  the 
quality  of  professional  personnel  available  to  work  in  the  fielc  of  narcotic 
addiction  and  drug  abuse.  During  FY  1974  NIMH  funded  78  grants  A total 
of  15,800  people  were  trained  as  a result  of  these  grant  programs. 

Objectives  for  1975:  T>.e  1975  request  provides  funds  for  grants  having 

continuation  requirements,  but  does  not  include  funds  for  new  grant  awards. 

In  addition,  the  request  contains  funding  for  the  existing  training  center 
contracts.  Efforts  aimt d at  achieving  a fully  coordinated,  quality  con- 
trolled National  Training  System  will  be  continued.  It  is  estimated  that 
16,944  persons  will  receive  training  in  FY  1975. 


1974 

Pos.  Amount 

$7,664,000 
7,474,000 
15,138,000 
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A]  COBOL,  DRUG  ABUSE;  AND  MENTAL  HEALTH  ADMINISTRATION 

Alcohol,  Drug  Abuse,  and  Mental  Health 

Program  Purpose  and  Accomplishments 

Actlv  ty:  Drug  Abuse  - Community  Programs  - Project  Grants  and 

Contracts  (Community  Mental  Health  Centers  Act,  as  amended.  Section 
256  and  261,  and  Drug  Office  and  Treatment  Act  of  1972,  Section  410, 


and 

Narcotic  Addiction  and 

Rehabilitation  Act, 

Section  607). 

1974 

1975 

Pos. 

Amount 

Act. 

Sect . 

Amount  ros . 

> Amount 

— 

816,431,000 

CMHC 

261 

"Sums  as  nec.  — 

$14,374,000 

— 

'*9,883,000 

CMHC 

256 

Expired  V — 

— 

1,700,000 

CMHC 

253 

Expired  1/  — 

— 

— 

91,256,000 

DAOT 

410 

$160,000,000  — 

105,826,000 

— 

1,500,000 

NARA 

607 

"Sums  as  nec." — 

1,200,000 

— 

— 

, PHS 

301/303 

If  II  It 

600.000 

— 

160,770,000 

(132,649,000) 

Obligations • 

122,000,000 

Purpose : This  subactivity  supports  grants  and  contracts  to  develop  and 

conduct  comprehensive  health  and  education  programs  for  the  prevention 
and  treatment  of  drug  abuse,  thus  reducing  the  problems  associated  with 
drug  use  and  abuse  in  the  United  States. 

Explanation;  The  project  grants  and  contracts  programs  included  in  this 
activity  are  as  follows: 

1.  Staffing  grants  support  a portion  of  the  initial  salary  costs  tor 
professional  and  technical  staff  to  initiate  comprehensive  community  centers 
while  longer  term  sources  of  financial  support  are  being  developed. 

2.  Service  projects  provide  partial  Federal  support  for  programs  of 
treatment  and  rehabilitation  which  initiate  detoxification  services, 
institutional  services,  or  community  based  aftercare  services. 

3.  Project  grants  and  contracts  awarded  under  Section  4i0  of  P.L.  92-255 
authorizes  a variety  of  programs  to  provide  a full  range  of  drug  abuse 
prevention  and  treatment  programs. 

4.  NARA  contracts  provide  an  opportunity  for  individuals  addicted  to 
narcotic  drugs  to  volunteer  for  civil  commitment  for  treatment  (Title  III) 
and  allows  addicted  individuals  charged  with  violating  certain  Federal 
criminal  laws  to  apply  for  civil  commitment  in  lieu  of  prosecution  (Title  I) . 

Accomplishments  in  1974;  A total  of  471  awards  were  made.  All  new  awards 
were  made  under  the  authority  of  Section  410  of  the  DAOT  Act  and  were  short 
term  in  nature  - one  to  three  years.  The  major  objective  in  FY  1974  was 
to  build  federally  funded  treatment  capacity  to  95,000  treatment  slots. 
Consistent  with  the  increase  in  treatment  capacity  at  the  community  level. 
Federal  patient  care  provided  under  the  Narcotic  Addict  Rehabilitation  Act 
was  reduced  in  FY  1974. 

Objectives  in  1975;  Based  on  the  current  demand,  further  federal  funding 
to  expand  treatment  capacity  is  no  longer  necessary.  Funds  are  provided 
to  maintain  existing  federally  funded  treatment  capacity.  No  new  treatment 
awards  will  be  made.  Funds  are  also  provided  to  support  new  demonstration 
models  which  demonstrate  new  and  innovative  treatment  techniques.  NAPA  contract 
funds  are  further  reduced  as  a result  of  the  increased  number  of  f.ommunlty  based 
facilities.  In  FY  1975  NIDA  will  fund  9 new  project  awards,  56  formula  grant 
awards  and  331  continuation  project  awards. 

\j  Continuation  funding  provided  under  Section  410  of  the  Drug  Abuse  Office  and 
Treatment  Act. 
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ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 

Alcohol,  Drug  Abuse,  and  Mental  Health 

Program  Purpose  and  Accomplishments 

Activity:  Drug  Abuse  - Community  Programs  - Grants  to  States 

(Drug  Abuse  Office  and  Treatment  Act  of  1972,  Section  409) 

1975 

1974 Budget  Estimates 

Pos.  Amount  Authorization  Pos.  Amount 

$15,000,000  Indefinite  $35,000,000 

(25,000,000)  Obligations 

Purpose : These  grants  made  under  the  authority  of  Section  409  of  the  DAOT 

Act  provide  financial  assistance  to  States  for  planning,  establishing,  con- 
ducting and  coordinating  projects  for  the  development  of  more  effective 
drug  abuse  prevention  functions  in  the  State  and  for  evaluating  the  conduct 
of  such  functions. 

Explanation i Funds  are  allocated  to  States  on  the  relative  population, 
financial  need,  and  the  need  for  more  effective  conduct  of  drug  abuse 
preventive  functions.  A portion  of  the  allotment  may  be  used  to  pay  a 
portion  of  the  costs  of  administering  the  state  drug  abuse  prevention 
programs . 

Accomplishments  in  1974:  The  goal  for  1974  was  to  have  each  State  and 

territory  operating  under  an  approved  State  plan.  A Increased  portion  of 
the  funds  will  be  used  by  the  States  to  provide  drug  abuse  services. 

Objectives  for  1975:  In  FY  1975,  formula  grants  will  serve  as  the  mechanism 

through  which  the  State  begins  to  assume  an  Increasing  responslMllty  for 
drug  al  ise  programs  Including  those  which  had  previously  been  ftnded  through 
indivic  aal  categorical  awards.  They  will  be  awarded  to  the  States  to  rover 
multlp' e aspects  of  drug  abuse,  e.g.  planning,  treatment  servlets.  Information 
develoTment  and  reporting,  and  program  administration. 
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ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 

Alcohol,  Drug  Abuse,  and  Mental  Health 

Program  Purpose  and  Accomplishments 

Activity  : Drug  Abuse  - Management  and  Information  (Public  Health 
Service  Act,  Sections  301,  302,  and  303). 

1975 

1974 Budget  Estimates 

Pos.  Amount  Authorization  Pos.  Amount 

227  $15,"i71,000  Indefinite  298  $15,646,000 

Purpose ; Fundli  i'  is  provided  for  the  overall  planning,  direction  and 
coordination  of  the  Drug  Institute’s  research,  training,  treatment 
and  information  program. 

Explanation:  This  subactivity  provides  support  for  the  National  Institute 

on  Drug  Abuse,  including  personnel  for  planning,  coordination,  analysis, 
evaluation,  and  general  administrative  management.  It  supports  the  activities 
of  the  National  Drug  Abuse  Information  Programs  which  collects  information 
on  educational  resources,  government  and  private  efforts,  treatment  facilities 
and  populations  served  in  the  drug  abuse  area. 

Accomplishments  in  FY  1974;  In  FY  1974  the  Institute  strengthened  its 
administrative  support  capacity  tc  assume  effective  integration  and  coordination 
of  its  total  drug  abuse  effort.  ^Iso  planned  is  an  expansion  of  the  information 
services  with  the  goal  of  provldir g a resource  for  policy  and  strategy  studies, 
as  well  as  serving  as  a source  of  information  for  performance  evaluation. 

Objectives  for  1975;  Efforts  will  continue  toward  achieving  a totally  integrated 
drug  abuse  information  program  . This  system  when  fully  operational  will  collect 
and  maintain  program  and  management  information  emanating  from  Federal  and  state 
drug  abuse  prevention  efforts  and  provide  periodic  and  special  reports  and 
analyses  for  operational  planning  purposes  of  all  Federal  agencies.  In  addition, 
basic  informational  tools  will  be  provided  to  management  at  the  local,  state,  and 
Federal  levels  necessary  to  ensure  that  drug  abuse  prevention  resources  are  being 
programmed,  allocated,  and  maintained  in  an  effective,  efficient,  legal,  and 
accoxjntable  manner.  Personnel  engaged  in  general  program  direction  and  those 
engaged  in  treatment  program  management  will  concentrate  more  heavily  on  shifting 
from  an  orientation  of  crisis  intervention  through  direct  Federal  grants  for 
treatment  to  one  which  provides  technical  assistance  to  regional  offices  and  States 
in  the  administration  of  comprehensive  prevetion  programs  through  formala  grants 
and/or  revenue  sharing  to  States.  Major  efforts  will  be  made  to  refine  and  further 
evaluate  files  to  achieve  a fully  operational  training,  education,  treatment, 
evaluation,  and  information  in  both  the  Federal  and  private  sector.  Also,  greater 
emphasis  will  be  placed  on  program  evaluation,  particularly  in  the  area  of  treat- 
ment effectiveness  and  on  the  development  of  outreach  programs  for  addicts  who 
have  not  volunteered  for  treatment  under  existing  programs. 
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ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMTNI STRATI' ’N 
Alcohol,  Drug  Abuse,  and  Mental  Health 
Program  Purpose  and  Accomplishments 

Activi ty : Alcoholism  - Research  (Public  Health  Service  Act,  Sectitm  301  (c)  and  303) 

1975 


l^rU . 

Pos ♦ Amount  Authorization 

6 $8,U89,000  Indefinite 

13,189,000  Obligations 

Purpoi i;  This  activity  includes  funds  for  intramural  and  extramural  research  pro- 
grams to  find  better  ways  to  treat,  control  and  prevent  alcoholism  and  alcohol  abuse; 
to  plan  and  develop  programs  of  basic  and  clinical  research  on  the  multiple  causes 
of  ale ^holism;  and  to  stimulate,  support  and  conduct  biological,  pharmacological, 
behavioral  and  sociological  research  in  alcoholism. 

Explanation:  Project  grants  are  available  on  a non-matching  basis  for  expenses 

directly  related  to  the  research  project;  however,  the  grantee  is  required  to  share 
a portion  of  the  project  cost.  An.  intramural  research  program  is  also  supported  to 
clarify  the  nature  of  the  addictive  process  and  to  analyze  the  biological,  behavioral 
and  biochemical  correlates  of  alcoholism  in  man  and  animal. 

Accomplishments  in  197^:  In  FY  197^,  a total  of  IO6  awards  were  made  including  37 

new  projects.  Priority  was  given  to  projects  focusing  on  prevention  and  treatment 
techniques  including  studies  on  the  epidemiology  of  alcoholism,  projects  identifying 
new  and  premising  psychological  techniques,  and  research  into  the  early  identifi- 
cation of  alcohol  problems. 

Objectives  in  1975:  During  1975,  the  Institute  will  continue  to  support  projects 

having  continuation  fmding  commitments.  New  projects  will  be  developed  and  sup- 
ported in  the  areas  of  clinical  research,  prevention  and  education,  behavioral  and  ' 
psychological  studies,  alcohol  and  driving,  and  the  physiological  effects  of 
alcohol.  A total  of  202  awards  will  be  made  including  129  new  awards. 


Budget 

Estimate 

Po^.  Amount 
6 $10,405,000 
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ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADhiINISTRATION 
Alcohol,  Drug  buse,  and  Men  al  Health 


Program  Purpose  and  Accomp  ishmenls 


Activity:  Alcoholism  - Training  (Public  Heali.h  Service  Act,  Section  303) 

197:^ 

Budget 

197^  Estimate 

Pos . Amount  Authorization  J os « Amount 

$6,824,000  Indefinite  $1,947,000 

(12,224,000)  Obligations 

Purpose:  This  activity  provides  funds  to  imp  ove  the  quality  of  people  working  in 

areas  of  alcoholism  and  alcohol  abuse  by  trai:  ing  personnel  for  clinical  services, 
teaching  and  research;  bo  provide  technical  training  for  ancillary  personnel,  sind 
Gontinioing  education  for  existing  manpower  in  the  fields  of  alcoholism  and  alcohol 
abuse. 

Explanation:  Project  grants  are  awarded  on  a non-matching  basis,  but  the  grantee 

is  required  to  share  a portion  of  the  project  costs. 

Accomplishments  in  1974:  In  1974,  a total  of  50  awards  were  made,  including  4 

new  projects.  High  priority  was  given  to  the  establishment  of  train- 
ing centers  to  assure  proximity  and  responsivt  aess  to  State  and  local  training 
needs.  Other  high  priority  programs  include  providing  curriculum  in  medical  schools; 
projects  integrating  a variety  of  community  training  resources,  and  developing 
training  models  and  demonstrations  with  built-in  evaluations  and  community  resource 
utilization  systems. 

Objectives  for  197?  The  Institute  will  proviae  continuation  funding  to  the  extent 
necessary  to  honor  prior  commitments.  It  is  ? nticip>ated  that  25  continuation  grants 
may  be  awarded. 
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ALCOHOL,  DBUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
Alcohol,  Drug  Abuse » and  Mental  Health 
Program  Purpose  and  Accomplishments 


Activity:  Alcoholism  - Community  Programs  - Project  Grants  and  Contracts; 

PHS  Act,  Sec.  31i+e,  and  Community  Mental  Health  Centers  Act, 
Sec.  261. 


19lh 

Pos . Amount 


1975 

Budget 

Estimate 

Authorization  Pos . Amount 


$10,051,000  CMHC  Act  "Sums 

as  necessary" 

56,905,000  1/ 

$66,956,000 

(106,265,000)  Obligations 


$11,051,000 

21,000,000  ^ 
$32 ,051,000 


Purpose:  Alcoholism  project  grants  are  made  to  reduce  the  seriousness,  prevalence 

and  incidence  of  alcoholism  through  support  of  community  treatment,  rehabilita- 
tion and  prevention  programs,  and  promotion  of  programs  which  demonstrate  new  or 
relatively  efficient  methods  of  service  delivery  to  alcoholics. 

Explanation:  Project  Grants  and  Contracts  supported  by  this  activity  are  as  follows: 

Staffing  grants  are  made  on  a matching  basis  and  support  a portion  of  the  material 
costs  of  piofessional  and  technical  staff  in  facilities  for  the  prevention  and 
treatment  of  alcoholics.  Federal  participation  in  staffing  costs  enables  the  com- 
munity to  initiate  new  or  improved  services  and  makes  them  available  while  longer  term 
sources  of  financial  support  are  being  developed. 


Grants  and  contracts  are  awarded  for  a variety  of  programs  including  demonstration 
treatment  models,  planning  grants  to  States,  and  projects  targeted  at  reducing  and 
preventing  alcoholics  in  special  populations.  Matching  funds  are  normally  not 
required  in  these  programs. 

Accomplishments  in  197^:  In  197^,  a total  of  805  awards  including  UoU  new  awards  were 

made.  High  priority  programs  included  programs  targeted  toward  special  high  risk 
populations  such  as  Indians,  Alaskans,  and  the  poor;  projects  demonstrating  programs 
to  reduce  the  number  of  drinking  drivers  and  also  encoxirage  treatment  for  drinking 
drivers;  programs  treating  the  drinking  worker  in  the  occupational  setting;  and  new 
projects  which  demonstrate  innovative  techniques  with  applicants  who  show  a willing- 
ness to  meet  accreditation  standards. 


Objectives  for  1975:  The  Federal  assistance  concept  has  been  demonstrated  and  sub- 

stantial results  have  been  achieved.  Therefore,  during  FY  1975,  NIAAA  proposes  to 
phase  out  alcoholism  service  projects  as  a Federally  supported  program,  and  concen- 
trate its  efforts  on  some  new  iniatives.  These  include  incentive  contracts  to  profit- 
making institutions  to  organize  alcoholism  treatment  programs  in  private  industry; 
planning  grants  to  States  to  implement  the  "Uniform  Alcoholism  and  Intoxication 
Treatment  Act";  and  for  continuation  funding  of  selected  high  priority  treatment 
projects  which  are  aimed  at  special  risk  populations.  A total  of  I86  of  these  awards 
will  be  made.  In  addition,  continuation  awards  will  be  made  to  honor  existing  com- 
mitments to  45  staffing  grants. 

1_/  Legislation  proposed  to  incorporate  alcohol  project  grants  and  contracts  into 
Section  3l4e  of  the  Public  Health  Service  Act. 
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ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 

Alcohol,  Drug  Abuse,  and  Mental  Health 

Program  Purpose  and  Accomplishments 

Activity:  Alcohol  - Community  Programs  - Grants  to  States 

(Comprehensive  Alcohol  Abuse  and  Alcoholism  Prevention,  Treatment, 
and  Rehabilitation  Act  of  1970,  Section  301) 


1974 

1975 

Budget  Estimates 

Pos. 

Amount 

Authorization 

Pos . Amount 

— 

$45,600,000 

i7 

$45,600,000 

(75,600,000) 

(Obligations) 

Purpose:  Section  301  of  the  Comprehensive  Alcohol  Abuse  and  Alcoholism 

Act  ot  1970  (Public  Law  91-616)  authorizes  formula  grants  to  States  for 
the  planning,  establishment,  maintenance,  coordination  and  evaluation  of 
projects  for  the  development  of  alcoholism  prevention,  treatment  and 
rehr/illitatlon  programs. 

Expl  mat ion:  Funds  are  allotted  to  States  on  the  basis  of  their  relative 
popr  ation,  financial  need  and  the  need  for  a more  effective  prevention 
tref  ment,  and  rehabilitation  program.  At  the  request  of  any  state  a 
port  on  of  any  allotment  shall  be  available  to  pay  some  of  the  cost  of 
the  idmlnistration  of  the  state  alcoholism  programs.  Plans  submitted- 
by  t ,e  states  must  set  forth  a survey  of  need  for  the  prevention  and 
trea  :ment  of  alcohol  abuse  and  alcoholism,  including  an  assessment  of 
the  ealth  facilities  needed  to  provide  services. 

Acco  ipllshments  In  1974:  In  1974,  69%  of  the  funds  allotted  to  the 

stat  s were  utilized  for  direct  services.  The  remaining  funds  were  used 
as  f ’Hows:  Statewide  program  development  12%;  education,  training  and 

prev.  ntlon  8%;  evaluation  4%;  and  administrative  costs  7%. 

Obje  tlves  for  1975:  In  1975,  a plan  of  utilization  similar  to  that  In 

FY  1‘  74  Is  anticipated. 


jL/  eglslatlon  authorizing  this  program  expires  June  30,  1974.  Additional 
auth-  rlzlng  legislation  will  be  submitted. 
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ALCOHOL,  DRUG  ABUSE,  AND  ’tENTAL  IIEALIH  AD^^[NISTRATION 

Alcohol,  Drug  Abuse,  and  Mental  Health 
Program  Purposes  and  Accomplishments 

Activity;  Alcohol  - Management  and  Information  (Public  Health  Service 
Act,  Section  301/303) 

1^75 

1974  Budget  Estimate 

Po^  Amount  Authorization  Pos.  Amount 

91  $10,040,000  Indefinite  107  $9,863,000 

(11,245,000)  Obligation 

Purpose ; To  provide  overall  planning,  direction  and  coordination  of  the  alco- 
holism prevention,  treatment,  training  and  research  programs;  to  provide  in- 
formation services  for  the  alcoholism  program  and  administrative  support  for 
the  various  components  of  the  National  Institute  on  Alcohol  Abuse  and  Alcoholism. 

Explanation;  This  subactivity  provides  staff  support  for  the  National  Institute 
on  Alcohol  Abuse  and  Alcoholism  which  carries  out  the  following  functions;  1) 
Planning,  direction  and  evaluation  of  alcoholism  programs  at  NIAAA;  2)  Develop- 
ment of  policy  guidance  and  staff  direction  in  such  areas  as  program  coordin- 
ation and  review,  research,  administrative  management,  and  manpower  and  resource 
development;  3)  Serves  as  a focal  point  for  the  national  alcohol  abuse  and 
alcoholism  effort;  4)  Provision  of  professional  and  technical  assistance  to  the 
DHEI/  Regional  Offices,  State  and  local  governments,  and  private  organizations,  and 
5)  Coordination  of  the  Institute’s  interagency  and  intergovernmental  alcoholism 
programs. 


This  subactivity  also  provides  support  to  the  Institute’s  National  Clearing- 
house on  Alcohol  Information,  The  missions  of  the  Clearinghouse  are  to  develop 
pub-lic  recognition  of  alcoholism  as  an  illness  for  ^diich  the  afflicted  individ- 
ual needs  help;  to  encourage  t’le  heiilth  syst-m  to  accept  alcoholism  as  a medical 
and  social  behavioral  problem,  and  to  treat  the  alcoholic  as  one  would  any  other 
person  with  an  illness;  to  develop  nu’'lic  awareness  of  the  properties  and 
effects  of  alcohol;  and  to  encourage  a public  attitude  xdiich  will  be  more  con- 
ducive to  the  responsible  use  of  alcohol.  Pinally,  this  subactivity  provides 
support  for  the  hational  Center  for  Alcohol  Education, 

Accomplishments  Ln  1974;  The  Institute's  informatior  and  education  programs 
received  high  priority  in  FY  1974,  Initial  efforts  v-ere  devoted  to  building 
a foundation  of  ’-  areness  of  the  nature  and  scope  of  alcohol-related  problems 
in  the  Inited  St  ices.  This  has  been  carried  out  through  5uch  means  as  public 
service  advertising,  surveys  of  existing  printed  materials  and  films  on  alco- 
hol, development  of  general  and  scientific  puhlicatioru? , and  production  of  a 
film  for  junior  high  and  high-school  use.  In  addition,  the  National  Center 
for  Alcohol  Education  provided  a model  for  initiatives  and  innovations  in 
alcoholism  education. 

Objectives  for  1975;  In  1975,-  technical  assistance  will  continue  to  be  pro- 
vided to  States  and  local  governments  in  development  of  non-Federal  funding 
sources  for  alcoholism  services,  in  program  development  and  encouragement 
of  State,  local,  public  and  private  groups  in  expanding  their  efforts  in 
prevention,  education,  and  treatment,  and  ir  development  of  innovative  pro- 
grams directed  toward  the  solution  of  alcohol  abuse  and  alcoholism  problems 
among  special  target  groups.  The  national  focal  points  for  alcohol  infor- 
mation and  education  found  in  the  National  Clearinghouse  for  Alcohol  Infor- 
mation and  the  National  Center  for  Alcohol  Education,  respectively,  will 
continue  to  be  developed  and  expanded.  Fverv  effort  will  be  made  to  ensure 
that  information  gained  through  the  expanded  research  activity  will  be 
communicated  to  the  field  and  applied  to  treatment  and  prevention  programs 
supported  bv  Federal,  State,  and  local  monies. 
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Alcohol,  Drur  Abuse  and  Mental  Health  Adr^ ' nistration 
Alcohol,  Drug  Abuse  and  Mental  Hef-lth 
Program  Purpose  and  Accomplishments 


Activity:  Buildings  and  Facilities 


1975 

197h 

Budget 

Estimate 

Pos.  Amount 

Authorization 

Pos . Amount 

— 

Obligations 
Budget  Authority 

Indefinite 

$200,000 

Purpose:  For  construction,  alterations  and  repairs  and  improvements  of  buildings 

and  facilities  of  the  Alcohol,  Drug  Abuse  and  Mental  Heal''h  A.dministration,  including 
preparation  of  plans  and  specifications. 

Explanation:  This  represents  a new  budget  activity  under  the  Alcohol,  Drug  Abuse 

and  Mental  Health  appropriation.  Appropriated  funds  will  remain  available  until 
expend  ed . 

Accomplishments  in  197^:  Current  year  obligations  will  be  reported  under  the  former 

parent  appropriations.  Buildings  and  Facilities,  Health  Service  and  Mental  Health 
Administration.  Balances  applicable  to  ADAMHA  programs  will  be  transferred  to  this 
account  as  of  the  close  of  the  current  fiscal  year.  At  that  time,  -there  will  also 
be  a simultaneous  transfer,  from  this  appropriation  to  that  of  the  District  of  Colum- 
bia, of  those  balances  allocable  to  Saint  Elizabeths  Hospital.  The  latter  trans- 
action relates  to  the  proposed  transfer  of  the  Hospital  to  District  of  Columbia 
control  in  1975. 

Ob.lectives  in  1973:  Obligation  of  $200,000  in  1975  reflects  the  planned  construction 

of  an  animal  fence  and  necessary  landscaping  at  the  IIIMK  research  facility,  located 
at  Poolesville,  Maryland. 
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AI.COMOL,  DRUr,  ABUSE,  A>Tn  StEN'TAL  HEALTH  ADVIHISTRATION 


Alcohol,  Drue  Abuse  and  '■‘ental  Health 


Program  Purpose  and  Accomplishments 
Activity:  Program  Direction  (Public  Health  Service  Act,  Section  30!^) 


1975 


Pos . 
290 


197A 


$9,146,000 


Amount 


Budget  Estimates 

Authorization  Pos.  Amount 

Indefinite  290  $10,462,000 


Purpose ; These  funds  support  staff  involved  in  the  overall  direction  and 
management  of  the  Agency. 

Explan^.tion : The  functions  carried  out  in  this  activity  include  program 

plannir.g  and  evaluation,  program  coordination,  adm.inistrative  management 
services,  and  public  affairs  activities.  Also  included  are  operating  costs 
of  general  mental  health,  alcoholism,  and  drug  abuse  personnel  located  in 
the  DHHs’  Regional  Offices.  In  addition,  the  Public  Building  Amendm.ent  of 
1972  (P.L.  92-313)  enacted  by  Congress,  June  16,  1972,  established  an 
industrial  funding  method  of  operations  for  CSA  from  which  the  GSA  operations, 
malnten.ance  and  construction  is  to  be  funded.  The  law,  in  effect  requires 
each  arency  occupying  snace  assigned  by  GSA  to  reimburse  the  GSA  for  that 
space.  This  method  of  financing  is  applicable  to  all  space  administered  by  GSA 
regard' ess  of  whether  it  is  federally  owned  or  leased.  This  activity  is  utilized 
to  rei’-burse  GSA  in  accordance  with  that  law,  and  contains  a program,  increase 
of  $l,'^2,C0O  for  this  program.. 

Accomplishments  In  1974:  Particular  emphasis  in  FY  1974  was  given  to 

evaluation  of  the  Agency's  information  activities  and  reorganizing  FI'-'H 
into  the  Alcohol,  Drug  Abuse,  and  Mental  Health  Administration. 

Objectives  for  1^*75:  The  Agency  will  continue  its  efforts  to  evaluate 

the  ef ^ectivenesr  of  its  programs,  and  work  to  Improve  coordination  and 
collaboration  between  headquarters,  the  regional  offices,  and  state  and 
local  r.ental  health  agencies.  Efforts  wil]  continue  to  effectively 
administer  and  achieve  the  proper  coordination  of  programs  among  the 
three  Institutes.  In  addition,  the  Agency  will  evaluate  programs  to 
determine  which  additional  ones  should  be  administered  in  the  DHEV  regional 
offices. 


32-029  0 - 74  - 36 
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Allocation  of  Funds  for  Drug  Abuse 
Formula  Grants 

1974 

Allocations 


Alabama $483,916 

Alaska 100 , 000 

Arizona 241,069 

Arkansas 282,984 

California 2,149,422 

Colorada 273,661 

Connecticut 306,083 

Delaware 100 , 000 

District  of  Columbia 211,453 

Florida 887,167 

Georgia 596,588 

Hawaii 100 ,000 

Idaho 104,619 

Illinois 1,217,821 

Indiana ' 611,290 

Iowa 338,627 

Kansas 258,984 

Kentucky 438,812 

Louisiana 499,445 

Maine 132,851 

Maryland 433 ,141 

Massachusetts 617,521 

Michigan 970,728 

Minnesota 447,624 

Mississippi 336,923 

Missouri 549,514 

Montana 100 , 000 

Nebraska 177,662 

Nevada 100,000 

New  Hampshire 100,000 

New  Jersey 874,347 

New  Mexico 145,922 

New  York. 1,840,077 

North  Carolina 672,239 

North  Dakota 100,000 


1975 

Allocations 

$690,702 

100,000 

344,083 

403,908 

3,067,911 

390,602 

436,878 

100,000 

211,453 

1,266,270 

851,522 

122,569 

139,627 

1,649,820 

872,506 

483,328 

369,653 

626,325 

712,867 

189,621 

618,231 

881,400 

1,385,539 

638,902 

480,896 

784,331 

126,078 

253,580 

100,000 

131,463 

1,064,698 

208,277 

2,626,377 

959,500 

117,323 
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Allocation  of  Funds  for  Drug  Abuse 
Formula  Grants 


Ohio. 

Oklahoma 

Oregon. 

Pennsylvania. . . . 
Rnode  Island.... 

Soith  Carolina., 
Soith  Dakota.... 

Tennessee 

Texas 

Utah 

Vermont 

Vl-glnla 

Washington 

West  Virginia.. 
Wisconsin 

Wyoming 

Guam 

Puerto  Rico .... 
Virgin  islands. 
American  Samoa . 

Trust  Territory 


1974 

Allocations 

1,196,049 

335,073 

259,008 

1,337,492 

109,192 

369,223 

100,000 

539,485 

1,426,749 

154,158 

100,000 

561,952 

383,608 

237,394 

529,360 

100,000 

13,679 

417,855 

10,759 

4,381 

14,093 

25,000,000 


1975 

Allocations 

1,707,144 

478,256 

369,688 

1,909,028 

155,852 

526,999 

127,502 

770,018 

2,036,427 

211,167 

100,000 

802,084 

547,531 

338,837 

755,565 

100,000 

19,525 

596,413 

15,356 

6,253 

20,115 

35,000,000 


Total 
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Allocation  of  Funds  for  Alcohol 
Formula  Grants 


1974 

Allocations 

Alabama $906, K51 

Alaska 200,000 

Arizona 411,656 

Arkansas 508 ,619 

California 3,925,628 

Colorada 487,723 

Connecticut 568,264 

Delaware 200,000 

District  of  Columbia 200,000 

Florida 1,548,183 

Georgia 1,087,308 

Hawaii 200,000 

Idaho 200,000 

Illinois 2,149,246 

Indiana 1,124,581 

Iowa 620,481 

Kansas — 474,299 

Kentucky 812,886 

Louisiana 918,753 

Maine. . 241,624 

Maryland 794,988 

Massachusetts 1,135,051 

Michigan 1,804,708 

Minnesota 827,786 

Mississippi 626,433 

Missouri 1,036,612 

Montana 200,000 

Nebraska 325,163 

Nevada 200,000 

New  Hampshire 200,000 

New  Jersey 1,391,575 

New  Mexico 255,048 

New  York 3,425,960 

North  Carolina 1,240,918 

North  Dakota 200,000 


1975 

Allocations 
$890,059 
200,000 
. 443,396 

520,488 
3,953,404 

503,342 

562,975 

200,000 

200,000 

1,631,753 

1,097,297 

200,000 

200,000 

2,126,007 

1,124,337 

622,831 

476,346 

807,102 

918,622 

244,351 

796,670 

1,135,798 

1,785,446 

823,308 

619,697 

1,010,713 

200,000 

326,771 

200,000 

200,000 

1,372,001 

268,392 

3,384,428 

1,236,440 

200,000 
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Allocation  of  Funds  for  Alcohol 
Formula  Grants 


1974 

Allocations 


Ohio 2,240,257 

Oklahoma 616,007 

Oregon 466,827 

Pennsylvania 2,493,783 

Rhode  Island. 202,830 

South  Carolina 677,129 

South  Dakota 200,000 

Tennessee 988,869 

Texas 2,580,320 

Utah 263,997 

Vermont 200,000 

Virginia 1,042,563 

Washington 714 ,446 

West  Virginia 441,501 

Wisconsin 978,442 

Wyoming 200 ,000 

Guam 23,849 

Puerto  Rico 766,619 

Virgin  Islands 16,421 

American  Samoa 7,472 

Trust  Territory 28,324 


1975 

Allocations 

2,199,876 

616,295 

476,391 

2,460,031 

200,835 

679,106 

200,000 

992,268 

2,624,200 

272,108 

200,000 

1,033,590 

705,565 

436,635 

973,644 

200,000 

25,160 

768,555 

19,788 

8,058 

25,921 


Total 


45,600,000 


45,600,000 
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NEW  POSITIONS  REQUESTED 


DRUG  ABUSE 

Chief,  Division  of  Community  Assistance 

Project  Manager 

Medical  Officer 

Project  Manager 

Systems  Analyst 

Regional  Coordinator 

Training  Specialist 

Program  Evaluation  Officer 

Program  Analyst 

Social  Science  Analyst 

Training  Specialist 

Public  Health  Analyst 

Statisticiein 

Contract  Specialist 

Program  Specialist 

Assistant  Project  Manager 

Project  Development  Specialist 

Auditor 

Statistician 

Training  Specialist 

Public  Health  Advisor 

Legal  Assistant 

Program  Specialist 

Administrative  Assistant 

Statistician 

Program  Analyst 

Social  Science  Analyst 

Public  Health  Advisor 

Research  Assistant 

Program  Specialist 

Staff  Assistant 

Public  Health  Advisor 

Auditor 

Administrative  Assistant 

Procurement  Assistant 

Secretary /Stenographer 

Program  Analyst 

Statistical  Assistant 

Secretary /Stenographer 

Education  and  Training  Assistant 

library  Technician 

Audit  Clerk 

Computer  Operator 

Fiscal  Clerk 

Secret ary /Stenographer 

Bio lab oratory  Technician 


1975 

GRADE 

NO. 

ANNUAL  SALARY 

GS-15 

1 . 

$28,263 

GS-15 

2 

56,526 

GS-15 

1 

28,263 

GS-II+ 

1 

24,247 

GS-i4 

1 

24,247 

GS-lU 

1 

24,247 

GS-14 

1 

24,247 

GS-1^ 

1 

24 ,247 

GS-i4 

2 

48,494 

GS-13 

1 

20,677 

GS-13 

1 

20,677 

GS-13 

2 

41,354 

GS-13 

1 

20,677 

GS-13 

1 

20,677 

GS-13 

1 

20,677 

GS-13 

1 

20 ,677 

GS-13 

1 

20,677 

GS-13 

2 

41,354 

GS-12 

1 

17,497 

GS-12 

1 

17,497 

GS-12 

1 

17,497 

GS-12 

1 

17,497 

GS-12 

1 

17,497 

GS-12 

1 

17,497 

G8-12 

1 

17,497 

GS-11 

2 

29,342 

GS-11 

2 

29,342 

GS-11 

1 

14,671 

GS-11 

1 

14,671 

GS-11 

1 

14  ,671 

GS-9 

1 

12,167 

GS-9 

2 

24,334 

GS-9 

1 

' 12,167 

CBB-9 

1 

12,167 

GS-9 

1 

12,167 

GS-8 

2 

22  ,058 

QB-T 

1 

9,969 

GS-T 

1 

9,969 

GS-T 

2 

19,938 

GS-T 

1 

9,969 

GS-6 

1 

8,977 

GS-6 

1 

8,977 

GS-6 

1 

6,977 

GS-6 

1 

8,977 

GS-6 

1 

8,977 

GS-5 

1 

8,055 
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Secreteay 

GS-5 

3 

$2U,l65 

Clerk/iypist 

GS-U 

8 

57.58U 

Clerk/Hypist 

GE-3 

2 

12,8l6 

Supply  Clerk 

GS-3 

1 

6,U08 

Messenger 

G6-2 

1 

5,682 

Clerk 

GS-2 

1 

71 

5.682 

$1,oU5.586 

ALCOHOL 

Health  Services  Administrator 

GS-15 

1 

28 ,263 

Medical  Officer 

GS-15 

1 

28.263 

Medical  Officer 

GS-lU 

1 

2U.2U7 

Public  Health  Advisor 

GS-13 

1 

20,677 

Research  Psychologist 

GS-13 

1 

20,677 

Education  Specialist 

GS-12 

2 

3U.99U 

Social  Science  Analyst 

GS-12 

3 

52,U91 

Alcoholism  Coxmselor 

GS-12 

1 

17.U97 

Secretary 

C^-5 

2 

16 ,110 

Clerk/Typist 

GS-U 

2 

iU,396 

Clerk/iypist 

GS-3 

1 

1^ 

6.U08 
26U  ,023 

Total  new  positions,  all  activities 

87 

$1,309,609 
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Wednesday,  April  3, 1D74. 
HEALTH  EESOUKCES  ADMINISTEATION 


Payment  of  Sales  Insufficiencies  and  Interest  Losses 

WITNESSES 

DONALD  C.  PARKS,  ACTING  ASSOCIATE  ADMINISTRATOR  FOR 
MANAGEMENT 

JOHN  P.  BUCKLEY,  ACTING  DIRECTOR,  DIVISION  OF  FINANCIAL 
MANAGEMENT 

CHARLES  MILLER,  DEPUTY  ASSISTANT  SECRETARY,  BUDGET 

Mr.  Flood.  Now  we  have  the  Health  Eesources  Administration,  Pay- 
ment of  Sales  Insufficiencies  and  Interest  Losses.  The  presentation 
will  be  made  by  Donald  C.  Parks,  Acting  Associate  Administrator  for 
Management. 

We  will  put  your  statement  in  the  record. 

[The  statement  follows :] 

PROGRAM  AMD  FINANCING  (IN  THOUSANDS  OF  DOLLARS) 


1973  actual  1974  est.  1975  est. 


Financing:  Budget  authority 

Budget  authority: 

Appropriation 

Transfers  to  other  accounts: 

Health  professions  education  fund 
Nurse  training  fund 

Appropriation  (adjusted) 


4, 000 

4, 000 

4, 000 

-2, 127 

+2, 250 

-2,268 

-1,873 

-1,750 

-1,732 

Biographical  Sketch  of  Donald  Chester  Parks 

Name : Donald  Chester  Parks. 

Position : Acting  Associate  Administrator  for  Management,  Health  Resources 
Administration. 

Birthplace  and  date : Seattle,  Wash.,  June  11, 1933. 

Education : B.A.,  University  of  Washington,  Seattle,  Wash.,  1951“55 ; University 
of  Alabama,  Tuscaloosa,  Ala.,  1955-56;  University  of  Tennessee,  Knoxville, 

Tenn.,  1956 ; and  University  of  Kentucky,  Lexington,  1956. 

EXPERIENCE 

Present : Acting  Associate  Administrator  for  Management ; HRA. 

1973 : Acting  Executive  OflScer,  Bureau  of  Health  Manpower  Education. 

1970-73 : Assistant  Director  for  Administration,  Division  of  Physician  and  Health 
Professions  Education,  BHME. 

1969-70:  Assistant  Director  fo*r  Administration,  Division  of  Health  Manpower 
Educational  Services,  BEMT. 

1967-69 : Executive  Officer,  Division  of  Health  Manpower  Educational  Services, 
BEMT. 

1966-67:  Program  Analysis  Officer,  Welfare  Administration,  Department  of 
Health,  Education,  and  Welfare. 

1966 : Program  Planning  and  Analysis  Officer,  Welfare  Administration,  Depart- 
ment of  Health,  Education,  and  Welfare. 

1964r-66  : Executive  Officer,  Pesticides  Program,  DHEW,  PHS. 

1963-64:  Management  Analyst,  Division  of  Radiological  Health,  BSS-EH, 

DHEW,  PHS. 

1961-63  : Management  Officer,  NERHL,  Division  of  Radiological  Health,  BSS-EH, 
DHEW,  PHS. 
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1959-61:  Management  Assistant,  Division  of  Radiological  Health,  VAA-EH, 

DHEW,  PHS. 

1957 : Management  Intern,  Management  Advisory  Branch,  BSS,  DHEW,  PHS. 
Honoraries  : Alpha  Omicon  Pi — (Political  Science). 

Awards:  DHEW  Superior  Service  Award,  1972;  Superior  Work  Performance, 

I 1963 ; and  Quality  Increase,  1968,  EEO  Award,  1972. 

: Training:  Introduction  to  Automatic  Data  Processing,  1963;  Modem  Ideas  to 

Concepts  of  Management,  1964 ; OSO  Management  and  Organization : Ideas 
f and  Authors,  1965;  Management  Seminar,  1965;  and  Brookings  Institute 

Seminar,  1971, 1972, 1973. 

Payment  of  Sales  Insufficiencies  and  Interest  Losses 

Mr.  Chairman  and  members  of  the  committee : We  are  requesting  $4  million 
for  this  appropriation,  the  same  amount  as  last  year.  We  have  found  for  the 
i past  3 years,  that  this  amount  will  cover  the  mandatory  operating  costs  that 
i must  be  funded  in  ac^^ordance  with  the  Public  Health  Service  Acts  and  the 
Government  Corporation  Control  Act.  These  operating  costs  are  interest  payments 
! to  the  Treasury,  interest  payments  to  the  Government  National  Mortgage 
Association,  and  cancellation  payments  to  health  professions  schools. 

The  Public  Health  Service  Act  authorizes  the  Federal  Government  to  pay  the 
i difference  between  the  interest  paid  by  the  student  to  his  school  and  the  interest 
: payable  by  the  schools  to  the  Government  National  Mortgage  Association  and 
to  the  Treasury.  In  addition,  Federal  payment  is  authorized  to  be  paid  to  schools 
to  cover  cost  of  loan  cancellations  as  provided  for  under  the  loan  cancellation 
i provisions  of  the  Public  Health  Service  Act. 

These  two  funds — the  Health  Professions  Education  Fund  and  the  Nurse 
Training  Fund — ^have  1968-70  provided  $46,163,000  in  loans  to  students  in  schools 
of  medicine,  dentistry,  optometry,  podiatry,  osteopathy,  pharmacy,  veterinary 
i medicine,  and  nursing. 

The  students  repay  these  loans  with  interest  to  the  institutions  and  the  pay- 
ments are  then  repaid  to  the  Secretary  for  deposit  in  the  revolving  funds.  How- 
' ever,  as  these  funds  have  been  in  operation  only  since  1968,  repayment  of  loans 
and  interest  by  students  remains  insignificant,  since  students  do  not  pay  on 
loans  until  education  is  completed  and  other  deferments  are  utilized. 

In  fiscal  year  1975,  therefore,  the  $4  million  requested  will  provide  for  the 
following : 

(1)  Payment  to  the  Treasury  Department  of  $1,874,000  interest  on  appropriated 
funds  loaned  to  the  schools. 

(2)  Payment  to  the  Government  National  Mortgage  Association  of  $929,000 
interest  due  to  holders  of  participation  certificates  issued  by  the  Government 
National  Mortgage  Association  and  backed  by  notes  given  to  the  Secretary  by 

’ the  schools. 

(3)  Estimated  payment  to  the  schools  of  $1,197,000  arising  from  the  forgiveness 
1 and  canceUation  benefits  in  the  act  relating  primarily  to  the  employment  of 
i graduates  in  an  area  of  public  benefit. 

I will  be  most  happy  to  answer  any  questions. 

Mr.  Flood.  The  $4  million  for  payment  of  sales  insufficiencies  and 
interest  losses,  is  a mandatory  appropriation.  Eight  ? 

Mr.  Parks.  Eight. 

AUTHORIZING  LEGISLATION 

Mr.  Flood.  With  the  authorizing  legislation  for  the  awarding  of 
loans  under  section  744  and  827  of  the  Public  Health  Service  Act  ex- 
piring on  June  30,  1974,  why  is  there  a need  for  this  appropriation  in 
fiscal  year  1975  ? 

Mr.  Parks.  We  participated  in  sales,  through  GEMA  and  those  are 
I long-term  notes  on  which  we  are  required  to  make  payments.  In  addi- 
tion we  are  required  to  pay  to  the  Treasury  interest  on  appropriated 
money  loaned  to  students  which  technically  could  run  until  1999. 

Mr.  Flood.  What  is  the  legislative  authority  which  permits  the  ap- 
; propriation  of  funds  for  these  purposes  after  June  30,  1974? 
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Mr.  Parks.  It  is  a continuing  authority  within  the  PHS  Act  in 
section  744(b)  relating  to  health  profession  schools  and  in  section 
827(b)  relating  to  nursing  schools.  These  are  special  debt  servicing 
sections  and  does  not  relate  to  the  appropriation  of  money  for  student 
loans. 

Mr.  Flood.  I want  to  have  the  record  show  that. 

The  amount  you  have  requested  has  remained  at  the  same  level,  $4 
million,  since  fiscal  year  1972.  Do  you  believe  that  is  the  maximum 
amount  required  to  carry  out  the  provisions  of  the  student  loan 
program  ? 

Mr.  Parks.  This  money  we  are  requesting  relates  only  to  certain 
required  interest  payments  and  in  no  way  provides  loan  moneys  to 
the  students.  The  money  is  only  to  meet  those  interest  cancellations, 
and  forgiveness  obligations  of  loans  made  previously. 

CANCELLATION  PROVISIONS 

Mr.  Flood.  Are  more  students  taking  advantage  of  that  cancellation 
provision  in  the  law  by  serving  in  these  designated  manpower  short- 
age areas  ? 

Mr.  Parks.  Each  year  a few  more  are  coming  in.  It  hasn’t  been  in 
significant  numbers.  The  new  forgiveness  provisions  that  were  pro- 
vided by  the  Health  Manpower  Act  of  1971  provide  a much  greater 
foregiveness  provision.  We  think  there  will  be  a greater  rise  but  it  will 
not  affect  these  funds  too  much. 

Mr.  Flood.  How  much  in  this  request  do  you  have  to  cover  cancella- 
tions which  stem  from  these  students  going  to  these  shortage  areas? 
Put  that  in  the  record. 

[The  information  follows:] 

In  fiscal  year  1975  $1,197,000  is  requested  for  cancellations.  Based  on  fiscal 
year  1972  figures  99  percent  or  $1,185,000  will  cover  cancellations  due  to  employ- 
ment and  1 percent  will  cover  cancellations  due  to  death  and  disability. 

Mr.  Flood.  Also  for  the  record  show  how  many  students  took  advan- 
tage of  the  cancellation  program  provision  in  fiscal  year  1973  and 
1974.  That  is  all  we  need  from  you. 

Mr.  Parks.  We  don’t  have  the  1973-74  figures  yet  because  the 
student  has  to  participate  for  a year  at  least.  We  can  give  you  up 
to  1972. 

Mr.  Flood.  By  the  time  this  is  printed  you  might  have  that. 

Mr.  Parks.  The  regional  offices  are  processing  the  1973  figures  now. 
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[The  information  follows:] 

Student  loans  can  be  cancelled  for  either  of  two  reasons;  employment  in  a 
shortage  area  or  due  to  the  death  or  disability  of  the  individual.  The  following 
table  indicates  the  number  of  students  for  which  loans  have  been  cancelled  over 
a 3-year  i)eriod. 


Reason  for  cancellation 

Death  or 

Year  Total  students  Employment  disability 


1970: 

Physicians 6 6 

Nurses 586  577  9 

Subtotal 592  577  15 

1971: 

Physicians 13  6 7 

Nurses 1,796  1,789  7 

Subtotal 1,809  1,795  14 

1972: 

Physicians 16  7 9 

Nurses 2,730  2,718  12 

Subtotal - 2,746  2,725  21 


Mr.  Flood.  Are  there  questions  ? 
Thank  you  very  much. 
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JUSTIFICATION  OF  THE  BUDGET  ESTIMATES 

Payment  of  Sales  Insuf  iciencles  and  Interest  Losses 
Amounts  Available  for  Obligation 


" 1974  * 

Appropriation $4,000,000 

Estimated  transfer  to  other  accounts  1/ 4,000,000 

Health  Professions  Education  Fund (2,250,000) 

Nurse  Training  Fund (1,750,000) 


1975 

$4,000,000 

4,000,000 

(2,268,000) 

(1,732,000) 


1/  Distribution  between  Health  Professions  Education  Fund  and  Nurse  Training  Fund 
may  vary  due  to  changing  interest  rate. 


Health  Professions  Education  Fund 
Amoxmts  Available  for  Obligation 


1974 

Receipts  and  reimbursements  from  non-Federal  sources $2,186,000 

Transferred  from  other  accounts  (estimate) 2,250,000 

Unobligated  balance,  start  of  year 352,000 

Other  unobligated  balances,  end  of  year -127,000 

Total,  obligations 4,661,000 


1975 

$2,190,000 

2,268,000 

127,000 

-127,000 

4,458,000 


Obligations  by  Activity  and  Object 


1974  1975  Increase  or  Decrease 


Cancellations $350,000  $370,000  +$20,000 

Interest 4,311,000  4,088,000 -223,000 


Total,  obligations.. 


4,661,000 


4,458,000 


-203,000 
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DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 
HEALTH  RESOURCES  ADMINISTRATION 
Nurse  Training  Fund 
Amounts  Available  for  Obligation 


1974 

Receipts  and  reimbursements  from  non-Federal  sources $1,585,000 

Transferred  from  other  accounts  (estimate) 1,750,000 

Unobligated  balance,  start  of  year 364,000 

Other  unobligated  balances,  end  of  year -229,000 

Total  obligations 3,470,000 


1975 

$1,585,000 

1.732.000 
229,000 

-229,000 

3.317.000 


Obligations  by  Activity  and  Object 

1974 

1975 

Increase  or  Decrease 

Cancellations 

$827,000 

+$2,000 

Interest 

2,490,000 

-155,000 

Total  obligations. 

3,317,000 

-153,000 

Summary  of  Changes 


1974  Appropriation $4,000,000 

1975  Request $4,000,000 


Net  change 


j. 


Base 

Change 

from  Base 

Pos . Amount 

Pos. 

Amount 

Increases; 

A.  Built-in; 

1.  Cancellations 

+$22,000 

Trti‘al  *f  n o TPij Q AC  . ^ ^ ^ ^ 

+22,000 

Decreases; 

A.  Built-in; 

1.  Payment  to  Treasury 

-22,000 

Total,  decreases 

— 

-22,000 

Total,  net  change 


Explanation  of  Changes 

Increases; 

The  $22,000  Is  needed  for  reimbursements  to  schools  for  estimated  loan  repay- 
ments cancelled  under  section  744(b)  and  827(b)  of  the  Public  Health  Service  Act. 

Decreases; 

The  decrease  In  interest  owed  to  the  Treasury  results  from  a reduction  in  loans 
outstanding. 
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Authorizing  Legislation 


1975 

Appropriation 

Legislation  Authorized  Requested 

Public  Health  Service  Act: 

Payments  to  Schools  to  Cover  Certain  Costs 

Incurred  in  Making  Student  Loans  from  Borrowed 
Funds: 

Section  744(b) — Health  professions  schools Indefinite  $2,268,000 

Section  827(b) — Schools  of  Nursing., Indefinite  1,732,000 

Appropriation 

Section  744(b).  If  a school  borrows  any  sums  under  this  section,  the  Secretary 
shall  agree  to  pay  to  the  school  (1)  an  amount  equal  to  90  per  centum  of  the  loss  to 
the  school  from  defaults  on  student  loans  made  from  such  sums,  (2)  the  amount  by 
which  the  interest  payable  by  the  schools  of  such  sums  exceed  the  interest  received 
by  it  on  student  loans  made  from  such  sums,  (3)  an  amount  equal  to  the  collection 
expenses  authorized  by  section  740(b)(3)  to  be  paid  out  of  a student  loan  fund  with 
respect  to  such  sums,  and  (4)  the  amount  of  principal  which  is  cancelled  pursuant  to 
section  741(d)  or  (f)  with  respect  to  student  loans  made  from  such  funds.  There  are 
authorized  to  be  appropriated  without  fiscal  year  limitations  such  sums  as  may  be 
necessary  to  carry  out  the  purposes  of  this  sub-section. 

Section  827(b).  If  a school  of  nursing  borrows  any  sums  under  this  section,  the 
Secretary  shall  agree  to  pay  to  the  school  (1)  an  amount  equal  to  90  per  centum  of  the 
loss  to  the  school  from  defaults  on  student  loans  made  from  such  sums,  (2)  the  amoimt 
by  which  the  interest  payable  by  the  school  of  such  sums  exceed  the  interest  received 
by  it  on  student  loans  made  from  such  sums,  (3)  an  amount  equal  to  the  amount  of 
collection  expenses  authorized  by  section  822(b)(3)  to  be  paid  out  of  a student  loan 
fund  with  respect  to  such  sums,  and  (4)  the  amount  of  principal  which  is  cancelled 
pursuant  to  section  823(b)(3)  or  (4)  with  respect  to  student  loans  made  from  such 
sums.  There  are  authorized  to  be  appropriated  without  fiscal  year  limitations  such 
sums  as  may  be  necessary  to  carry  out  the  purposes  of  this  sub-section. 
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Payment  of  Sales 

Insufficiencies 

and  Interest  Losses 

Year 

Budget 
Estimate 
To  Congress 

House 

Allowance 

Senate 

Allowance 

Appropriation 

1968 

$250,000 

$250,000 

$250,000 

$250,000 

1969 

200,000 

200,000 

200,000 

200,000 

1970 

957,000 

957,000 

957,000 

957,000 

1971 

3,083,000 

3,083,000 

3,083,000 

3,083,000 

1972 

4,000,000 

4,000,000 

4,000,000 

4,000,000 

1973 

4,000,000 

4,000,000 

4,000,000 

4,000,000 

1974 

4,000,000 

4,000,000 

4,000,000 

4,000,000 

1975 

4,000,000 
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Payment  of  Sales  Insufficiencies  and  Interest  Losses 


1974 

1975 

Increase  or  Decrease 

Pos . 

Amount  Pos. 

Amount 

Pos.  Amount 

Personnel  compensation 
3.nd  •••••••  — 

$4,000,000 

$4,000, JOO 

4,000,000 

4,000,000 

— 

INTRODUCTION 


This  appropriation  provides  for  those  mandatory  interest  payments  to  the 
Treasury  Department  and  the  Government  National  Mortgage  Association  which  arise 
from  operation  of  the  two  student  loan  revolving  funds,  the  Health  Professions 
Education  Fund  and  the  Nurse  Training  Fund.  Under  the  basic  legislation,  funds  may 
be  loaned  to  health  professions  schools  and  schools  of  nursing  for  use  by  the  schools- 
in  making  loans  to  students.  Schools  borrowing  funds  execute  a note  payable  for  the 
amount  of  the  loan.  Participation  certificates  (backed  by  taese  notes)  may  be  sold 
to  private  Investors  by  the  Government  National  Mortgage  Association  so  that  the 
funds  may  be  replenished.  Interest  on  appropriated  funds  loaned  to  the  schools  must 
be  paid  to  the  Treasury  Department,  interest  must  be  paid  t<’  the  private  investors, 
and  payments  must  be  made  to  schools  for  loan  cancellations  and  forgiveness. 

Fiscal  Year  1974 


The  appropriation  for  fiscal  year  1974  for  sales  insuf  iciences  and  interest 
losses  is  $4,000,000.  Included  is  $1,896,000  for  payment  o.  interest  to  the  Treasur>' 
Department  of  $30,336,000  on  appropriated  funds  loaned  to  schools  during  fiscal  year 
1968  through  1971  to  capitalize  their  student  loan  funds,  rilso  included  is 
$929,000  for  interest' due  to  holders  of  $14,569,000  of  part. cipatl on  certificates 
issued  by  the  Government  National  Mortgage  Association.  In  addition,  $1,175,000  is 
provided  for  payment  to  schools  for  cancellations  of  principal  as  provided  for  in 
section  744(b),  Title  VII  and  section  827(b),  Title  VIII  of  the  Public  Health  Service 
Act,  as  amended. 

Plans,  Fiscal  Year  1975 

In  fiscal  year  1975,  payment  of  interest  to  the  Treasury  and  to  the  Government 
National  Mortgage  Association  will  continue.  In  addition,  students  will  continue  to 
take  advantage  of  the  forgiveness  benefits  of  the  loan  fund  act. 

Title  VII,  part  C and  Title  VIII,  part  B of  the  Public  Health  Service  Act, 
established  a revolving  fund  from  which  health  professions  schools  and  schools  of 
nursing  could  borrow  in  order  to  provide  loans  to  their  students.  Public  Law  89-751, 
the  Allied  Health  Professions  Personnel  Training  Act  of  1966,  amended  the  Public 
Health  Service  Act  to  authorize  the  Federal  Government  to  pay  the  difference  between 
the  interest  paid  by  students  to  the  schools  and  the  interest  payable  by  the  schools 
to  the  Government  National  Mortgage  Association  and  the  Treasury. 

The  fiscal  year  1975  request  of  $4,000,000  will  provide  the  following  Federal 
payments: 


$2,639,000 — Payment  of  Interest  Differential 
($1,769,000) — Health  Professions  Education  Fund 
($870,000) — Nurse  Training  Fund 


32-029  0-74-37 


574 


$164,000 — Payment  of  Insufficiencies 
($129,000) — Health  Professions  Education  Fund 
($35,000) — Nurse  Training  Fund 

$1,197,000 — Payment  of  Cancellation 
($370,000) — Health  Professions  Education  Fund 
($827,000) — Nurse  Training  Fund 

Interest  Losses  (Differential) 

(1)  Federal  payment  to  the  United  States  Treasury  which  represents  the  differ- 
ence between  the  United  States  Treasury  interest  rate  and  that  paid  by  the  schools  on 
an  estimated  $29,972,000  (Health  Professions  Education  Fund,  $18,668,000  and  Nurse 
Training  Fund,  $11,304,000)  loaned  to  schools. 

$1,874,000 — Payment  of  Interest  Differential  to  Treasury 
($1,167,000) — Health  Professions  Education  Fund 
($707,000) — Nurse  Training  Fund 

(2)  Federal  pa)rment  to  the  Government  National  Mortgage  Association  which 
represents  the  5.25  percent  Interest  rate  on  $14,569,000  ($11,459,000,  Health 
Professions  Education  Fund,  and  $3,110,000,  Nurse  Training  Fund)  worth  of  paper 
(pledged  notes)  held  by  the  Government  National  Mortgage  Association  as  collateral  for 
participation  certificates  sold  to  private  Investors. 

$765,000 — Payment  of  Irtterest-  to  Government  National  Mortgage  Association 
($602,000) — Health  Professions  Education  Fund 
($163,000) — Nurse  Training  Fund 

Insufficiencies 


Federal  payment  to  the  Government  National  Mortgage  Association  which  represents 
the  difference  between  the  5.25  percent  interest  rate  earned  by  the  student  loan 
paper  (promissory  notes)  and  the  6.38  percent  rate  by  the  Government  National 
Mortgage  Association  on  $14,659,000  worth  of  paper  (participation  certificates)  held 
by  the  public. 

$164,000 — Payment  of  Insufficiencies 
($129,000) — Health  Professions  Education  Fund 
($35,000) — Nurse  Training  Fund 

Cancellations 


Federal  payment  to  Health  Professions  schools  and  Schools  of  Nursing  for  loan 
cancellations  under  section  744(b),  Title  VII  and  section  827(b),  Title  VIII  of  the 
Public  Health  Service  Act,  These  loans  are  cancelled  by  either  the  death  or  permanent 
and  total  disability  of  the  borrower  or  the  borrower's  willingness  to  serve  in  an 
area  designated  by  the  Secretary  as  being  eligible  for  loan  cancellations. 

$1,197,000 — Payment  of  Cancellations 
($370,000) — Health  Professions  Education  Fund 
($827,000) — Nurse  Training  Fund 
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Thursday,  April  4,  1974. 

OFFICE  OF  THE  ASSISTANT  SECEETAEY  OF  HEALTH 

Salaries  and  Expenses 

WITNESSES 

DR.  HENRY  E.  SIMMONS,  DEPUTY  ASSISTANT  SECRETARY  FOR 
HEALTH 

JOHN  H.  KELSO,  DIRECTOR,  OFFICE  OF  REGIONAL  OPERATIONS, 
PHS 

RUPERT  MOURE,  EXECUTIVE  OFFICER,  PHS 

JOHN  C.  DROKE,  DIRECTOR,  OFFICE  OF  ADMINISTRATIVE  MANAGE- 
MENT, PHS 

WILLIAM  E.  MULDOON,  DIRECTOR,  OFFICE  OF  RESOURCE  MANAGE- 
MENT, OAM/PHS 

CHARLES  MILLER,  DEPUTY  ASSISTANT  SECRETARY,  BUDGET 
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Object  Classification  (in  thousands  of  dollars) 


Identification  code  09-37-0367-0-1-653 

1973  actual 

1974  est. 

1975  est. 

Direct  obligations: 

Personnel  compensation: 

1 1. 1 Permanent  positions 

8,935 

9,552 

. 17,494 

11.3  Positions  other  than  permanent 

383 

372 

422 

11.5  Other  personnel  compensation 

no 

74 

147 

Total  personnel  compensation 

9,428 

9, 998 

18,063 

12. 1 Personnel  benefits:  Civilian 

935 

978 

12, 777 

21.0  Travel  and  transportation  of  persons.  _ 

239 

222 

1,207 

22.0  Transportation  of  things 

24 

24 

72 

23. 0 Rent,  communications,  and  utilities... 

656 

587 

2,005 

24.0  Printing  and  reproduction 

298 

162 

178 

25.0  Other  services.  _ . 

1,656 

875 

17,613 

26.0  Supplies  and  materials 

107 

67 

127 

31.0  Equipment 

25 

32 

257 

Total  direct  obligations 

13,368 

12,945 

52.299 

Reimbursable  obligations: 

Personnel  compensation: 

11.1  Permanent  positions 

44 

68 

2,152 

11.3  Positions  other  than  permanent 

52 

11.5  Other  personnel  compensation 

12 

Total  personnel  compensation 

44 

68 

2,216 

12.1  Personnel  benefits:  Civilian 

3 

7 

187 

21.0  Travel  and  transportation  of  persons.. 

1 

130 

260 

23. 0 Rent,  communications,  and  utilities 



3 

5 

24. 0 Printing  and  reproduction. 

28 

25. 0 Other  services 

20 

10 

Contracts 

24,455 

26. 0 Supplies  and  materials 

1 

20 

31.0  Equipment 

2 

50 

Total  reimbursable  obligations 

48 

231 

27,231 

99. 0 Total  obligations 

13,416 

13,176 

79.530 

Personnel  Summary 

Total  number  of  permanent  positions 

545 

512 

968 

Full-time  equivalent  of  other  positions 

29 

33 

59 

Average  paid  employment 

572 

543 

1.010 

Average  GS  grade 

9.3 

9.9 

10. 1 

Average  GS  salary 

$15,681 

$17,176 

$17,240 

Reimbursable: 

Average  paid  employment 

3 

3 

108 

Average  GS  grade. 

12.9 

12.9 

11.5 

Average  GS  salary 

$22,000 

$22,000 

$19,907 
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Program  and  Financing  (in  thousands  of  dollars) 


Identification  code  09-37-0367-0-1-653  1973  actual  1974  est.  1975  est. 


10 


11 

13 

25 


Program  by  activities: 
Direct  program: 


1 . Regional  office  central  staff . 

2.  Program  direction  and  support 

services  

3.  Professional  standards  review 

organizations . 

13,423 

12,945 

7.253 
14, 146 
30,900 

Total  direct  program.. 

13,423 

12,945 

52,299 

Reimbursable  program; 

2.  Program  direction  and  support 

services 

3.  Professional  standards  review 

organizations — trust  funds . 

48 

231 

231 

27,000 

Total  reimbursable  program 

48 

231 

27,231 

Total  programcosts,  funded  L 
Change  in  selected  resources  (unde- 
livered orders)  

13,471 
-55  . 

13,176 

79,530 

Total  obligations 

13,416 

13,176 

79, 530 

Financing: 

Receipts  and  reimbursements  from: 

Federal  funds 

Trust  funds . 

Unobligated  balance  lapsing 

-48 
35  . 

-231 

-231 

-27,000 

Budget  authority 

13,403 

12, 945 

52,299 

Mncludes  capital  outlay  as  follows:  1973,  $25  thousand;  1974,  $50  thousand* 
1975,  $275  thousand. 

NOTES 


Includes  $29,249  in  1975  for  activities  previously  financed  from: 


Health  Services  Administration 

Food  and  Drug  Administration 

Alcohol,  Drug  Abuse,  and  Mental  Health  Administration. 

Social  and  Rehabilitation  Service 

National  Cancer  Institute 

National  Heart  and  Lung  Institute 

National  Institute  of  Dental  Research 

National  Institute  of  Arthritis,  Metabolism,  and  Di- 
gestive Diseases 

National  Institute  of  Neurological  Diseases  and 

Stroke 

National  Institute  of  Allergy  and  Infectious  Diseases. 

National  Institute  of  General  Medical  Sciences 

National  Institute  of  Child  Health  and  Human  Devel- 
opment  

National  Institute  of  Environmental  Health  Sciences. 

National  Library  of  Medicine 

Center  for  Disease  Control ; 

Health  Resources  Administration 

Departmental  management 

Excludes  $6,059  in  1975  for  activities  transferred  to: 

Health  Resources  Administration 

Health  Services  Administration 

Ofiice  of  the  Director,  NIH 


1973 

1974 

5,743 

6,  140 

585 

585 

371 

371 

16,075 

193 

193 

77 

77 

31 

31 

63 

63 

63 

63 

60 

60 

44 

44 

73 

73 

30 

30 

66 

66 

35 

35 

265 

265 

4,448 

5,078 

1,989 

3,998 

72 

Comparable  amounts  for  1973  ($5,396)  and  1974  ($6,059)  arc  included  above. 
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Budget  authority: 

40  Appropriation 13,126  12,000 

41  Transferred  to  other  accounts. —5  1 

42  Transferred  from  other  accounts 282  


43  Appropriation  (adjusted) 13,403  12,000 

46. 20  Proposed  transfer  for  civilian  pay 

raises 871 

46. 30  Proposed  transfer  for  military  pay 

raises.. 74 


52,299 


52,299 


Relation  of  obligations  to  outlays: 


71 

Obligations  incurred,  net  . 

13,368 

12,945 

52,299 

72 

Obligated  balance,  start  of  year 

1,035 

1,214 

1,258 

74 

Obligated  balance,  end  of  year 

-1,214 

-1,258 

-12,153 

77 

Adjustments  in  expired  accounts 

-197  . 

90 

Outlays,  excluding  pay  raise  sup- 
plemental  _ 

12,992 

11,999 

41,361 

91.20 

Outlays  from  civilian  pay  raise 
supplemental _ . 

828 

43 

91.30 

Outlays  from  military  pay  raise 
supplemental- . 

74 
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Mr.  Flood.  We  have  the  Office  of  the  Assistant  Secretary  for  Health, 
Salaries,  and  Expenses,  also  known  as  S.  & E.  The  presentation  will  be 
made  by  Dr.  Henry  E.  Simmons,  Deputy  Assistant  Secretary  for 
Health. 

We  have  your  biographical  sketch  here.  Doctor,  which  we  will  place 
in  the  record. 

[The  document  follows :] 

Biogkaphical  Sketch  of  Henry  E.  Simmons,  M.D. 

Name : Henry  E.  Simmons,  M.D. 

Position : Deputy  Assistant  Secretary  for  Health. 

Birthplace  and  date  : Donora,  Pa.,  January  16, 1930. 

Education : University  of  Pittsburgh,  1951,  Bachelor  of  Science ; University  of 
Pittsburgh,  1957,  Doctor  of  Medicine ; and"  Harvard  University,  1965,  Master  of 
Public  Health. 

EXPERIENCE 

Present : Deputy  Assistant  Secretary  for  Health ; Director,  OflSce  of  Professional 
Standards  Review ; and  Clinical  Associate  Professor  of  Medicine,  George  Wash- 
ington University. 

1970-73 : Director,  Bureau  of  Drugs,  Food  and  Drug  Administration. 

1968-70:  Coordinator  for  Health  and  Medical  Affairs,  Booz,  Allen  & Hamilton, 
Inc. 

1964-68 : Consultant  in  Rheumatic  Diseases  and  Internal  Medicine,  Tufts-New 
England  Medical  Center  Hospitals,  Boston,  Mass. 

1961-64 : Private  practice,  Lexington  and  Boston,  Mass. 

1961-58:  Resident  in  Internal  Medicine,  Tufts-New  England  Medical  Center, 
Boston,  Mass. 

1958-61 : Intern,  University  of  Chicago  Clinics,  Chicago,  111. 

Association  memberships : Member  of  the  Board  of  Governors,  American  College 
of  Physicians ; Diplomate,  American  Board  of  Internal  Medicine ; Member, 
American  Rheumatism  Association ; Member,  American  Public  Health  Associ- 
ation; Member,  American  Society  of  Internal  Medicine;  and  Member,  Alpha 
Omega  Alpha. 

Dr.  Simmons.  I would  like  to  introduce  Mr.  Charlie  Miller,  the 
Deputy  Assistant  Secretary,  Budget ; John  H.  Kelso,  the  Director  of 
our  Office  of  Kegional  Operations ; Mr.  William  E.  Muldoon,  Director, 
Office  of  Resource  Management ; Rupert  Moure,  Executive  Officer  of 
the  Public  Heailth  Service ; and  John  C.  Droke,  Director  of  the  Office 
of  Administrative  Management. 

Mr.  Flood.  I see  you  have  a prepared  statement  here,  Mr.  Secretary. 
You  may  proceed.  , 

Dr.  Simmons.  Thank  you. 

OPENING  STATEMENT 

Mr.  Chairman  and  members  of  the  committee,  I am  pleased  to  ap- 
pear before  you  today  to  present  the  1975  budget  request  for  the  ap- 
propriation supporting  those  activities  directly  under  the  Office  of 
the  Assistant  Secretary  for  Health.  This  is  a new  appropriation  which 
was  established  as  a result  of  the  reorganization  of  the  Public  Health 
Service.  It  finances  the  activities  of  the  regional  health  administrators’ 
central  staff,  the  program  direction  and  administrative  functions,  and 
our  nationwide  professional  standards  review  organization  program. 
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PROGRAM  DIRECTION  AND  SUPPORT  SERVICES 

As  part  of  the  reorganization  of  the  Public  Health  Service,  the  As- 
sistant Secretary  for  Health  was  given  the  added  responsibilities  as 
the  line  manager  of  the  six  health  agencies  in  addition  to  the  previous 
role  as  the  staff  adviser  to  the  Secretary,  on  health  matters.  In  order 
to  discharge  our  responsibilities,  we  have  set  in  place  a fundamentally 
new  management  structure  necessary  to  carry  out  our  mission.  A staff 
of  approximately  500  were  assembled  by  transfer  of  existing  program 
direction  and  management  personnel.  1 would  like  to  take  a few  mo- 
ments to  discuss  the  activities  of  this  staff. 

Perhaps  the  greatest  contribution  that  this  office  can  make  to  the 
health  activities  of  this  country  is  to  develop  a coordinated  national 
health  program  for  the  Federal  Government.  With  the  changing  role 
of  the  Federal  Government  in  the  health  area,  it  is  important  that 
we  develop  a national  health  strategy,  that  we  evaluate  our  ongoing 
health  programs  to  meet  the  changing  needs  of  our  population,  and 
that  we  assure  that  our  current  programs  do  not  overlap  each  other. 
These  functions  are  the  responsibilities  of  the  Office  of  Policy  Develop- 
ment and  Planning,  and  the  Office  of  Program  Operations.  It  is 
through  these  Offices  that  we  also  coordinate  our  efforts  with  those  of 
the  Social  Security  Administration  and  the  Social  and  Pehabilitation 
Service  on  such  matters  as  medicare,  medicaid,  health  insurance  plan- 
ning, and  development  of  professional  standards  review  organizations. 

Because  of  the  heavy  involvement  of  certain  health  programs  with 
other  agencies  in  the  Department  and  the  Federal  Government,  we 
have  a small  specialized  staff  involved  in  the  areas  of  population  af- 
fairs, nursing  home  affairs,  and  international  health.  This  group  co- 
ordinates all  of  the  health  activities  within  the  Public  Health  Service 
that  fall  within  their  program  areas,  as  well  as  providing  a focal  point 
for  dealing  with  other  Federal  agencies  who  have  related  programs. 

Through  the  Office  of  Administrative  Management,  leadership  and 
management  services  are  provided  to  all  the  health  agencies  in  such 
areas  as  financial  management,  grants  and  contracts  administration, 
personnel  policy,  and  management  svstems.  We  have  established  an 
Office  of  Regional  Operations  through  which  we  are  providing  leader- 
ship to  the  over  1,300  personnel  in  the  regional  offices. 

The  1975  budget  includes  $14,146,000,  an  increase  of  $682,000  over 
the  1974  comparable  level,  to  support  the  program  direction  and 
management  support  services.  All  of  this  increase  is  required  for  man- 
datory items  for  the  continuations  of  the  1974  functions. 

REGIONAL  OFFICE  CENTRAL  STAFF 

One  of  the  changes  we  have  brought  about  is  the  establishment  of 
the  regional  health  administrators  as  the  principal  health  officials  in 
the  HEW  regional  offices.  The  budget  of  the  Office  of  the  Assistant 
Secretary  for  Health  includes  the  support  of  the  regional  health  ad- 
ministrators and  their  immediate  staff. 

In  1975,  $7.3  million  are  requested  to  support  the  salaries  and  related 
expenses  of  the  250  health  personnel  located  in  the  regional  offices. 
This  staff  provides  the  technical  and  administrative  support  and  policy 
guidance  for  health  programs  administered  through  the  regional 
( ffir'es.  Technical  assistance  and  consultation  are  provided  to  States, 
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local,  and  community  organizations  for  the  planning  and  evaluation 
of  a wide  variety  of  health  programs,  and  for  the  administration  of 
grants  awarded  in  the  regional  offices.  In  addition,  this  staff  is  fre- 
quently called  upon  to  participate  with  State  and  local  agencies  in 
the  development  and  implementation  of  special  health  initiatives  and 
activities  for  the  department.  The  administrative  support  activities 
of  this  staff  enable  us  to  provide  the  overall  management,  planning, 
and  evaluation  services  essential  for  the  regional  health  administrators 
to  coordinate  all  health  functions  in  the  regional  geographic  areas 
under  their  jurisdiction. 

The  increase  of  $1,344,000  included  in  this  budget  for  the  regional 
office  central  staff  is  for  built-in  costs  for  the  continuation  of  essential 
technical  and  administrative  services  provided  in  1974,  including 
$1,201,000  to  be  transferred  to  the  General  Service  Administration  for 
space  rental  charges. 

PROFESSIONAL  STANDARDS  RE\TEW  ORGANIZATIONS 

Included  in  this  appropriation  are  funds  for  the  professional  stand- 
ards review  organization  program  which  is  being  carried  out  through 
the  office  of  the  Assistant  Secretary  for  Health. 

As  you  know,  the  PSEO — professional  standards  review  organiza- 
tion— program  was  authorized  by  the  1972  amendments  to  the  Social 
Security  Act.  It  is  designed  to  assure  that  the  medical  care  delivered 
to  medicare,  medicaid,  and  maternal  and  child  health  program  re- 
cipients is  necessary,  of  acceptable  quality,  and  provided  in  the  most 
appropriate  setting.  It  is  a quality  assurance  program,  involving  local 
practicing  physicians  in  the  ongoing  review  and  evaluation  of  the 
medical  services  delivered  by  their  peers.  The  concept  underlying  the 
legislation  is  that  peer  review  at  the  local  community  level  is  the 
soundest  method  for  assuring  quality  medical  care  and  the  appropriate 
use  of  health  care  resources  and  facilities. 

I should  now  like  to  review  the  progress  we  have  made  in  imple- 
menting the  program.  In  March,  the  Secretary  designated  203  geo- 
graphic areas  in  which  PSEO’s  are  to  be  established.  The  Department 
is  accepting  applications  for  contracts  from  qualified  organizations 
to  plan  PSEO’s,  to  begin  operation  of  PSEO’s  on  a conditional  basis, 
and  to  fund  statewide  organizations  to  provide  support  services  to 
local  PSEO’s. 

In  addition,  we  are  working  closely  with  professional  medical  orga- 
nizations toward  the  development  of  appropriate  standards  of  care 
that  individual  PSEO’s  may  use  or  modify  in  developing  peer  re- 
view programs  for  their  own  areas.  And  we  are  arranging  for  a number 
of  contractual  studies  to  determine  what  information  and  manage- 
ment systems  local  PSEO’s  will  require  to  carry  out  their  standard- 
setting  and  peer  review  responsibilities. 

We  anticipate  by  the  end  of  1975  that  agreements  will  have  been 
negotiated  with  approximately  120  local  PSEO’s.  To  make  it  possible 
to  reach  this  objective,  we  are  requesting  316  positions  and  $57.9  mil- 
lion. an  increase  of  175  positions  and  $24.2  million  over  1974.  A total 
of  $51.5  million  of  this  request  will  be  used  to  reimburse  local  PSEO’s 
and  State  councils.  The  remaining  funds — $6.4  million — and  all  of  the 
requested  positions  will  be  used  to  provide  program  support. 
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In  summary,  the  budget  request  for  this  appropriation  is  $79,299,- 
000,  a net  increase  of  $26,256,000  over  1974.  Aside  from  the  mandatory 
increases  of  $3,491,000,  the  remaining  increase  of  $22,765,000  is  for 
the  expansion  of  the  PSRO  program.  Of  the  total  request  of  $79,299,- 
000,  $27  million  will  be  transferred  from  the  social  security  trust  funds 
for  the  PSEO  program. 

Now,  Mr.  Chairman,  if  there  is  any  way  in  which  we  can  further 
assist  the  committee  in  its  examination  of  the  activities  and  request 
for  the  Office  of  the  Assistant  Secretary  for  Health,  we  will  be  pleased 
to  do  so. 

Mr.  Flood.  Thank  you  very  much,  Mr.  Secretary. 

BUDGET  REQUEST 

You  are  requesting  $52,299,000  for  the  year  1975.  That  is  a $39.3 
million  increase  over  the  1!974  appropriation.  Is  that  right? 

Dr.  Simmons.  Yes. 

FUNDING  THE  OFFICE  OF  THE  ASSISTANT  SECRETARY 

Mr.  Flood.  In  addition  to  the  direct  appropriation  of  $52.3  million, 
you  are  requesting  the  transfer  of  $27  million  from  the  “trust  funds. 
That  will  give  the  Office  of  the  A ssistant  Secretarv  for  Health  a total 
of  $79.3  million  in  available  funds  for  fiscal  year  1975,  is  that  correct? 

Dr.  Simmons.  Yes,  sir. 

Mr.  Flood.  These  are  what  are  known  as  leading  questions. 

Of  this  $79.3  million  to  be  available  in  1975,  how  much  is  to  be  used 
in  support  of  the  Professional  Standards  Review  Organizations,  the 
PSRO’s  ? Since  I have  defined  it,  we  can  refer  to  them  from  now  on 
as  PSROs. 

Dr.  Simmons.  $57.9  million  of  that  total. 

PROFESSIONAL  STANDARD  REVIEW  ORGANIZATION 

Mr.  Flood.  Will  all  of  the  trust  fund  money  which  I mentioned  be- 
fore be  used  to  support  the  PSRO  program  ? 

Dr.  Simmons.  Yes,  it  will  be  used  to  support  the  review  activities 
of  the  203  PSRO’s  throughout  the  country. 

Mr.  Flood.  How  many  PSRO’s  have  you  funded  to  date? 

Dr.  Simmons.  To  date,  we  have  funded  a PSRO  statewide  sup- 
port center  in  your  State,  the  Pennsylvania  State  Medical  Society. 
It  is  the  first  funded  activity  in  the  whole  program.  We  funded  it  a 
few  days  ago. 

Mr.  Flood.  I am  not  surprised. 

Go  ahead. 

NATIONAL  CONFERENCE  ON  PSRO’s 

Dr.  Simmons.  We  had  a national  conference  here  in  Washington 
that  ended  yesterday,  and  we  had  400  people  from  throughout  the 
country  who  were  interested  in  establishing  PSRO’s.  They  are  now 
back  in  their  home  grounds  preparing  the  applications  to  come  in  for 
this  funding  cycle. 

Mr.  Flood.  From  how  many  States  ? 
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Dr.  Simmons.  There  were  400  people  representing  the  whole  coun- 
try. We  anticipate  that  we  will  probably  get  more  than  100  applica- 
tions from  throughout  the  country  for  this  fiscal  year. 

Mr.  Flood.  How  many  do  you  intend  to  fund  by  June  30,  1974? 

Dr.  Simmons.  We  could  well  be  between  50  and  100  PSROs,  condi- 
tional and  planning. 

Mr.  Flood.  In  fiscal  year  1975,  how  many  more  do  you  plan  to  fund? 

Dr.  Simmons.  There  are  only  203  that  we  can  have  in  the  whole 
program,  so  there  would  be  from  153  to  103  more. 

PSRO  LEVEL  OF  SUPPORT 

Mr.  Flood.  AVhat  would  be  the  average  level  of  support  for  each 
PSEO? 

Dr.  Simmons.  Mr.  Chairman,  that  is  very  hard  to  know.  As  you 
know,  we  have  never  run  exactly  this  kind  of  entity.  We  are  estimating 
that  it  would  be  between  $300,000  and  $400,000,  on  the  average,  for 
PSKOs  at  the  early  stage  of  their  development.  A big  one  in  Man- 
hattan could  cost  several  million  dollars.  A little  one  in  Lycoming 
County  could  be  much  less.  On  the  average,  we  are  saying  it  could  be 
between  $300,000  and  $400,000. 

Mr.  Flood.  At  what  point  do  you  plan  to  have  all  the  203  designated 
PSROs  in  operation  ? 

Dr.  Simmons.  That  is  impossible  to  answer  because  it  depends 
upon  whether  the  profession  will  come  forward  and  request  them. 
Given  the  interest  we  saw  that  I just  mentioned 

Mr.  Flood.  All  things  being  equal. 

Dr:  Simmons.  All  things  being  equal,  I think  there  is  a very  real  pos- 
sibility that  by  the  first  of  1976  there  will  be  203  PSEOs  designated. 
They  will  not  be  operational,  but  they  will  be  designated. 

Mr.  Flood.  How  'ong  will  it  take  for  a designated  PSEO  area  to 
become  fully  operational  ? 

Dr.  Simmons.  Allegheny  County  might  be  funded  as  a conditional 
PSEO  to  start  review  activities  any  time  within  the  next  3 to  9 
months. 

Mr.  Flood.  The  PSEO  area  will  be  the  County  of  Allegheny? 

Mr.  Simmons.  They  could  be  conducting  PSEO  review  in  from  3 
to  9 months  because  they  are  already  doing  work  similar  to  this,  you 
see.  The  State  of  Utah  probably  will  be  operational  in  the  next  month 
or  month  and  a half. 

STATE  SUPPORT  CENTERS 

Mr.  Flood.  In  that  case,  would  the  State  be  the  area? 

Dr.  Simmons.  Xo.  The  State  of  Pennsylvania  wdll  have  a State- 
support  center  that  provides  common  technical/administrative  re- 
sources to  the  12  PSEO’s  throughout  the  State. 

Mr.  Flood.  You  mentioned  Utah.  Under  the  circumstances,  the  whole 
State  there  would  be  actually  the  operational  area  ? 

Dr.  Simmons.  Eight. 

Mr.  Flood.  For  obvious  reasons,  Pennsylvania  will  have  a dozen  or 
more  PSEO’s.  However,  the  State  setup  would  be  supervisory,  in  a 
sense  ? 

Dr.  Simmons.  The  support  center. 
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WILL  PSRO'S  BECOME  SELF-SUPPORTING 

Mr.  Flood.  Will  these  PSRO’s  be  able  to  support  themselves  after 
they  become  operational  ? 

Dr.  Simmons.  In  which  way  do  you  mean,  Mr.  Chairman  ? You  mean 
can  they  do  everything  that  needs  to  be  done  themselves  ? 

Mr.  Flood.  It  appears  that  the  Federal  Government  will  be  supply- 
ing a pretty  long-term  support  to  the  program.  I would  like  to  know, 
will  one  of  these  PSRO  outfits  be  able  to  support  themselves  after 
they  become  operational,  not  all  of  them,  but  one  ? 

Dr.  Simmons.  They  never  can  achieve  that  status,  because  they 
charge  no  fee  for  their  service.  In  other  words,  they  are  not  in  a fee- 
for-service  system.  They  are  providing  a service  which  determines  how 
we  are  going  to  pay  the  other  $24  billion  funded  through  medicare/ 
medicaid  and  other  funds  through  national  health  insurance,  if  we  get 
it.  There  is  no  fee  charged,  so  they  cannot  pay  for  themselves. 

It  is  clear  to  us  that  they  will  certainly  pay  for  their  costs  in  the 
benefit  they  bring  to  the  public  and  the  profession.  I do  not  know  how 
you  put  a dollar  value  on  it. 

ANNUAL  COST  OF  PSRO  PROGRAMS 

Mr.  Flood.  After  all  this  is  done  and  we  have  all  these  203  desig- 
nated PSRO  areas  operational,  what  do  you  estimate  the  annual  cost 
of  maintaining  the  program  will  then  be  ? 

Dr.  Simmons.  I cannot  honestly  give  you  a good  answer  to  that. 

Mr.  Flood.  Off  the  top  of  your  head,  within  reason,  an  educated 
guess. 

Dr.  Simmons.  I would  say  about  $100  million,  possibly.  It  depends 
a lot  on  how  the  data  systems  that  currently  exist  get  integrated  into 
the  program.  That  is  a great  deal  of  what  final  cost  will  be. 

We  intend  to  build  on  what  exists,  so  we  could  well  keep  it  at  ap- 
proximately $100  million. 

USB  OF  EXISTING  DATA  SYSTEMS 

Mr.  Flood.  That  is  true  of  so  many  different  programs  in  this  long- 
haired, flat-heeled  hardware.  You  cannot  do  anything  about  it,  of 
course. 

Dr.  Simmons.  Yes,  we  can. 

Mr.  Flood.  How? 

Dr.  Simmons.  We  can  absolutely  insist  that  the  203  PSRO’s  do  not 
try  to  reinvent  the  wheel  and  we  won’t  let  them.  We  will  require 
them  to  use  existing  systems. 

Mr.  Flood.  You,  within  reason,  will  control  the  system. 

Dr.  Simmons.  Yes,  I think  it  is  a very  sensible  program,  but  you  are 
talking  to  a pretty  biased  observer. 

Mr.  Flood.  I mentioned  before,  when  I came  in,  that  I had  been 
at  Defense  Appropriations.  When  these  computer  things  first  started 
to  come  out,  all  this  fancy  hardware,  we  began  them,  you  know.  The 
first  ones  we  set  up  were  in  Defense.  The  first  one  I saw  was  about  as 
big  as  this  room.  You  had  to  climb  up  on  a ladder.  Green  and  red 
and  yellow  lights  went  on.  It  did  everything  but  play  the  Star  Span- 
gled Banner  every  time  you  pushed  the  button. 
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Now  they  are  just  as  big  as  this  table.  You  buy  all  this  fancy  hard- 
ware, and  it  is  delivered  on  Saturday.  Then  on  Monday  the  salesman 
comes  around  and  says,  “Now  we  have  a new  generation.  Everything 
you  bought  is  obsolete.” 

Don’t  get  trapped  in  that.  Because  of  what  you  have  to  do  with  the 
PSRO’s  over  the  long  run,  it  will  be  so  easy  to  get  trapped  into  this 
new  hardware  which  is  so  essential  to  you.  It  is  your  heart’s  blood. 
Watch  that. 

Dr.  SiMMOxs.  We  have  built  right  into  the  PSRO  manual,  which 
we  published  just  2 weeks  ago,  that  PSRO’s  will  not  be  allowed  to 
buy  new  data  systems. 

Mr.  Flood.  That  will  do  it.  That  should  do  it. 

Dr.  SiMMOxs.  It  could  be  a terrible  waste  if  many  new  systems 
were  installed. 

XEED  FOR  LOCAL  PHYSICIAX  SUPPORT  FOR  PSRO’s 

Mr.  Flood.  Out  in  the  provinces,  they  do  not  know  this,  you  know. 

When  Dr.  Edwards  testified  here  a few  weeks  ago,  he  told  us  that 
in  order  to  receive  support,  a designated  PSRO  area  must  win  the 
support  of  the  practicing  physicians  in  the  area. 

Dr.  SiMMOXs.  Correct. 

Mr.  Flood.  Suppose  the  physicians  in  the  area  decide  not  to  support 
this  PSRO,  what  do  you  do  in  that  situation  ? 

Dr.  SiMMOxs.  The  legislation  already  passed  speaks  to  that.  It 
says  if  that  does  not  happen  by  1976,  the  Secretary  may  set  up  some- 
thing else. 

I personally  doubt  that  that  is  going  to  be  the  case  any  place,  because 
there  is  too  much  advantage  to  the  profession  in  the  program  for  them 
to  ignore  it.  I think  that  is  what  will  happen. 

coxsu:mer  ixvolvemext  ix  psro’s 

Mr.  Flood.  Will  the  local  PSRO  groups  involve  consumers  and  the 
health  care  professionals  from  all  levels  of  the  health  delivery  system 
in  the  PSRO  structure  ? 

Dr.  SiMMOXs.  We  have  recommended  in  the  manual  that  each  PSRO 
board  include  consumers  in  its  membership,  but  the  way  the  legislation 
is  written,  the  actual  review  and  standard-setting  is  reserved  exclu- 
sively to  professionals. 

Mr.  Flood.  Do  you  think  it  important  that  consumers  and  health 
professionals  other  than  M.D.’s  participate  in  the  PSRO  program? 
It  would  appear  to  us  that  the  involvement  of  other  health  profes- 
sionals in  this  PSRO  system  is  certainly  necessary  in  order  to  effec- 
tively correct  this  problem  within  the  whole  health  care  system  so  they 
can  be  adequately  represented. 

Dr.  SiMMOXs.  That  is  built  in,  too.  For  instance,  the  dentists,  podia- 
trists, chiropodists,  nurses,  physical  therapists — anvone  who  delivers 
ca^^e  has  to  be  in  an  advisory  capacitv  to  the  PSRO  to  evaluate  the 
services  that  they  render.  That  is  built  into  the  legislation  and  our 
planning. 

So,  a dentist  evaluates  a dentist;  a chiropodist,  a chiropodist;  an 
optometrist,  an  optometrist,  as  long  as  that  is  a covered  service  under 
medicare/medicaid. 
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The  final  judge  is  ibuilt  into  the  legislation  as  the  PSEO,  but  they 
must  listen  to  the  advice  of  those  paraprofessionals  and  other  profes- 
sionals who  provide  the  care.  This  is  a fair  system,  I believe. 

NATIONAL  STANDARDS  FOR  CARE 

Mr.  Flood.  Will  you  set  national  standards  of  acceptable  care  in 
order  to  assure  a more  effective  use  of  the  dollars  that  are  to  be  ex- 
pended for  this  health  care  ? 

Dr.  Simmons.  No  ; we  will  not.  The  legislation  speaks  very  clearly 
to  that.  It  says  the  PSEO  criteria  must  be  set  by  the  local  area.  In  other 
words,  203  PSEO’s  decide  what  their  standard  of  care  is  to  be. 

NATIONAL  PROGRAM 

But  the  national  program  has  the  responsibility,  with  its  advisory 
council,  to  let  PSEO  “2.”  know  that  PSEO  is  getting  the  same 
result  you  are  with  much  less  morbidity  and  mortality  and  with  less 
use  of  resources.  What  is  the  difference  ? They  then  have  to  study  the 
reason  why  and  change,  if  there  is  no  acceptable  reason.  In  fact,  you 
would  be  interested,  Mr.  Chairman,  that  Dr.  Virgil  Slee,  who  runs  a 
huge  system  in  Michigan  that  is  nationwide,  the  PAS  system,  collect- 
ing data  from  over  the  country,  which  has  been  in  existence  15  years, 
tells  us  that  if  the  Eastern  region  of  the  United  States  kept  people 
the  same  length  of  time  as  the  Midwestern  region,  for  the  same  age, 
the  same  diagnosis  and  sex,  there  would  be  a $5  billion  difference  in 
health  costs. 

That  is  one  of  the  things  that  needs  to  be  explained  as  this  program 
goes  on.  Why  is  the  same  disease  treated  differently  ? If  there  are  good 
reasons,  fine.  If  not,  one  of  them  should  change. 

That  is  one  of  the  advantages  of  the  PSEO  after  it  becomes  opera- 
tional. It  will  identify  and  do  something  about  this. 

BUREAU  OF  QUALITY  ASSURANCE 

Mr.  Flood.  We  had  the  Health  Services  Administration  up  here  tes- 
tifying on  their  budget.  They  requested  support  for  an  activity  they 
called  “Quality  Assurance,”  which  has  224  positions  and  $5,774,000  in 
fiscal  year  1975.  They  told  us  that  they  were  involved  in  this  PESO 
program  in  establishing  medicare  and  medicaid  quality  of  care  stand- 
ards. Is  that  correct  ? 

Dr.  Simmons.  Yes;  that  is  correct. 

Mr.  Flood.  If  they  are  involved  in  this  PSEO  activity,  then  why  is 
there  a need  for  175  new  jobs  in  your  office  for  the  PSEO  program  ? 

Dr.  Simmons.  There  are  two  different  kinds  of  things  they  are 
doing.  That  Bureau  of  Quality  Assurance  and  its  programs  set  health 
care  standards  for  the  whole  medicaid  and  medicare  program  includ- 
ing the  renal  dialysis  program.  It  sets  standards  for  the  hospitals  and 
nursing  homes  in  the  country.  It  sets  standards  for  the  independent  lab- 
oratories of  the  country.  Also,  it  is  involved  in  all  the  payment  deci- 
sions in  medicare/medicaid,  and  maternal  and  child  health.  The  staff 
of  the  Bureau  of  Quality  Assurance  not  only  set  these  standards  but 
help  to  insure  that  the  standards  are  implemented  by  working  with 
the  State  agencies  which  survey  and  certify  these  health  care  institu- 
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tions.  This  is  a part  of  the  standard-setting  activity  which  is  in  addi- 
tion to  the  professional  portion  of  the  service  for  which  PSRO  itself 
is  responsile. 

That  is  an  institutional  service,  a facility  kind  of  standard-setting, 
including  the  renal  dialysis  program.  PSRO  is  the  professional  service 
standard-setting  activity. 

XEED  FOR  NEW  POSITIONS 

Mr.  Flood.  If  you  were  to  get  these  additional  175  jobs,  you  would 
have  a total  down  there  of  316  people  working  in  the  PSRO  pro- 
gram, plus  the  224  they  were  talking  about  in  the  Quality  Assurance 
program.  It  appears  you  will  have  540  people  working  on  this  medi- 
cal care  standard-setting  activity. 

Dr.  Simmons.  Yes. 

Mr.  Flood.  Tell  me  how  the  316  people  in  your  shop,  in  your  com- 
mittee office,  will  relate  to  the  224  people  you  have  in  the  Bureau  of 
Quality  Assurance,  in  this  same  business,  the  PSRO  standard-setting 
function. 

Dr.  Simmons.  It  is  not  the  same  kind  of  standard-setting.  The  Bu- 
reau of  Quality  Assurance  is  responsible  for  the  standards  in  over 
12,000  nursing  homes,  intermediate  care  facilities,  skilled  nursing  fa- 
cilities, 7,000  hospitals,  all  of  the  laboratories,  all  the  renal  dialysis 
programs  that  are  about  to  be  set  up,  and  reviewing  all  the  regulations 
under  medicare/medicaid  that  have  to  do  with  physical  standards 
other  than  the  medical  professional  standards  that  PSRO  is  involved 
in. 

So,  it  is  a standard  all  right,  but  it  is  a different  spectrum  of  the 
standards. 

PSRO  itself  talks  about  the  professional  service  rendered  and  the  ‘ 
standard  and  evaluation  of  that.  It  is  two  different  things.  They  are 
si  mi  la  r i n th  at,  thev  a, re  a, 11  standards. 

RESPONSIBILITY  FOR  PSRO  ACTIVITY 

Mr.  Flood.  You  have  heard  about  Flood’s  spies  over  in  Defense. 
I get  all  this  information  from  all  sorts  of  places.  I understand  that 
t/he  Bureau  of  Health  Insurance,  over  in  the  Social  Security  Admin- 
istration, will  have  responsibility  for  the  day-to-day  management  of 
the  PSRO  activity.  Is  that  right  ? 

Dr.  Simmons.  No  ; it  is  not. 

Mr.  Flood.  Well,  that’s  bad.  I was  going  to  ask  you  how  many  peo- 
ple are  going  to  be  assigned  to  that.  I thought  I had  you  over  a barrel. 
There  is  something  the  matter  with  my  spy  system,  I guess. 

Dr.  Simmons.  No.  They  are  just  misinformed. 

Mr.  Flood.  That  is  what  I mean. 

Dr.  Simmons.  Or  else  we  are  paying  them  more  than  you  are. 

PSRO  POSITIONS  IN  REGIONAL  OFFICES 

Mr.  Flood.  That  is  something  else.  It  was  a good  try,  anyhow. 

How  many  of  the  316  PSRO  jobs  are  going  to  be  assigned  to  the 
regional  offices  ? 

Dr.  Simmons.  130.  There  are  30  out  there  now. 
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TECHNICAL  ASSISTANCE 

Mr.  Flood.  How  much  of  the  PSKO  budget  will  be  spent  to  provide 
technical  assistance  to  the  PSRO's  ? 

Dr.  Simmons.  A great  deal  of  it. 

Mr.  Flood.  How  much  of  the  budget  will  be  earmarked  for  that? 
What  kind  of  technical  assistance  is  provided,  and  by  whom  is  it 
provided  ? 

KINDS  OF  TECHNICAL  ASSISTANCE  TO  PSRO’S 

Dr.  Simmons.  The  kinds  of  technical  assistance  vary  from  educating 
the  physicians  and  the  public  about  PSEO,  helping  them  develop  a 
plan  for  review  of  care,  helping  them  develop  methodologies  from  re- 
viewing care,  helping  them  set  the  standards,  helping  recruit  profes- 
sional reviewers,  helping  provide  common  administrative  systems,  by- 
laws, information  systems  that  they  need,  and  then  helping  them  in  the 
actual  coordination,  one  PSEO  to  another. 

So,  it  is  technical,  administrative,  professional  kinds  of  assistance 
from  “How  many  secretaries  do  you  need  and  what  should  they  be 
doing  ?”  to  “What  kind  of  professionals  do  you  need  ?”  and  what  review 
mechanism  they  are  to  use  to  see  whether  that  care  was  rendered  ac- 
cording to  standards  and  should  be  paid  for.  It  is  the  whole  range  of 
kinds  of  technical  assistance. 

Mr.  Flood.  You  have  two  different  kinds  of  groups.  You  have  the 
eager  beavers,  and  then  you  have  the  ones  that  will  drag  their  feet. 

How  much  of  this  kind  of  help  will  be  provided  through  the  so-called 
contract  system  ? 

USE  OF  CONTRACTS 

Dr.  Simmons.  Up  until  July  of  this  year,  we  will  be  proceeding  only 
on  contracts.  We  want  to  switch  to  agreements  after  that  because  it  is 
something  we  can  get  done  faster  and  more  efficiently.  We  are  not 
geared  up  to  use  the  agreement  mechanism  right  now.  Until  the  end  of 
this  fiscal  year,  we  will  use  contracts  exclusively. 

Mr.  Flood.  What  is  the  average  dollar  amount  of  a technical  assist- 
ance contract  ? 

Dr.  Simmons.  The  Pennsylvania  support  ecnter  is  a quarter  of  a mil- 
lion dollars.  The  average  PSRO  in  the  early  conditional  phase  we 
think  will  be  about  $300,000  to  $500,000,  depending  on  the  size  and  the 
area  they  are  going  to  review.  That  is  a very  rough  estimate  of  the  cost 

STAFFING  OF  REGIONAL  OFFICES 

Mr.  Flood.  In  1975,  you  are  requesting  $7,253  million  to  support  250 
positions  in  the  regional  offices.  Is  this  the  total  of  the  new  federalism 
thrust  in  the  health  area,  or  will  there  be  other  positions  in  the  regional 
offices  concerned  with  health  program  ? 

Dr.  Simmons.  Yes;  there  will  be,  out  of  the  individual  programs 
within  the  agency,  of  course.  For  example,  under  the  comprehensive 
health  planning  program,  under  the  PSRO  program,  and  under  the 
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maternal  and  child  health  program,  there  are  regional  people.  Each 
of  these  Washington  programs  have  positions  out  there  to  handle  the 
regional  element  of  their  operation. 

These  positions  are  not  included  in  our  figure,  which  counts  only  the 
immediate  staff  of  the  10  regional  health  administrators. 

Mr.  Flood.  What  will  be  the  total  number  of  the  health  staff  in  the 
regional  setups? 

Mr.  Simmons.  About  1,400. 

Mr.  Flood.  For  the  record,  will  you  provide  the  total  health  staff  in 
the  regional  offices,  by  program,  for  fiscal  years  1971  through  1975? 

Dr.  Simmons.  All  right. 

Mr.  Chairman,  that  will  be  difficult  under  our  current 

Mr.  F LOOD.  I do  not  care  about  that.  That  is  your  headache. 

Dr.  Simmons.  OK.  I just  wanted  to  be  candid  with  you.  Because  of 
the  way  we  are  organized 

Mr.  Flood.  You  can  see  why  I want  the  years,  1971  and  1975.  Sure, 
it  will  be  tough. 

[The  information  follows :] 


32-029  0 - 74  - 38 
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RI'GIONAL  OFFICE  STAFF 
F.Y.  1971  - F.Y.  1975  (Estiinated) 


Regional  Office  Central  Staff 

Alcohol,  Drug  Abuse 

fvfental  Health  Ac3ministration 

Heal  til  Resources  Administration: 
Coniprehensive  Health  Planning 
Health  Manpower 
Health  Care  Facilities 
Regional  Medical  Programs 
Health  Statistics 

Health  Senrices  Administration: 
Community  Healtli  Services* 
Maternal  § Child  Health 
Family  Planning  Services 
Professional  Standards  Review 
Organizations 
Health  Service  Corps 
Health  Maintenance  Organizations 
Emergency  Medical  Services 
Emergency  Health  Services 

Center  for  Disease  Control: 

? Disease  Control 
■ Environmental  Health  Services 
Occupational  Safety  and 
Health 

TOTAL 


1971 

1972 

1973 

1974 

1975 

215 

260 

250 

250 

250 

86 

100 

125 

125 

125 

- 

- 

- 

24 

24 

61 

61 

69 

270 

270 

61 

47 

60 

63 

63 

10 

10 

- 

- 

- 

- 

- 

- 

- 

25 

163 

182 

224 

312 

312 

77 

77 

77 

48 

48 

35 

50 

54 

67 

55 

_ 

- 

_ 

30 

130 

- 

- 

70 

50 

5(T 

- 

- 

- 

50 

65 

- 

- 

- 

25 

25 

19 

55 

20 

- 

- 

48 

49 

52 

53 

53 

- 

33 

10 

10 

10 

- 

■ - 

45 

29 

29 

775 

924 

1056 

1406 

1534 

% 

i 


* Includes  Medical  Care  Standards  Activities 
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DECENTRALIZED  PROGRAMS 

Mr.  Flood.  You  state  in  your  justifications  that  the  regional  health 
administrators,  RHA’s,  are  responsible  for  more  than  40  decentralized 
health  programs.  Again  for  the  record,  we  want  a list  of  those  de- 
centralized programs,  indicating  to  what  extent,  if  any,  the  regions 
have  responsibility  and  authority  in  their  own  right  for  making  grants 
and  contracts  without  the  central  office,  Washington,  making  clear- 
ances under  each  program. 

[The  information  follows :] 

Decentralized  Health  Programs  and  Extent  of  Regional  Office  Authority 

The  following  programs  are  fully  decentralized  with  all  authority  for  approval 
and  funding  delegated  to  the  regional  health  administrators : 

Ck)mprehensive  health  planning — ^Areawide  grants  (314(b) ). 

Comprehensive  health  planning — Grants  to  States  (314(a) ). 

Comprehensive  public  health  services — Formula  grants  (314(d) ). 

Crippled  children’s  services  (formula  grants). 

Crippled  children’s  services  (project  grants). 

Dental  health  of  children. 

Family  planning  projects. 

Health  care  of  children  and  youth. 

Health  facilities  construction — Grants. 

Health  services  development — Project  grants — (314(e) ). 

Intensive  infant  care  projects. 

Maternal  and  child  health  service  (formula  grants). 

Maternal  and  child  health  services  (project  grants). 

Maternity  and  infant  care  projects. 

Migrant  health  grants. 

Health  facilities  construction — ^Loans  and  loan  guarantees. 

Mental  health — ^Alcohol  formula  grants. 

Family  health  centers. 

Childhood  lead-based  paint  poisoning  control. 

Urban  rat  control. 

Disease  control  project  grants. 

Area  health  education  centers. 

Physicians  assistants. 

Operation  MEDIHC 

Grants  for  training  in  family  medicine. 

The  following  programs  are  partially  decentralized  with  all  responsibilities 
delegated  to  the  regional  health  administrator  except  for  a legislatively  mandated 
requirement  for  National  Advisory  Council  review : 

Mental  Health : Hospital  improvement  grants ; hospital  staff  development 
grants;  community  mental  health  centers;  community  mental  health  centers, 
construction  ; and  children’s  services. 

Health  professions  construction  grants,  loans,  and  interest  subsidy. 

Nursing  construction  grants,  loans,  and  interest  subsidy. 

Dental  health  continuing  education  training  grants. 

Nursing  special  projects. 

Health  professions  financial  distress. 

Special  health  career  opportunity  grants. 

Health  professions  special  project  grants. 

Dental  TEAM  program  grants. 

Grants  for  conversion  of  2-year  schools  of  medicine.  , 

The  following  programs  are  partially  decentralized  with  all  responsibilities 
delegated  to  the  regional  health  administrator  except  for  the  final  calculation 
of  the  errant  award  : 

Health  professions  capitation;  student  loans;  scholarships;  nursing  student 
loans ; and  nursing  scholarships. 
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REGIONAL  OFFICE  ORGANIZATION 

Mr.  Flood.  Also  for  the  record,  let  us  have  an  organization  chart. 
We  want  an  organizational  chart  of  a typical  regional  office.  What 
kind  of  animal  is  it  ? What  does  it  look  like  ? 

[The  information  follows :] 


Regional  Health 
Admlnlscratoir,  FHS 
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Mr.  Flood.  When  you  give  birth  to  one  of  these  things  around  here, 
we  must  do  this.  Believe  me,  this  is  a record  that  will  be  read  and 
you  have  an  audience  waiting  for  the  questions  I have  just  asked  you 
and  the  answers  you  are  to  prepare  for  the  record. 

PROGRAM  DIRECTION  AND  SUPPORT  SERVICES 

Mr.  Flood.  You  are  requesting  $14  million  and  507  f)ositions  for 
program  direction  and  support  purposes. 

Also  for  the  record,  we  want  a breakdown  of  that  by  functional 
area.  By  that  I mean  planning,  accounting,  et  cetera,  the  positions, 
the  jobs,  and  the  dollars,  and,  of  course,  a brief  description  of  the 
services  performed  for  each  area. 

[ The  information  follows :] 

Office  of  the  Assistant  Secretary  for  Health 

Immediate  Office  (19  positions),  $592,000;  ' 

Function : The  Assistant  Secretary  for  Health  is  the  principal  adviser  and 
assistant  to  the  Secretary  of  DHBW  on  health  policy  and  all  health-related 
activities  in  the  Department.  He  is  responsible  for  the  direction  of  the 
health  agencies  of  the  Department,  for  providing  leadership  and  policy 
guidance  for  health-related  activities  throughout  the  Department,  and  for 
maintaining  relationships  with  other  governmental  and  private  agencies 
concerned  with  health. 

Office  of  Administrative  Management  (253  positions) , $0,798,000 : 

Function : Advises  and  assists  the  Assistant  Secretary  for  Health  and  the 
Executive  Officer  of  the  Public  Health  Service  on  internal  management 
issues,  priorities,  and  policies.  The  offices  which  constitute  the  major  ele- 
ments of  the  Office  of  Administrative  Management  include : 

Office  of  the  Director  (14  positions) , $404,000 : 

Function : Provides  leadership,  coordination,  and  review  of  health-wide 
policy  and  programs  involved  in  financial  management,  personnel  manage- 
ment, management  systems  and  studies,  and  administrative  management. 
Office  of  Resource  Management  ( 140  positions ) , $3,648,0(X) : 

Function : Serves  as  the  principal  resource  within  the  Public  Health 
Service  on  all  phases  of  financial  management  inherent  in  the  operation 
of  the  health  agencies,  directs  an  integrated  operational  planning  process 
for  health  activities,  serves  as  focal  point  for  overall  policy  and  fiscal 
management  of  contracts  and  grants  activities,  and  serves  as  the  prin- 
cipal resource  on  all  phases  of  facility  management  affecting  the  health 
agencies. 

Office  of  Personnel  Management  (53 positions),  $1,441,000: 

Function : Serves  as  the  principal  adviser  in  Health  for  personnel  man- 
agement and  training  activities,  provides  leadership  and  direction  of  the 
personnel  management  programs  embracing  the  Commissioned  Corps  and 
Civil  Service  personnel,  and  coordinates  personnel  management  activities  vf 
the  health  agencies  with  other  governmental  agencies. 

Office  of  Organization  and  Management  System  (46  positions),  $1,305,000: 

Function : Serves  as  the  principal  adviser  on  all  health  organization  and 
management  activities,  develops  healthwide  policies  for  organization,  com- 
puter, and  management  systems,  and  reviews  major  agency  management  sys- 
tems, procedures,  and  activities  in  terms  of  overall  effectiveness  and  effi- 
ciency. 

Office  of  Policy  Development  and  Planning  (75  positions),  $2,270,000: 

Function:  Serves  as  the  principal  adviser  to  the  Assistant  Secretary  for 
Health  concerning  the  development  of  a national  health  policy ; coordinates 
health  policy  development  and  research,  planning,  and  program  evaluation 
activities  of  the  Public  Health  Service;  and  provides  overall  guidance  for 
policy  analysis  and  research,  planning,  and  evaluation  activities  throughout 
the  health  agencies. 
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Office  of  Program  Operations  (30  positions) , $892,000 : 

Function : Serves  as  the  principal  adviser  to  the  Assistant  Secretary  for 
Health  concerning  the  resolution  of  operating  problems  and  monitoring  im- 
plementation of  program  policies  and  objectives.  Analyzes  the  medical  and 
scientific  aspects  of  health  programs,  assesses  the  implications  of  current 
policies,  and  reviews  and  recommends  approval  of  new  or  revised  policies 
and  regulations  when  needed. 

Office  of  Regional  Operations  (35  positions) , $1,055,000 : 

Function : Serves  as  the  principal  staff  adviser  to  the  Assistant  Secretary 
for  Health  on  matters  pertaining  to  the  operation  and  management  of  re- 
gional offices,  insures  implementation  of  health  programs,  policies,  and 
operational  guidelines  to  the  regions,  and  serves  as  the  focal  point  for  man- 
aging healthwide  decentralization  activities.  Provides  an  overview  of  the 
interrelated  activities  of  the  health  agencies  conducted  at  the  regional  level. 
Executive  Secretariat  (24  positions),  $484,000 : 

Function : Assigns,  controls,  and  coordinates  communication  flowing 
through  the  Office  of  the  Assistant  Secretary  for  Health,  follows  up  on  ac- 
tion items  that  result  from  meetings  of  the  Assistant  Secretary,  establishes 
procedures  for  preparation  of  vrritten  correspondence,  and  manages  a rapid 
communication  system  between  the  Office  of  the  Assistant  Secretary  and  the 
health  agencies. 

Office  of  Public  Affairs  ( 10  positions ) , $301,000 : 

Function : Serves  as  the  focal  point  for  major  public  affairs  activities  of 
the  Public  Health  Service  and  provides  overall  coordination  of  the  public 
affairs  responsibilities  of  the  six  health  agencies. 

Office  of  International  Health  (22  positions),  $638,000 : 

Function : Provides  assistance  and  guidance  on  the  international  health 
activities  of  the  Department,  prepares  analyses  of  selected  international 
health  policies  and  programs  for  the  Department  of  State,  and  maintains 
liaison  with  institutions  and  organizations  involved  in  international  health 
matters. 

Office  of  Population  Affairs  ( 10  positions ) , $269,000 : 

Function : Advises  on  programs  of  national  importance  in  the  fields  of 
population  dynamics,  fertility,  sterility,  and  family  planning,  and  coordi- 
nates and  directs  population  and  family  planning  activities  within  the  Pub- 
lic Health  Service  and  other  agencies  of  the  Department. 

Office  of  Nursing  Home  Affairs  (13  positions) , $334,000 : 

Function : Serves  as  the  departmental  focal  point  for  managing  nursing 
home  affairs  and  directs  and  coordinates  nursing  home  activities  in  both  the 
health  and  nonhealth  agencies. 

Office  of  Drug  Abuse  Prevention  (4  positions) , $166,000 : 

Function : Serves  as  the  principal  departmental  contact  with  other  gov- 
ernmental units  dealing  with  drug  abuse  issues ; receives,  refers,  and  follows 
up  on  requests  from  other  Government  agencies. 

Office  of  Equal  Employment  Opportunity  (7  iX)sitions),  $202,000: 

Function : Serves  as  the  principal  adviser  to  the  Assistant  Secretary  for 
Health  on  all  equal  employment  opportunity  matters,  develops  and  recom- 
mends for  adoption  health  agency  wide  equal  employment  opportunity  policies 
and  goals,  and  provides  leadership,  direction,  and  technical  guidance  to  the 
health  agency  equal  employment  opportunity  officers. 

Office  of  Health  Legislation  (5  positions),  $145,000 : 

Function : Coordinates  and  directs  legislative  matters  affecting  health 
activities  of  the  Department  and  the  Public  Health  Service  and  provides 
liaison  services  between  the  Public  Health  Service  and  the  Assistant  Secre- 
tary for  Legislation. 

Mr.  Flood.  In  the  recent  reor^ranization  you  are  going  through,  you 
transferred  several  million  dollars  from  the  agencies — National  In- 
stitutes of  Health,  HSA — into  your  office  for  centralized  administra- 
tive support. 

Tell  me  which  services  you  now  provide  the  agencies  that  they  no 
longer  will  perform  for  themselves. 
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Dr.  Simmons.  We  establish  overall  Public  Health  Sendee  policy 
for  the  six  health  agencies  in  areas  such  as : planning,  budgeting,  ad- 
ministration, health  strategy,  evaluation,  grants  policy,  and  overall 
coordination  among  the  Plibiic  Health  Service  agencies. 

Mr.  Flood.  On  the  one  hand,  there  is  considerable  discussion  about 
decentralization,  the  greatest  thing  since  sliced  bread.  On  the  other 
hand,  you  collect  all  these  people  into  one  office  and  all  these  operations 
that  they  no  longer  will  do  for  themselves,  but  you  are  going  to  do. 

I want  to  be  sure  this  is  nailed  down,  because  somebody  will  ask  me. 

Dr.  Simmons.  The  reason  it  is  hard  to  answer  the  question,  Mr. 
Chairman,  is  that  every  entity  has  to  do  some  planning.  Every  entity 
has  to  do  some  personnel  work.  There  are  levels  of  detail  at  which 
that  is  done.  In  a 46,000-man  organization,  there  must  be  a big,  broad 
plan  and  an  agency  plan. 

Mr.  Flood.  Yoii  are  restating  the  question.  I know  that.  That  is  why 
I asked  you  the  question. 

Do  any  of  your  people  want  to  add  to  what  you  have  just  said?  I 
would  like  to  hear  something  now,  if  anvbody  wants  to  add  to  it.  I know 
about  the  phrase,  “Never  volunteer.”  We  would  like  to  know.  This  is  a 
new  thing. 

For  the  record,  you  can  take  a look  at  it  and  develop  it.  That  will 
concern  a lot  of  people.  Why  do  you  want  to  decentralize  to  regional 
offices  and  at  the  same  time  give  all  these  jobs  back  to  “Big  Brother” 
and  then  he  will  do  what  ? 

[The  information  follows :] 

The  overall  role  of  the  Assistant  Secretary  for  Health  is  to  develop  a coordi- 
nated national  health  program.  Health  strategies  must  be  developed  that  are 
responsive  to  the  changing  Federal  role  and  to  the  health  needs  of  the  Nation. 
The  OflSce  of  the  Assistant  Secretary  for  Health  is  also  the  focal  point  for  deal- 
ing with  other  Federal  agencies,  providing  the  technical  and  administrative  sup- 
port and  policy  guidance  for  health  programs  administered  through  the  regional 
offices,  evaluating  the  ongoing  health  programs  to  meet  the  changing  needs  of 
our  population,  carrying  out  the  responsibility  as  the  line  manager  for  the  six 
health  agencies,  and  serving  as  the  staff  adviser  to  the  Secretary  on  all  health 
matters.  In  addition,  many  of  the  functions  previously  performed  by  the  agen- 
cies are  now  performed  by  this  office  such  as,  establishing  policies  in  grants  and 
contracts  management,  personnel  management,  budget  formulation,  and  plan- 
ning development. 

With  regard  to  the  role  of  the  regional  offices,  the  250  positions  listed  under 
the  Office  of  Regional  Operations  in  the  Office  of  the  Assistant  Secretary  for 
Health,  are  physically  located  in  the  regions.  The  overall  role  of  the  staffs  in 
the  regional  offices  is  to  bring  Government  closer  to  the  people  that  it  actually 
serves,  and  to  simplify  the  award  of  grants  and  contracts,  facilitate  interagency 
coordination  of  program  activities,  and  provide  the  day-to-day  administration 
of  programs  while  at  the  same  time  maintaining  an  ongoing  relationship  with 
States  and  local  health  officials,  communities,  and  health  care  providers. 

Mr.  Flood.  Mr.  Patten. 

SOCIAL  SECURITY  AMENDMENTS 

Mr.  Patten.  I haven’t  any  questions.  I do  not  want  to  go  over  the 
ground  that  we  debated  when  we  amended  the  Social  Security  Act. 

But  you  have  a responsibility  under  which  we  may- end  up  with  so 
much  quality,  nobody  will  get  any  service. 

I remember  around  1931,  after  we  passed  the  older  citizens  welfare 
bill  under  the  Federal  Government,  which  helped  people  over  65  or 
over  To  years  of  age,  we  solicited  a lot  of  our  friends  to  open  up  a lit- 
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tie  nursing  home.  Usually  it  was  some  large  house  and  took  in  12  or 
15  people  and  served  the  purpose  very  nicely.  But  someplace  there  was 
a fire,  and  the  State  legislature  made  a rule  then  it  had  to  be  fireproof, 
had  to  be  brick  and  steel.  Now  instead  of  talking  about  some  widow 
using  a house  to  take  old  people  in  that  were  unable  to  stay  home,  what 
we  called  a nursing  home,  you  need  $1  million  for  a little  facility  with 
all  of  the  improvements. 

We  had  a lot  of  women  used  to  help  their  neighbors,  come  in  the 
house,  and  generally  we  called  them  nurses’  aides.  They  had  no  di- 
ploma ; they  didn’t  pass  a State  examination. 

My  recollection  is  we  had  a lot  of  women  that  would  come  in  for  $5 
I a day  and  was  a big  help  to  the  family,  but  then  we  legislated  that 
' out  of  business  because  we  didn’t  get  quality. 

: The  net  effect  of  quality  was  a nursing  home  service  up  to  like  $200 

i a week  in  my  area,  $175  a week.  If  you  want  to  put  Pop  iii  a nursing 
: home,  you  have  to  be  wealthy.  Other  people  are  not  allowed  because 
they  violate  the  laws. 

When  we  passed  a bill  that  nurses’  aides  had  to  be  licensed  and  pass 
j an  examination,  we  just  kept  a lot  of  wonderful  women  out  of  the 
|j  market,  because  at  their  age  and  background,  they  weren’t  going  to 
' take  a State  examination.  They  helped  the  family  and  did  the  laundry 
j and  washed  the  patient  and  other  things  the  nurse’s  aide  would  do, 
I and  they  would  be  illegal. 

' I am  a little  afraid  in  establishing  these  regional  offices  to  insure 
quality,  we  are  going  to  have  the  difference  between  an  old  Model  T 
Ford — I had  a lot  of  fun  with  it,  but  it  didn’t  cost  $1,400.  But  with  all 
the  power  steering  and  automatic  brakes  and  television  and  air-condi- 
tioning and  climatic  heat  control,  it  costs  me  $12,000  to  buy  a car.  I 
think  I had  more  fun  with  the  old  Model  T that  had  no  windows  or 
anything.  You  just  put  on  an  extra  sweater  in  the  wintertime. 

I know  a lot  of  people  did  a wonderful  job  in  the  thirties  helping 
others  when  they  needed  care,  and  I am  not  so  sure  all  of  the  improve- 
ments were  good. 

We  tore  ourselves  apart  in  my  area  and  ended  up  in  court  trying  to 
pick  our  organization  for  the  regional  review.  It  was  quite  a donny- 
brook,  and  it  lasted  quite  a while. 

I am  wondering  what  the  next  step  is  going  to  be  on  quality  control, 
whether  we  are  going  to  end  up  with  a Cadillac  and  not  be  able  to  use 
the  Model  T which  is  within  reach.  Your  work  is  cut  out  for  you. 

I don’t  know  if  you  heard  me  say  I was  in  the  State  legislature  for 
8 years  in  the  fifties,  but  my  county  grew  from  100,000  to  600,000  in 
the  postwar  period,  but  we  still  had  the  same  number  of  undertakers. 
The  undertakers  by  controlling  the  State  board  made  sure  that  there 
was  not  another  undertaker  licensed  unless  somebody  dies. 

I pleaded  with  our  State  nursing  board  to  allow  a nurse  who  had 
worked  10  years  in  the  hospital  with  very  good  service,  and  at  that 
time  you  didn’t  need  a State  examination,  and  after  her  husband  died, 
she  wanted  to  go  back  and  probably  be  a school  nurse,  and  they  told 
me  she  wouldn’t  be  qualified  because  she  wasn’t  a high  school  graduate. 

I find  these  things  tend  to  narrow  the  market. 

Around  my  way  when  it  comes  to  medical  help,  I can’t  find  a gen- 
eral practitioner.  Everybody  wants  $50.  They  are  heart  specialists 
or  gland  specialists.  They  are  not  even  eye  doctors  or  dentists  any 
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more;  they  are  ophthalmologist  or  orthodontists.  I don’t  know  where 
we  are  going. 

It  seems  to  me  many  of  these  things  are  wonderful  in  quality,  and 
the  only  thing  we  have  done  is  restrict  the  availability  of  some  services 
at  a reasonable  cost  to  a large  number  of  people. 

So  I hope  in  your  quality  control  and  desire  to  deliver  quality  medi- 
cal care,  as  you  review  your  nursing  homes — ^you  said  there  are  prob- 
ably 12,000.  I think  you  said  about  6,500  will  meet  the  ipinimum  re- 
quirements for  skilled  nursing.  I can  remember  when  there  were  12 
people  in  Mrs.  Madden’s  home  out  in  Avenel,  and  the  nurse  didn’t 
hesitate  to  bring  a glass  of  milk  or  feed  a patient  once  in  a while. 

Under  our  new  rules  that  nurse  is  not  allowed  to  feed  the  patient. 
She  just  must  do  nursing.  So  this  put  a problem  for  Mrs.  Madden 
with  her  12  old-timers,  added  to  the  payroll. 

I can  tell  you  the  women  I know  are  out  of  business  because  of 
fire  laws  because  of  quality  control  or  other  big  improvements.  It 
just  strikes  me  we  have  eliminated  a lot  of  wonderful  people  who 
gave  a lot  of  service  at  cost  within  reach  of  many  a family. 

I am  interested  to  see  what  these  regional  groups  are  going  to  do. 
I have  a feeling  that  the  PSRO’s,  loaded  with  professional  talent,  will 
be  upgraded  professional  standards  and  that  will  mean  higher  prices 
and  limited  service,  and  the  general  public  won’t  be  as  well  off  as 
they  were  before.  Anyone  who  gets  the  service  will  be  riding  in  a 
Cadillac  and  have  no  model  T Ford. 

I hope  you  proceed  modestly.  We  don’t  have  to  chew  it  all  at 
one  time.  Do  it  gradually.  Don’t  close  up  500  nursing  homes.  Be  a 
little  lenient  and  don’t  listen  to  all  of  those  professional  criers.  Think 
of  the  public,  be  a consumer’s  man  when  you  set  these  standards. 

I can  given  you  specifics.  I know  a Negro  minister  who  had  two 
nursing  homes  and  after  a big  fire  somewheres  the  State  came  in  and 
they  were  closed  up.  But  the  poor  souls  in  his  wooden  frame  buildings 
were  not  wanted  in  other  places,  and  when  the  sign  went  up  $125 
a week  they  were  eliminated  and  no  longer  in  the  system  and  they 
didn’t  get  any  care. 

I hope  at  the  Federal  level  here  we  are  not  all  big  leaguers.  Keep 
these  little  nursing  homes  in  business  and  keep  a lot  of  wonderful 
people  giving  medical  care  and  don’t  let  them  kick  you  around  for 
that  specialist  and  supreme  service  and  everything  else. 

I don’t  agree  with  all  of  this  reform.  I am  shaky  about  this  thing 
of  your  having  Federal  quality  standards  on  the  grounds  that  the 
people  you  meet  idealistically  and  correctly  would  love  to  see  a better 
service. 

Do  I make  a fair  statement  based  on  your  own  knowledge  that  as 
a result  of  the  new  fire  laws  requiring  all  brick  and  steel  a lot  of  people 
are  out  of  the  nursing  home  business  who  hardly  made  a living  out  of 
it  ? They  are  eliminated.  A lot  of  wonderful  women  went  in  and  cooked 
the  meal  for  the  old  man  and  wash  the  dishes  and  take  care  of  a patient 
and  delivered  a baby  and  'all.  In  my  State  todav  it  is  illegal.  If  you 
get  a nurse  for  a patient  you  end  up  with  a bill  for  $70  a day  at 
top  professional  rates.  Nurse’s  aides  are  very  limited.  It  is  hard  to  find 
them.  I know  a little  something  about  the  neighborly  list  I saw  that 
was  of  good  quality. 
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A number  of  things  change.  I am  not  always  for  reform.  I hope  in 
your  role  you  don’t  get  so  high  class  only  the  fellow  who  can  buy  a 
Cadillac  are  going  into  the  nursing  home  and  get  some  of  these  medical 
services. 

Do  I make  my  point  ? 

Dr.  Simmons.  Certainly,  Mr.  Patten.  It  is  hard  to  disagree  that  you 
always  have  to  be  careful  in  improving  things,  or  else  it  doesn’t  work. 
The  sad  thing  is  that  in  some  of  the  terrible  nursing  home  tragedies 
we  have  had,  the  improvement  wouldn’t  be  very  expensive.  A smoke 
door  costs  $700,  and  12  or  13  people  wouldn’t  have  burned  to  death.  All 
of  the  important  improvements  aren’t  necessarily  expensive,  but  they 
have  to  make  some  sense.  You  have  to  be  careful.  Improvement  may 
hurt  more  people  than  it  helps. 

Mr.  Patten.  I have  no  more  questions. 

DECENTRALIZED  HEALTH  PROGRAMS 

Mr.  Conte.  F or  decentralized  health  programs,  it  is  hard  to  see  how 
responsibility  is  going  to  be  divided  between  regional  offices  and  the 
agencies  to  which  appropriations  are  made.  Will  you  de^ribe  the 
relationship  both  as  to  policy  and  'actual  program  management? 

Dr.  Simmons.  Many  health  programs  have  been  decentralized  for 
q^uite  a number  of  years,  in  which  the  fundamental  responsibility  of 
the  central  office  has  been  the  development  and  evaluation  of  national 
policies  and  priorities  with  the  regional  offices  responsible  for  program 
implementation.  Eecent  efforts  under  the  Department  policy  of  decen- 
tralization have  been  directed  to  defining  further  these  responsibilities 
through  a careful  analysis  of  specific  program  functions  and  deter- 
mining the  proper  location  of  responsibility  between  headquarters  and 
the  regional  offices.  In  relation  to  total  Federal  health  programs,  we 
also  recognized  the  need  to  clearly  establish  a capability  to  provide 
overall  PHS  direction,  management,  and  coordination  of  an  increasing 
variety  of  health  programs  from  the  several  health  agencies*  that  are 
carried  out  in  the  region.  For  this  reason,  with  the  PHS  reorganiza- 
tion, we  strengthened  the  role  of  the  Regional  Health  Administrator 
as  the  principle  health  official  in  the  region,  reporting  directly  to  the 
Assistant  Secretary  for  Health  with  authority  to  direct  and  control 
PHS  regional  components  and  resources. 

Extensive  interaction  between  headquarters  and  regional  offices  is 
necessa^  in  order  that  each  can  effectively  implement  their  relevant 
responsibilities.  The  regional  offices  must  provide  input  to  the  central 
offices  for  policy  and  program  development,  based  on  their  experience 
in  program  implementation  and  greater  awareness  of  local  situations. 
By  the  same  token,  the  central  office  agencies  must  provide  clear  guid- 
ance to  the  regions  on  national  policies,  regulations  and  priorities  as 
well  as  the  resources  that  will  be  made  available  to  the  regions  for 
implementation  of  specific  program  expectations. 

We  are  engaged  in  many  activities  to  facilitate  more  effective  work- 
ing relationships  between  the  regions  and  central  offices.  The  Office  of 
Regional  Operations  was  established  as  a staff  office  to  the  Assistant 
Secretary  for  Health  to  assist  him  in  all  matters  pertaining  to  the 
operations  of  the  PHS  regional  offices.  This  office  is  working  inten- 
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sively  with  the  agencies  and  the  regions  in  the  development  of  a new 
system  called  the  Eegional  Health  Administrator’s  work  program. 
This  system  will  provide  a vehicle  for : The  agencies  to  provide  timely 
and  consistent  guidance  to  the  EHA’s  on  all  national  policies  and  pro- 
grams for  regional  implementation;  the  KHA’s  to  plan  the  coordi- 
nated use  of  all  PHS  programs  in  the  regions;  and  monitoring  and 
feedback  on  program  accomplishments  and  identification  and  resolu- 
tion of  specific  issues.  In  addition  to  this  formal  process  for  improving 
interaction  between  central  and  regional  offices  on  major  decisions  re- 
garding policy  directions  and  resource  allocations,  the  more  informal 
line  of  communication  between  central  and  regional  program  counter- 
parts will  be  continued  to  assure  the  necessary  exchange  of  program- 
matic and  technical  information  that  is  vital  to  each  in  the  implemen- 
tion  of  their  related  responsibilities. 

Mr.  Conte.  Are  all  regional  office  staff  responsible  to  the  Office  of 
the  Assistant  Secretary  or  only  the  “core”  staff?  If  the  latter,  what 
are  the  problems  of  having  regional  office  staff  reporting  to  agencies, 
while  .the  heads  of  the  regional  offices  report  to  the  Office  of  the  As- 
sistant Secretary  ? 

Dr.  Simmons.  Health  staff  located  in  the  regional  office  are  respjon- 
sible  to  the  Regional  Health  Administrator,  who  in  turn  is  responsible 
to  the  Assistant  Secretary  for  Health.  Positions  are  budgeted  in  several 
appropriations  which  support  the  many  decentralized  health 
programs. 

In  this  regard,  the  “core”  staff  is  budgeted  in  “Salaries  and  expenses” 
for  the  Office  of  the  Assistant  Secretary  for  Health  since  these 
staff  support  overall  regional  office  operations  including  programs  now 
funded  by  several  of  the  health  agencies.  Authority  for  the  implemen- 
tation of  decentralized  health  programs  is  delegated  from  the  As- 
sistant Secretary  for  Health  to  the  Regional  Health  Administrator,  in- 
cluding full  responsibility  for  the  total  regional  office  health  staff 
required  for  program  operations  in  the  regions.  This  authority  and  re- 
sponsibility to  direct  the  overall  management  of  PHS  regional  office 
activities  was  clearly  established  in  the  recent  PHS  reorganization. 
This  classification  of  roles  is  intended  to  provide  the  most  effective 
management  of  resources  and  a more  responsive  administration  of 
health  activities  of  the  population  served  by  the  region.  I might  men- 
tion that  there  is  one  exception  for  the  management  of  FDA  field 
activities.  All  authority  for  the  implementation  of  FDA  programs  is 
delegated  from  the  Assistant  Secretary  to  the  Commission  of  the  FDA. 
This  is  because  of  the  unique  nature  of  these  programs  in  the  enforce- 
ment of  laws,  requiring  immediate  and  direct  access  of  the  central 
office  to  the  nationwide  network  of  the  FDA. 

AVERAGE  SUPPORT  FOR  PSRO 

Mr.  Conte.  What  will  be  the  average  support  for  a PSRO  and  for  a 
State  PSR  Council  ? 

Dr.  Simmons.  Experience  with  prototype  PSRO  planning  has  been 
limited  to  date.  The  experience  of  the  existing  medical  care  review 
organizations,  coupled  with  the  PSRO  leqfislative  requirements,  indi- 
cate that  it  shall  cost  approximatelv  $50,000  to  support  the  desisrn  of  a 
formal  plan  for  assuming  the  duties  and  functioning  of  a PSRO. 
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Actual  prototype  PSKO  experience  is  relatively  limited  to  date.  A 
few  medical  care  review  organizations  are  now  in  operation,  but  none 
are  operating  as  the  legislated  PSRO’s  will  operate.  However,  these 
organizations,  when  coupled  with  the  PSRO  legislation,  do  provide 
some  “benchmarks”  against  which  to  estimate  average  costs  of  PSRO’s. 

The  average  budget  for  the  first  conditional  year  will  vary  consider- 
ably from  as  low  as  $100,000  to  as  high  as  $500,000,  with  an  average 
cost  of  about  $300,000.  The  lower  funding  levels  will  relate  to  those 
organizations  in  their  early  development  stages,  with  funding  progres- 
sively increasing  coincident  with  the  initiation  of  review. 

With  the  limited  experience  to  date  it  is  estimated  that  the  average 
cost  of  a State  PSR  Council  will  average  about  $200,000. 

EVALUATION  OF  PSRO 

Mr.  Conte.  How  much  are  you  budgeting  for  evaluation  of  PSRO 
performance  and  what  plans  do  you  have  for  evaluation  programs? 

Dr.  Simmons.  The  strategy  for  the  evaluation  of  the  PSRO  program 
is  now  being  developed  by  our  staff.  Until  this  strategy  is  completed  it 
would  be  difficult  to  furnish  you  with  a realistic  estimate  of  its  cost. 
We  will  furnish  you  with  the  plans  for  the  evaluation  program,  as 
well  as  our  best  estimate  of  its  cost,  as  soon  as  they  are  developed. 

TECHNICAL  ASSISTANCE  TO  PSRO’S 

Mr.  Conte.  What  resources  do  you  have  for  providing  technical 
assistance  to  PSRO’s?  Isn’t  this  such  a new  kind  of  enterprise  that 
we  have  little  experience  or  expertise  to  draw  on  ? 

Dr.  Simmons.  Technical  assistance  will  be  provide  to  the  PSRO’s 
from  a number  of  different  sources.  DHEW  realizes  that  a strong  pro- 
gram of  technical  assistance  is  vital  to  the  success  of  the  PSRO  pro- 
gram. We  plan  to  have  technical  assistance  for  PSRO’s  from  a number 
of  sources. 

The  PSRO’s  will  be  assisted  by  both  central  and  regional  office  per- 
sonnel from  DHEW.  A number  of  extensive  training  sessions  have 
been  conducted  to  orient  regional  office  staffs  in  the  operations  of  the 
PSRO  program.  In  addition,  one  person  in  each  of  the  10  DHEW 
regional  offices  has  been  identified  as  the  focal  point  for  all  PSRO 
activity.  That  person  will  be  responsible  for  coordinating  PSRO 
activity,  assisting  the  PSRO’s  in  the  region,  and  acting  as  liaison  be- 
tween the  PSRO  and  DHEW  central  office. 

Statewide  support  centers  will  be  established  under  contract  to 
stimulate  and  support  the  development  and  operation  of  the  PSRO 
program  and  the  local  PSRO’s  in  a manner  consistent  with  the  legis- 
lative intent  and  the  policies  of  the  Secretary.  Support  centers  could 
thus  provide  professional,  administrative  and  technical  support  to 
assist  local  PSRO’s  in  carrying  out  their  standard  setting  and  peer 
review  responsibilities.  Contracts  with  support  centers  would  be  let 
on  a competitive  basis  and  the  tasks  to  be  performed  under  all  con- 
tracts and  subcontracts  would  be  subject  to  our  approval.  We  will 
also  let  contracts  to  develop  models  that  tbe  local  PSRO’s  may  modify 
and  use  as  appropriate  to  their  particular  situation.  These  models  in- 
clude criteria,  accounting  systems,  review  systems,  data  systems,  et 
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cetera.  These  models  should  greatly  reduce  the  duplication  of  expense 
and  effort  for  the  local  PSRO’s. 

To  supplement  these  contracts  and  our  own  staff  we  will  identify  ap- 
propriate consultants  that  have  demonstrated  particular  expertise  in 
subjects  related  to  PSRO  activities.  These  consultants  will  work  with 
us  and  the  local  PSKO’s  to  see  that  the  PSKO  activities  are  carried 
out  in  the  most  effective  and  efficient  manner  possible. 

We  also  plan  to  fund  a number  of  contracts  to  train  persons  involved 
in  PSRO  activities.  These  training  programs  will  include  both  phy- 
sicians and  administrative  personnel.  Such  training  is  necessary  that 
the  PSRO’s  are  operated  in  an  effective,  efficient  and  somewhat  uni- 
form fashion. 

The  PSRO  program  is  a major  new  initiative,  but  while  the  avail- 
able expertise  and  experience  is  limited,  it  does  exist.  We  have  at- 
tempted to  draw  from  the  experience  of  the  federally  funded  Experi- 
mental Medical  Care  Review  Organizations  (EMCRO’s) , and  of  other 
medical  care  foundations  and  organizations  involved  in  peer  review. 
We  have  also  drawn  from  the  expertise  available  within  the  medical 
commimity. 

ASSESSMENT  OF  COMPREHENSIVE  HEALTH  PLANNING  EFFORT 

Mr.  Conte.  The  justification  mentions  an  assessment  of  comprehen- 
sive health  planning  efforts  in  1974.  Is  that  available?  Will  you  sum- 
marize the  major  findings?  Did  that  assessment  feed  into  planning  the 
administration’s  new  health  planning  legislation  ? 

Dr.  Simmons.  The  site  assessments  of  the  56  State  comprehensive 
health  planning  agencies  and  162  area  wide  comprehensive  health  plan- 
ning agencies  in  the  planning  phase  have  not  yet  been  completed.  As 
of  April  1,  1974,  25  State  agencies  and  127  areawide  agencies  were 
assessed.  A final  analysis  of  findings  on  all  agencies  assessed  by  June 
30, 1974  will  be  submitted  to  the  Secretary  by  the  end  of  this  summer. 

The  assessments  did  not  feed  into  the  administration’s  proposal  on 
health  resources  planning.  The  overall  goal  of  the  site  assessment  is 
to  determine  an  agency’s  status  in  terms  of  a series  of  performance 
standards  which  were  developed  for  State  and  areawide  compre- 
hensive health  planning  agencies. 


cooley’s  anemia 


Mr.  Conte.  On  page  196  several  areas  are  listed  in  which  the  Office 
is  coordinating  health  agencies’  efforts.  The  one  area  not  even  men- 
tioned is  Cooley’s  anemia,  despite  specific  legislation.  For  the  record, 
will  you  provide  a detailed  description  of  present  efforts  in  that  area 
and  of  the  Office’s  role  in  coordinating  them  and  developing  new  ef- 
forts ? 

Dr.  Simmons.  Cooley’s  anemia  legislation  concerns:  (1)  Research; 
(2)  screening,  treatment,  and  counseling;  and  (3)  development  and 
dissemination  of  information  and  educational  materials.  Responsibil- 
ity for  implementation  of  the  research  portion  was  assigned  to  the 
National  Institutes  of  Health  (NIH).  NIH  research,  apart  from  basic 
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studies  in  blood  diseases,  is  concerned  with  an  immediate  need  for  fur- 
ther clinical  investigation  directed  toward  better  therapy,  especially 
in  reference  to  development  of  a new  iron  chelator  and  transfusion 
therapy. 

Nlli  has  assumed  responsibility  for  administration  and  funding  to 
develop  an  effective  and  inexpensive  small  scale  pilot  program  to  screen 
for  thalassemia  trait  and  counseling  of  those  with  the  condition.  The 
specifications  of  the  work  to  be  performed  under  the  contract  are  being 
developed.  It  is  expected  that  it  will  be  possible  to  award  a contract 
to  begin  work  early  in  fiscal  year  1975,  and  that  a period  of  approxi- 
mately 2 years  will  be  required  for  the  first  phase  to  be  completed. 
From  this  effort,  the  major  question  to  be  answered  is  whether  a mass 
screening  program  of  the  kind  should  be  considered  for  the  Nation. 
These  will  be  problems  of  mutual  interest  to  NIH  and  Health  Services 
Administration  (HSA).  The  responsibility  for  the  development  and 
dissemination  of  information  and  educational  materials  is  with  HSA. 

The  Office  of  the  Assistant  Secretary  for  Health  is  presently  coor- 
dinating Cooley’s  anemia  activities,  which  are  being  carried  out  by 
NIH,  and  those  in  the  process  of  being  developed  by  HSA.  The  staff 
not  only  monitors  the  research  and  delivery  components  of  this  pro- 
gram, but  also  makes  certain  that  the  knowledge  acquired  through 
research  of  the  sickle  cell  anemia  program,  and  from  other  similarly 
related  diseases  are  properly  utilized  in  this  effort. 

TRAINING  PROGRAMS  FOR  NURSING  HOME  EMPLOYEES 

Mr.  Conte.  Why  are  training  programs  for  nursing  home  employees 
being  run  out  of  the  Assistant  Secretary’s  office  instead  of  one  of  the 
agencies  ? 

Dr.  Simmons.  The  Office  of  Nursing  Home  Affairs,  Office  of  the  As- 
sistant Secretary  for  Health,  provides  overall  guidance  and  coordinates 
efforts  of  all  of  the  acti\dties  related  to  the  President’s  1971  initiatives 
for  nursing  home  improvement  which  are  being  implemented  in  the 
PHS  agencies  and  regional  offices.  Specifically,  the  Health  Resources 
Administration,  is  responsible  for  an  annual  budget  of  $1.8  million 
which  is  all  directed  toward  training  provider  personnel  of  nursing 
homes.  Another  $300,000  is  managed  by  the  Alcohol,  Drug  Abuse,  and 
Mental  Health  Administration,  which  focuses  primarily  on  the  psycho- 
social aspects  of  the  care  provided  by  nursing  home  personnel.  The 
Office  of  the  Under  Secretary  has  recently  proposed  the  organization 
of  divisions  of  long  term  care  in  the  Office  of  the  Regional  Directors. 
Responsibility  for  stimulating  training  opportunities  to  meet  special 
needs  of  nursing  home  employees  in  each  region  would  be  delegated  to 
that  unit. 

PUBLIC  AFFAIRS  ACTIVITIES 

Mr.  Conte.  How  much  of  the  requested  budget  for  program  direction 
and  support  services  will  be  spent  on  public  affairs  ? 

Dr.  Simmons.  Of  the  $14,146,000  requested  for  program  direction  and 
support  services,  $301,000  is  required  to  support  the  10  positions  as- 
sociated with  the  public  affairs  functions. 
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INTERNATIONAL  HEALTH  EFFORTS 

Mr.  Conte.  MTiat  are  some  specific  international  health  efforts  you 
plan  for  1975  ? 

Dr.  Simmons.  International  health  efforts  planned  for  1975  will,  as 
in  the  past,  be  aimed  at  complementing  the  domestic  mission  of  this  De- 
partment. It  is  also  intended  that  DHEW  will  intensify  ,its  activities 
involving  coordination  of  the  input  of  U.S.  Government  agencies  such 
as  State  (including  the  Agency  for  International  Development) , Com- 
merce, Agriculture,  the  Environmental  Protection  Agency,  et  cetera, 
into  the  entire  international  health  field. 

We  anticipate  an  increase  in  our  bilateral  collaborative  activities 
with  such  countries  as  the  Arab  Republic  of  Egypt,  India,  Japan, 
Mexico,  Pakistan,  Poland,  and  the  Soviet  Union.  In  some  of  these 
countries,  research  conducted  bv  local  scientists  will  be  financed  by 
U.S.-owned  excess  currencies  (PL  480  funds).  In  other  countries, 
cooperative  research  programs  are  being  carried  out  through  joint- 
agreements  between  DHEW  and  local  Ministries  of  Health.  A lim- 
ited number  of  specific  examples  include:  cancer,  heart  disease, 
environmental  health  and  arthritis  with  the  Soviet  Union;  occupa- 
tional health,  rehabilitation,  neurological  and  psychiatric  disorders, 
food  and  drug  health  problems,  infectious  diseases  and  health  services 
delivery  with  Poland:  research  into  nutrition  in  India;  research  into 
hepatitis  in  the  Arab  Republic  of  Egypt  and  food  and  drug  activities 
with  J apan. 

In  response  to  requests  from  the  Agency  for  International  Develop- 
ment, we  are  providing  technical  assistance  to  several  countries  in  the 
development  of  their  health  planning  and  health  sector  analysis. 
Information  and  experience  gained  through  this  process  provides  a 
valuable  feedback  to  the  domestic  health  activities  of  the  Department. 

The  Office  of  the  Assistant  Secretary  for  Health  is  responsible  for 
developing  U.S.  input  into  the  activities  of  the  World  Health  Orga- 
nization (WHO),  and,  hence,  provides  analyses  and  evaluation  of 
the  programs  conducted  by  that  Organization.  This  process,  aided 
by  the  input  of  the  Department  of  State,  helps  to  ascertain  that  U.S. 
contributions  to  the  World  Health  Organization  are  effectively  uti- 
lized, as  well  as  assisting  the  Organization  to  be  responsive  to  health 
needs  worldwide. 

Mr.  Flood.  Thank  you,  gentlemen.  Good  luck.  You  are  going  to 
need  it. 
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JUSTIFICATION  OF  THE  BUDGET  ESTIMATES 

OFFICE  OF  THE  ASSISTANT  SECRETARY  FOR  HEALTH 

Salaries  and  Expenses 

Amounts  Available  for  Obligation  _!/ 

1974  1975 

Revised  

Appropriation $12,000,000  $52,299,000 

Proposed  supplemental  for  pay  costs 945,000 

Subtotal,  adjusted  appropriation 12,945,000  52,299,000 


Comparative  transfers  to: 


"Food  and  Drug  Administration" -41,000 

Transfer  of  administrative  support  for 
Commissioned  Officer  Personnel 
function. 

"Health  Services -4,100,000 

Transfer  of  administrative  support 
for  Equal  Employment  Opportunity, 


Legislation,  Administrative  Management, 
Personnel  Management,  Procurement, 
Fiscal  services,  and  Commissioned 
Officer  Personnel  functions. 


"Indian  Health" -205,000 

Transfer  of  administrative  support 
for  Commissioned  Officer  Personnel 
function. 

"Preventive  Health  Services -73,000 

Transfer  of  administrative  support 
for  Commissioned  Officer  Personnel 
function. 

"Office  of  the  Director,  NIH" -155,000 

Transfer  of  administrative  support 
for  Commissioned  Officer  Personnel 
function. 


"Alcohol,  Drug  Abuse,  and  Mental 

Health" -42,000 

Transfer  of  administrative  support 
for  Commissioned  Officer  Personnel 
and  Employee  Health  Program  on 
Alcoholism  functions. 

"Health  Resources" -2,013, 000 

Transfer  of  administrative  support 
for  Equal  Employment  Opportunity, 

Upward  Mobility,  Committee  Management, 
and  Commissioned  Officer  Personnel 
functions. 
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Amounts  Available  for  Obligation  3. / 

1974 

Revised 

Comparative  transfers  from: 

"Food  and  ^ *ug  Administration 626,000 

Transfer^  '>f  administrative  support 
for  Admiiie^trative  Management, 

Program  operations.  Equal  Employment 
^Opportunity,  Policy  Development 
and  Plannig,  and  Executive 
direction  functions. 

4 

"Health  Services" 6,447,000 

Transfer  of  administrative  support 
for  Regioi^l  Office  Central  Staff, 

Policy  Development  and  Planning, 

' Population  Affairs,  and  Regional 
■ operation  functions. 

'^Preventive  ^ealth  Services" 108,000 

Transfer  administrative  support 
for  Admin^trative  ^Management , 

Regional  operations,  and  Inter- 
national Health  ftmctions. 


"National  Qancer  Institute" 193,000 

"National  Heart  and  Lung  Institute..  77,000 

"National  Institute  of  Dental 

Research" 31 , 000 

^National  Institute  of  Arthritis, 

^ Metabolism,  and  Digestive 

Diseases" 63,000 

"National  Institute  of  Neuro- 
logical Diseases  and  Stroke" 63,000 

"National  Institute  of  Allergy  and 

Infectious  Diseases” 60,000 

"National  Institute  of  General 

Medical  Sciences" 44,000 

"National  Institute  of  Child  Health 

and  Human  Development 73,000 

"National  Institute  of  Environ- 
mental Health  Sciences" 30,000 

"National  Library  of  Medicine" 66,000 

"Office  of  the  Director,  NIH" 83,000 


Transfer  of  administrative  support 
for  Administrative  Management, 
Policy  Development  and  Planning, 
and  Program  operations  functions. 


"Alcohol,  Drug  Abuse,  and  Mental 

Health" 413,000 

Transfer  of  administrative  support 
for  Administrative  Management,  and 
Regional  operation  ftmctions. 


1975 
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Amounts  Available  for  Obligation  1. / 


1974  1975 

Revised 

"Health  Resources" 

Transfer  of  administrative  support 
for  Equal  Employment  Opportunity 
and  Regional  operations  functions. 

289,000 

"Departmental  Management 

Transfer  of  administrative  support 
for  Executive  Secretariat,  Program 
operation.  Policy  Development  and 
Planning,  PSRO  activity.  Executive 
direction.  Population  Affairs, 
Personnel  Management , International 
Health,  and  Nursing  Home  Affairs 
functions. 

5,211,000 

"Social  and  Rehabilitation  Service".. 

16,075,000 

Subtotal,  budget  authority 

36,268,000  52,299,000 

Receipts  and  reimbursements  from: 

16.775,000  27,000,000 

Total,  obligations 

53,043,000  79,299,000 

1/  Excludes  the  following  amounts  for  reimbursable  activities  carried 
~ out  by  this  account:  1974  - $231,000;  1975  - $231,000. 
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Summary  of  Changes 

1974  Estimated  obligations $53,043,000 

1975  Estimated  obligations 79,299,000 

Net  change +26,256,000 

Base Change  from  Base 

Pos.  Amount  Pos,  Amount 


Increases : 

A.  Built-In ; 

1.  Within  grade  Increases +$330,000 

2.  Annualization  of  new  1974 

positions +1,448,000 

3.  One  extra  day  of  pay +55,000 

4.  DHEW  Working  Capital  Fund 

costs +29,000 

5.  PHS  Service  and  Supply 

Fund  costs +56,000 

6.  Annualization  of  October 

1973,  pay  costs +334,000 

7.  Service,  Lease,  and  Users 

Charge +1,201,000 

8.  Increase  In  the  telephone 

rates +38,000 

Subtotal..... +3,491,000 

B.  Program: 

1.  Professional  Standards 

Review  Organizations 141  $33,670,000  +175  +22,765,000 


Total,  net  change +175  +26,256,000 
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Obligations  by  Activity 


Page 

1974 

Base 

1975 

Estimate 

Increase  of 
Decrease 

Ref. 

Pos. 

Amount 

Pos. 

Amount 

Pos.  Amount 

193  Regional  office  central 
staff 

250 

$5,909,000 

250 

$7,253,000 

+$1,344,000  A/ 

195  Program  direction  and 
support  services.... 

507 

13,464,000 

507 

14,146,000 

+682,000  B/ 

198  Professional  stand- 
ards review 
organizations 

141 

33,670,000 

316 

57,900,000 

+175  +24,230,000  C/ 

Total  obligations. . . . 

898 

53,043,000 

1,073 

79,299,000 

+175  +26,256,000 

Explanation  of  Changes  (by  activity) 

A)  The  total  increase  of  $1,344,000  for  this  activity  is  for 
mandatory  items. 

B)  The  total  increase  of  $682,000  for  this  activity  is  for 
mandatory  items. 

C)  A total  increase  of  $24,230,000  is  requested  for  this  activity. 

Of  this  amount  $1,465,000  will  cover  mandatory  items,  $19,865,000 
will  support  about  70  new  Professional  Standards  Review  Organiza- 
tions (PSR0*s)  and  12  Professional  Standards  Review  State 
councils  and  support  contracts,  and  $2,900,000  will  support  175 
new  positions  for  the  expanded  PSRO  program. 
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Obligations  by  Object 


• 

1974 

Estimate 

1975 

Estimate 

Increase 

or 

Decrease 

Total  number  of  permanent 
positions 

1,073  ' 

+175 

Full-time  equivalent  of  all 
other  positions 

63 

+5 

Average  number  of  all 

employees 

1,072 

+172 

Personnel  compensation: 


Permanent  positions 

$15,755,000 

$19,578,000 

+$3,823,000 

Positions  other  than 

permanent 

379,000 

474,000 

+95,000 

Other  personnel  compensation. . . 

142,000 

. 159,000 

+17,000 

Subtotal,  personnel 

compensation 

16,276,000 

20,211,000 

+3,935,000 

Personnel  benefits 

1,625,000 

1,957,000 

+332,000 

Travel  and  transportation  of 
persons 

1,075,000 

1,337,000 

+262,000 

Transportations  of  things 

62,000 

77,000 

+15,000 

Rent , communications  and 

utilities 

706,000 

2,030,000  ' 

+1,324,000 

Printing  and  reproduction 

170,000 

188,000 

+18,000 

Other  services 

1,215,000 

1,508,000 

+293,000 

Project  contracts 

31,675,000 

51,540,000 

+19,865,000 

Supplies  and  materials 

110,000 

146,000 

+36,000 

Equipment 

129,000 

305,000 

+176,000 

Total  obligations  by  object... 

53,043,000 

79,299,000 

+26,256,000 
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Significant  Items  In  House  and  Senate 
Appropriations  Committee  Reports 


Item 


Action  taken  or  to  be  taken 


1974  Senate  Report 
Office  of  the  Administrator 


The  Senate  was  concerned 
that  too  many  positions  were 
transferred  to  this  account  for 
the  support  of  the  Assistant 
Secretary  for  Health.  Therefore, 
the  Senate  allowance  reduced 
the  request  and  House 
allowance  of  $14,304,000  to 
$12,000,000. 


The  reduction  of  $2,304,000  in  the 
Health  Services  and  Mental  Health,  Office 
of  Administration  appropriation  was 
achieved  by  eliminating  $495,000  of 
program  increases  originally  included  in 
the  budget  estimates  and  discontinuing 
the  funding  of  49  positions  and  $1,809,000 
for  the  following  activities:  tort  claims 

processing,  the  Parklawn  library,  fiscal, 
procurement  and  supply  services.  These 
activities  are  not  staff  functions  for  the 
Assistant  Secretary  for  Health.  The  cost 
of  these  activities  will  be  financed 
through  the  PHS  Service  and  Supply  Fund 
and  billed  to  those  programs  being  served 
by  these  activities. 


Authorizing  Legislation 


1975 


Legislation 

Authorized 

Appropriation 

requested 

Social  Security  Act 

Title  XI,  Part  B — General 
Provisions  and  Profes- 
sional Standards  Review 

Indefinite 

$30,900,000 
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Office  of  the  Assistant  Secretary  for  Health, 
Salaries  and  Expenses 


Budget 


Year 

Estimate 
to  Congress 

House 

Allowance 

Senate 

Allowance 

Appropriation 

1965... 

$6,214,000 

$6,214,000 

$6,214,000 

$6,214,000 

1966... 

6,648,000 

6,648,000 

6,648,000 

6,648,000 

1967... 

8,207,000 

8,069,000 

7,648,000 

7,858,000 

1968... 

9,087,000 

8,358,000 

8,358,000 

8,358,000 

1969... 

9,073,000 

9,073,000 

9,073,000 

9,073,000 

1970... 

9,898,000 

9,898,000 

9,898,000 

9,898,000 

1971... 

12,636,000 

12,636,000 

12,636,000 

12,636,000 

1972... 

12,497,000 

12,497,000 

12,497,000 

12,497,000 

1973... 

20,519,000 

20,519,000 

20,519,000 

20,519,000 

1974... 

37,627,000 

37,627,000 

30,323,000 

35,323,000 

Supple- 
mental. 945,000 

1975...  52,299,000 
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Office  of  the  Assistant  Secretary  for  Health 


Increase  or 

1974 1975  Decrease 

Pos. Amount  Pos « Amount  Pos , Amount 

Personnel  compen- 
sation and 

benefits 898  $17,901,000  1,073  $22,168,000  +175  +$4,267,000 

Other  expenses...  35,142,000  57,131,000 +21,989.000 


Total 898  53,043,000  1,073  79,299,000  +175  +26,256,000 

Activities 

1.  Regional  Office 

Central 

Staff 250  5,909,000  250  7,253,000  +1,344,000 

2 . Program 

Direction  and 
Support 


Services...  507  13,464,000  507  14,146,000  +682,000 

3.  Professional 

Standards  Review 
Organiza- 


tions  141  33,670,000  316  57,900,000  +175  +24,230,000 

Total 898  53,043,000  1,073  79,299,000  +175  +26,256,000 


General  Statement 

This  appropriation  provides  support  for  the  administrative  staff  of  the 
ten  Regional  Health  Administrators,  staff  for  the  Assistant  Secretary  for  Health, 
and  resources  necessary  for  the  maintenance  of  the  nationwide  professional 
standards  review  organization  activities.  The  Assistant  Secretary  for  Health 
is  the  principal  advisor  to  the  Secretary  on  health  policy  and  all  health- 
related  activities  for  the  Department,  and  is  responsible  for  the  direction  of 
the  Public  Health  Service  health  agencies.  He  provides  leadership  and 
policy  guidance  for  health-related  activities  for  the  people  of  the  Nation, 
and  for  maintaining  relationships  with  other  governmental,  private  agencies, 
and  some  international  health  organizations  concerned  with  health  and  health- 
related  matters. 


i. 
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Regional  Office  Central  Staff 


1974 

1975 

Increase  or 
Decrease 

Pos. 

Amount 

Pos. 

Amount 

Pos . Amount 

Personnel  compensa- 
tion and  benefits.. 

250 

$4,948,000 

250 

$5,091,000 

‘ +$143,000 

Other  expenses 

— 

961,000 



2,162,000 

+1.201,000 

Total 

250 

5,909,000 

250 

7,253,000 

+1,344,000 

The  staff  supported  by  this  activity  is  located  in  the  ten  regional 
offices.  This  activity  supports  the  immediate  office  of  the  Regional  Health 
Administrators,  the  principal  health  officials  in  the  regions,  who  are 
responsible  to  the  Assistant  Secretary  for  Health.  The  Regional  Health 
Administrators  determine  regional  health  policies,  set  priorities,  goals  and 
objectives  for  the  regions  within  the  scope  of  national  health  policies.  They 
administer  more  than  40  decentralized  health  programs  and  activities  funded 
by  appropriations  of  four  of  the  six  PHS  health  agencies.  Technical 
assistance  and  consultations  to  State,  local  and  community  organizations  to 
improve  the  delivery  of  health  services  is  also  provided  through  the 
Regional  Offices. 

In  1974,  the  Regional  Office  Central  Staff  continued  to  provide  the  overall 
management  capabilities  necessary  to  administer  the  decentralized  health  program 
in  the  ten  Regional  Offices.  Further  decentralization  of  health  programs  during 
1974,  including  major  health  manpower  activities,  has  placed  greater  responsi- 
bility on  the  central  staff.  Currently  there  are  some  6,000  grants  totalling 
$1.4  billion  being  awarded  and  administered  in  the  regional  offices.  In  1974,  the 
special  responsibility  of  the  central  staff  to  administer  the  Comprehensive 
Health  Planning  Program  included  an  intensive  effort  to  assess  the  performance 
of  all  area-wide  Community  Health  Planning  Agencies  and  to  provide  direction  and 
assistance  to  Improve  their  operations  where  necessary.  The  central  staff  also 
participated  in  establishing  the  Professional  Standards  Review  Organizations.  A 
major  undertaking  in  1974  was  the  participation  of  the  central  staff  in  the 
reorganization  of  regional  health  activities.  This  reorganization  will  give  the 
Regional  Health  Administrators  the  structure  needed  to  support  their  expanded 
role  as  principal  health  officials  in  the  regions  and  provide  for  more  effective 
direction,  management  and  coordination  of  decentralized  health  programs. 

Emphasis  will  continue  to  be  placed  on  improving  coordination  with  State  and 
local  health  agencies,  development  and  implementation  of  regional  plans  for 
achieving  national  health  priorities  and  strategies,  and  working  with  the  HEW 
Regional  Directors  in  coordinating  all  HEW  programs  in  the  regions. 

The  primary  focus  of  the  Regional  Office  Central  Staff  in  1975  will  be  to 
make  management  and  administrative  Improvements  which  will  enhance  the  regional 
office  capability  to  effectively  Implement  their  responsibilities  as  the  opera- 
tional arm  of  the  Public  Health  Service  with  regard  to  decentralized  programs. 

This  will  include  continuing  activities  in  effectively  implementing  the 
reorganization  initiated  in  1974.  In  addition,  new  procedures  in  operational 
planning  and  resource  management  will  be  Implemented  which  will  place  major  new 
responsibilities  on  the  central  staff.  This  overall  system,  known  as  the 
Regional  Health  Administrators  Work  Program,  will  provide  a structured  process 
by  which:  (1)  the  regional  offices  will  receive  earlier  and  clearer  guidance 

on  goals,  resources  and  expectations  consistent  with  national  program  objectives; 
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(2)  they  will  have  the  opportunity  to  meld  these  series  of  programmatic  objectives 
Into  an  overall  regional  health  response  which  considers  the  particular  health 
needs  of  the  regions;  and  (3)  there  will  be  consistent  monitoring  of  activities 
to  assure  Implementation  of  objectives  as  well  as  necessary  redirection  of  efforts 
responsive  to  changing  situations.  This  will  be  done  In  close  coordination  with 
the  health  agency's  headquarters  personnel  to  assure  acconq>llshment  of 
categorical  program  objectives  within  the  context  of  an  Integrated  health  strategy 
In  the  regions. 

An  Increase  of  $1,344,000  Is  required  to  provide  for  mandatory  costs  for 
within  grade  Increases  effective  during  the  year,  $63,000;  annualization  of  the 
October  1973  pay  raise,  $66,000;  one  extra  day  of  pay,  $14,000;  and  $1,201,000 
to  be  transferred  to  the  General  Services  Administration  for  space  rental  charges. 
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Program  Direction  and  Support  Services 


1974 

1975 

Increase  or 
Decrease 

Pos. 

Amount 

Pos. 

Amount 

Pos.  Amount 

Personnel  compensation 
and  benefits 

507 

$11,162,000 

507 

$11,721,000 

+$559,000 

Other  expenses.. 



2.302,000 



2.425,000 

+123.000 

Total. 

507 

13,464,000 

507 

14,146,000 

+682,000 

This  activity  supports  the  Office  of  the  Assistant  Secretary  for  Health, 

It  provides  staff  support  for  the  Assistant  Secretary  for  guidance,  leadership 
and  direction  to  the  Public  Health  Service  Agencies  on  all  health  and  health- 
related  activities.  Including  research  and  development;  education  and  training; 
organization  financing  and  delivery  of  health  care  services;  provision  of  pre- 
ventive health  services;  and  protection  to  the  public  from  unsafe  foods,  drugs, 
and  medical  devices. 


In  1974  the  Administration  effected  a reorganization  of  health  activities  in 
the  Department  to  more  effectively  meet  the  health  needs  of  the  Nation.  The 
effectiveness  of  the  reorganization  requires  a well  balanced  management  staff  for 
the  Office  of  the  Assistant  Secretary  for  Health  (OASH) . To  provide  this  staff, 
positions  were  transferred  into  the  OASH  as  follows:  254  from  the  Office  of 

the  Administrator  appropriation  of  the  former  Health  Service  and  Mental  Health 
Administration,  142  positions  from  the  Departmental  Management  appropriation 
which  had  been  serving  the  Assistant  Secretary  for  health,  and  111  from  various 
health  programs  within  the  Public  Health  Service. 

This  activity  includes  staff  and  related  costs  for  the  Immediate  Office  of 
the  Assistant  Secretary  for  Health,  Equal  Employment  Opportunity,  Executive 
Secretariat,  Public  Affairs,  International  Health,  Population  Affairs,  Nursing 
Home  Affairs,  Administrative  Management,  Policy  Development  and  Planning, 

Program  Operations,  and  Regional  Operations.  Some  of  the  achievements  and 
goals  for  fiscal  years  1974  and  1975  for  OASH  are; 

The  financial  management  operations,  centered  on  the  development  of  uniform 
financial  management  policies,  procedures,  accounting  techniques  and  reporting 
systems  for  the  health  agencies,,  including  regional  offices.  Uniform  grant, 
procurement  and  material  policies  were  written  and  the  operational  planning 
systems  of  the  independent  health  agencies  were  integrated.  The  Commissioned 
Corps  personnel  management  activities  were  integrated  and  coordinated  with 
those  associated  with  the  administration  and  management  of  personnel  covered 
by  Civil  Service  authority.  Initiatives  started  in  1974  will  be  continued  in 
1975,  Also,  greater  participation  of  regional  office  staff  will  be  promoted 
by  directly  involving  the  regions  in  the  budget  preparation  process.  Procurement 
review  procedures  will  be  expanded  to  prevent  unnecessary  duplication  among 
health  agencies.  The  health  facilities  long-range  plans  will  be  revised  and  a 
new  annual  plan  will  be  prepared.  Optimum  staffing  standards  for  the  Public 
Health  Service  (PHS)  will  be  initiated  and  the  recruitment  of  health  profes- 
sionals for  the  six  PHS  Health  agencies  will  be  strengthened  and  expanded. 
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The  Forward  Plan  for  Health  was  prepared  and  plans  for  program  evaluation 
and  health  services  research  were  implemented.  Increased  participation  in  the 
development  of  major  areas  of  national  health  policy  concerning  a national  Health 
Insurance  Plan,  health  manpower  policies,  and  improved  health  resources  planning 
was  achieved  in  1974.  In  1975  guidelines  and  plans  for  health  programs  and  their 
evaluation  will  continue  to  be  developed.  Sound  policies  relating  to  the  collec- 
tion and  analysis  of  health  data  will  be  developed  and  other  health  policy  matters 
will  be  addressed  as  they  arise,  as  well  as  to  review,  on  a continuing  basis, 
current  policies  relating  to  Federal  health  programs  and  the  Nation's  health 
systems.  Particular  emphasis  will  be  placed  upon  such  issues  as  the  potential 
impact  of  changes  in  health  care  financing,  including  the  impact  of  federally 
supported  services,  and  the  impact  of  State  and  local  fiscal  and  regulatory  roles 
upon  the  demand  for  and  supply  of  health  manpower  and  services. 

A process  for  work  plan  program  development  was  implemented  during  1974 
to  assist  the  Regional  Health  Administrators  in  carrying  out  the  decentralized 
activities  for  which  they  have  been  given  responsibility  and  authority  to 
implement.  As  part  of  this  process,  extensive  training  has  been  conducted  for 
the  headquarters  and  PHS  regional  office  staffs  managing  the  regional  offices 
activities  by  objectives  and  work  program  planning.  The  PHS  regional  offices 
were  assisted  in  the  development  and  implementation  of  the  1974  decentralized 
efforts.  Improved  communication  has  been  emphasized  and  accomplished  through 
regular  meetings  of  the  Regional  Health  Administrators  and  headquarters  staff 
which  have  included  agency  and  program  participation. 

Efforts  begun  in  1974  to  provide  advice  and  guidance  to  the  PHS  regional 
offices  will  be  continued  in  1975  in  the  area  of  work  program  planning  and 
management  by  objectives  to  insure  that  national  goals,  objectives  and 
priorities  of  the  various  Public  Health  Service  Agencies  are  met  and  account- 
ability is  achieved.  An  evaluation  of  these  efforts  will  be  undertaken  and  will 
be  supplemented  by  quarterly  reviews  of  PHS  regional  office  objectives 
established  by  their  work  plans.  Assistance  will  be  provided  in  finalizing 
reorganization  efforts  by  providing  management  assistance  in  the  areas  of 
personnel,  budget,  planning,  evaluation  and  program  development.  Also,  action- 
will  be  initiated  to  develop  training  opportunities  to  assist  PHS  regional 
offices  in  upgrading  existing  staffs  in  area  of  management,  program  development, 
program  implementation,  planning  and  evaluation. 

Program  Operations  functions  were  initiated  in  July  1973  to  serve  as  the 
focal  point  for  advising  the  Assistant  Secretary  on  operating  problems,  monitoring 
the  implementation  of  program  policies  and  objectives  and  coordinating 
legislative  and  freedom  of  information  activities.  A system  to  facilitate 
program  coordination  to  bring  about  more  effective  research,  development, 
and  health  care  delivery  among  the  PHS  agencies  was  instituted.  The  staff  is 
jointly  participating  with  the  PHS  agencies  to  assure  coordination  in  cross- 
agency programs  in  the  research  and  service  activities  of  satellite  and 
other  telecommunications,  aging,  child  abuse,  toxicology,  nutrition,  hyper- 
tension, sickle  cell  disease,  cancer,  the  development  of  a modified 
research  fellowship  training  program  supported  by  several  PHS  agencies,  and 
the  development  of  a uniform  Federal  policy  with  respect  to  human  experimen- 
tation. Efforts  are  also  underway  to  improve  communications  and  collaborative 
studies  with  the  Environmental  Protection  Agency,  the  National  Aeronautics 
and  Space  Administration,  the  Veterans  Administration,  and  the  Federal  Energy 
Office  concerning  health-related  programs.  These  functions  will  continue  in 
1975  to  aid  in  the  implementation  of  new  program  policies  and  new  legislative 
with  particular  concentration  on  programs  with  multiple  PHS  agency  participatit  n 
as  well  as  with  participation  of  other  Federal  agencies  and  non-Federal 
organizations  such  as  the  operational  aspects  of  the  end  stage  renal  disease 
program,  the  emergency  medical  services  activities,  the  operation  of  the  PHS 
hospitals,  and  the  coordination  of  the  health  efforts  of  the  PHS  in  relation  to 
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the  energy  situation.  Additional  emphasis  will  be  placed  on  providing  health 
liaison  services  and  expanded  coordination  of  representation  and  participation 
of  the  Office  of  the  Assistant  Secretary  at  appropriate  meetings  with  other 
elements  of  the  Department,  other  Federal  agencies,  professional  and  allied 
health  groups,  special  interest  groups,  and  with  major  health  organizations. 

Training  programs  geared  to  ensure  better  performance  and  capabilities  on  the 
part  of  nursing  home  employees  have  been  developed.  The  number  of  nursing  home 
employees  receiving  short-term  training  was  23,000  in  1973  and  is  anticipated  to 
be  40,000  by  the  end  of  fiscal  year  1974.  In  1975  initiatives  to  coordinate, 
consolidate,  implement,  and  enforce  standards  for  skilled  nursing  facilities 
under  titles  XVIII  and  XIX  of  the  Social  Security  Act  and  for  intermediate  care 
facilities  will  be  continued.  By  the  end  of  1975  it  is  estimated  that  between 
6,500  and  7,000  skilled  nursing  facilities  and  4,500  to  5,000  intermediate 
care  facilities  will  have  met  minimum  Federal  standards.  Training  of  nursing 
home  personnel  will  also  be  continued  in  1975. 

During  1974  the  Department’s  annual  reports  on  "Population  and  Family 
Planning  Activities"  and  the  "Five  Year  Plan  for  Family  Planning  Services  and 
Population  Research  Programs"  were  prepared  as  required  by  PL  92-572.  Some 
4,000,000  women  received  subsidized  services  through  organized  programs  and  many 
more  received  services  from  private  physicians.  An  active  role  in  formulating 
the  Department’s  regulations  concerning  sterilization  and  family  planning 
services  provided  Aid  to  Families  with  Dependent  Children.  Family  planning 
services  and  population  research  activities  will  be  continued  as  a high 
priority  in  1975. 

During  FY  1974  technical  assistance  on  international  health  matters  was 
rendered  to  the  Department  of  State,  the  Agency  for  International  Development,  the 
World  Health  Organization,  the  Pan  American  Health  Organization,  numerous  inter- 
national health  and  health- related  organizations.  Ministries  of  Health  of  many 
countries  and  domestic  organizations  and  individuals  seeking  advice  on  inter- 
national health  matters.  Participation  in  policy  decisions  and  other  prepara- 
tions for  the  meetings  of  the  World  Health  Organization's  governing  bodies  and 
membership  in  the  U.S.  delegations  to  them  permitted  the  promotion  of 
significant  Initiatives  in  several  areas  of  international  health  collaboration 
such  as  biomedical  research,  cancer  and  drug  abuse.  Another  major  accomplishment 
has  been  the  ability  to  make  greater  input  into  the  U.S.  Government’s  Involvement 
with  the  World  Health  Organization  and  other  international  health  bodies  through 
careful  analysis  of  the  Impact  of  their  programs.  Plans  for  1975  involve 
principally  a continuing  contribution  to  improving  the  participation  of  the  U.S. 
Government  in  international  health  activities.  This  will  be  through  our 
efforts  to  strengthen  existing  bilateral  programs  and  our  involvement  with  the 
World  Health  Organization  and  other  international  health  organizations. 

In  summary,  a total  of  $14,146,000  is  requested  for  the  continuation  of 
this  activity.  The  net  increase  of  $682,000  over  the  1974  operating  level 
of  $13,464,000  represents  mandatory  costs  such  as,  within  grade  Increases, 
annualization  of  positions  new  in  1974,  one  extra  day  of  pay,  increase  in 
telephone  rates,  annualization  of  1974  pay  raises,  and  increased  costs  for  DHEW 
Working  Capital  Fund  and  PHS  Service  and  Supply  Fund. 


Professional  Standards  Review  Organization 


1974 

Base 

1975 

or 

Increase 

Decrease 

Pos. 

Amount 

Pos . 

Amount 

Pos. 

Amount 

Personnel  compensation 
and  benefits 

141 

$1,791,000 

316 

$5,356,000 

+175 

+$3,565,000 

31,879,000 



52,544,000 



+20,665,000 

Total 

141 

33,670,000 

316 

57,900,000 

+175 

+24,230,000 

The  Professional  Standards  Review  Organization  (PSRO)  program  was  authorized 
by  tne  1972  amendments  to  the  Social  Security  Act.  The  PSRO  provision  of  Public 
Law  92-603  (Section  249F)  requires  the  Secretai^  to  establish  and  support  a nation- 
wide network  of  voluntary,  nonprofit  groups  of  local  physicians  to  regulate 
the  quality  of  health  care  services  financed  by  and  provided  to  beneficiaries 
and  recipients  of  Medicare,  Medicaid,  and  Maternal  and  Child  Health  programs.  The 
purpose  of  the  statute  is  twofold:  (a)  to  improve  the  quality  of  health  care 
services;  and  (b)  make  more  cost  effective  the  expenditures  for  health  care 
services  financed  by  Titles  XVIII,  XIX,  and  V of  the  Social  Security  Act.  PSROs 
are  to  accomplish  these  purposes  by  applying  sophisticated  concepts  of  peer  review 
through  a system  of  voluntary  local  organizations.  State  Councils,  and  a National 
Council  supported,  regulated,  monitored,  and  evaluated  by  the  Federal  Government. 

PSROs  will  be  required  to  assess  and  assure  the  appropriateness  and  quality  of 
care  by  (a)  reviewing  health  care  services  prior  to,  during,  and  after  their  pro- 
vision against  agreed  upon  standards  of  care  acceptable  to  the  profession  and 
consistent  witn  high  quality  care;  and  (b)  identifying  local  health  care  practices 
that  are  of  less  tnan  adequate  quality,  determining  their  cause  and  taking  actions 
to  correct  them. 

Througn  the  application  of  standards  and  peer  review  techniques,  PSROs  will 
be  responsible  for  assuring  more  effective  use  of  the  dollars  expended  for  health 
services  by  assuring  the  following: 

1.  that  payments  are  made. only  for  medically  necessary  admissions 
to  hospitals  and  skilled  nursing  facilities; 

2.  that  payments  support  only  medically  necessary  continued  stays 
in  hospitals  and  skilled  nursing  facilities; 

3.  that  payments  are  made  only  for  services,  tests,  and  procedures 
that  are  medically  necessary;  and 

4.  that  beneficiaries  and  recipients  of  Medicare  and  Medicaid 
who  do  require  care  are  indeed  receiving  services  of  high 
quality. 

In  brief,  PSROs  must  review  the  medical  necessity  of  services,  the  quality  of 
care  delivered,  and  the  appropriateness  of  the  care  in  terms  of  the  level, 
duration,  and  methods  of  treatment.  In  reviewing  medical  necessity  and  quality, 
PSROs  will  be  determining  whether  health  care  services  provided  are  necessary 
on  the  basis  of  professionally  developed  standards  of  norms  of  care,  diagnosis, 
and  treatment.  In  reviewing  appropriateness,  PSROs  must  determine  whether 
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policy  formulation,  operational  planning,  and  administrative  tasks  must  be 
completed.  Policies  will  be  developed  and  issued  relating  to:  (a)  the  conduct 
of  professional  standards  review  by  PSROs;  (b)  the  development  and  application 
by  PSROs  of  norms,  criteria,  and  professional  standards  of  health  care;  data 
requirements;  in-house  review;  (c)  the  design  and  application  of  professional 
review  methodologies  for  PSROs;  (d)  the  relationship  of  PSROs  to  regional 
offices  and  PSR  State  Councils;  (e)  the  PSRO  organizational  structure;  (f)  the 
role  of  the  PSR  State  Councils;  (g)  monitoring  and  comparative  ^valuation  of 
PSRO  performance;  (h)  physician  polling,  appeals,  sanctions,  reimbursement; 
and  (i)  Medicare/Medicaid  coordination. 

(3)  Professional  Support  and  Technical  Assistance 

a.  Professional  Support;  Several  key  areas  require  further  development. 

In  particular,  criteria  will  be  developed  for  inpatient,  long-term 

and  ambulatory  care  which  could  be  utilized  or  adapted  by  the  local  PSRO. 
This  is  a complex  task,  requiring  the  expertise  of  the  professional  medical 
specialty  societies,  geared  to  local  practitioners.  Other  areas  such  as 
review  methods  and  uniform  data  approaches  will  also  be  developed. 

b.  Technical  Assistance;  There  is  no  doubt  that  the  developing  PSROs  will 
require  significant  technical  assistance  if  they  are  to  become  operational 
and  effective.  They  will  require  expert  advice  and  assistance  on;  criteria 
development;  design  of  review  methods;  application  of  norms  in  the  review 
process;  organizational  techniques  to  meet  statutory  requirements;  data 
and  data  analysis;  and  sanctions  and  education. 

(4)  Expansion  of  the  Scope  of  PSRO  Review.  Priority  activities  include  the 

following:  1)  development  of  policies,  operational  plans,  and  administrative 

arrangements  for  expanding  PSRO  review  activities;  2)  initiation  of  demonstra- 
tion projects  in  selected  PSROs  to  expand  review  activities  <-o  encompass  long- 
term care  and/or  ambulatory  practice;  3)  further  development  of  PSRO  review 
systems  for  special  settings  such  as  Health  Maintenance  Organizations  and 
mental  hospitals;  and  4)  continued  integration  of  other  review  activities  such 
as  utilization,  medical,  and  independent  professional  review  with  PSRO 
activities . 

All  of  the  PSRO  activities  initiated  in  1974  will  continue  at  an  accelerated 
pace  in  1975  except  area  designation  which  will  have  been  concluded.  We  will 
conclude  agreements  with  an  additional  70  PSRO  projects  and  12  State  Councils 
and  continue  professional  support  and  technical  assistance  activities. 

In  order  to  carry  out  and  expand  the  PSRO  program,  we  are  requesting  an 
increase  of  175  professional  and  support  staff.  This  will  provide  a total  of 
316  positions  which  is  an  essential  prerequisite  to  assure  effective  implementation 
and  monitoring  of  the  program.  During  the  period  between  now  and  1976  when  the 
program  is  to  be  fully  operational,  (i.e.,  no  conditional  PSROs),  it  will  be 
necessary  to  recruit  and  train  a full  complement  of  central  and  regional  office 
staff  capable  of  administering  the  program  in  a financially  responsible  manner  as 
to  ensure  accountability  for  the  funds  obligated  to  PSROs  and  State  Councils. 

In  summary,  a total  of  $57,900,000  is  requested  for  this  program.  This 
represents  an  increase  of  $24,230,000  over  the  1974  level  of  operations.  The 
increase  is  composed  of  $1,465,000  to  cover  mandatory  items,  $2,900,000  for  support 
of  175  new  positions  and  $19,865,000  for  82  new  PSRO  agreements  and  State  Councils. 
Since  this  activity  is  concerned  with  the  quality  of  health  care  services  financed 
by  Titles  XVIII,  XIX,  and  V of  the  Social  Security  Act,  the  funding  for  the  PSRO 
program  is  split  between  direct  appropriated  funds  ($30,900,000)  and  reimbursable 
funds  from  the  Social  Security  Trust  Funds  ($27,000,000). 
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Department  of  Health,  Education  and  Welfare 
Assistant  Secretary  for  Health 
Program  Purpose  and  Accomplishments 

Activity:  Professional  standards  review  organizations  (Social  Security  Act 

as  amended.  Title  XI,  Part  B) 


1975 

1974 

Budget 

Estimate 

Pos. 

Amount 

Authorization  Pos.  Amount 

$16,895,000 

Indefinite  $30,900,000 

141 

(33,670,000) 

316  (57,900,000) 

Purpose:  To  assure,  through  the  application  of  suitable  procedures  of 

professional  standards  review,  that  the  services  financed  by  Titles  XVIII,  XIX, 
and  ' of  the  Social  Security  Act  will  conform  to  appropriate  professional 
stanaards  for  the  provision  of  health  care.  To  promote  the  effective,  efficient, 
and  economical  delivery  of  health  care  services  of  proper  quality  for  which 
payment  may  be  made. 

Explanation:  The  PSRO  program  was  authorized  by  the  1972  amendments  to  the  Social 

Security  Act.  This  provision  of  Public  Law  92-603  (Section  249F)  requires  the 
Secretary  to  establish  and  support  a nationwide  network  of  voluntary,  nonprofit 
groups  of  local  physicians  to  regulate  the  quality  of  health  care  services 
financed  by  and  provided  to  beneficiaries  and  recipients  of  Medicare,  Medicaid, 
and  Maternal  and  Child  Health  programs.  PSRO's  objectives  are  to  accomplish  this 
by  applying  sophisticated  concepts  of  peer  review  through  a system  of  voluntary 
local  organizations.  State  Councils,  and  a National  Council  supported,  regulated, 
monitored,  and  evaluated  by  the  Federal  Government. 

Accomplishments  in  1974:  PSRO  activities  concentrated  on  three  major  objectives: 

1 . Area  designation 

2.  Initial  PSRO  program  implementation 

3.  Provision  of  technical  assistance  to  potential 

and  beginning  PSRO’s  and  PSR  State  Councils 

In  December  1973,  the  Secretary  tentatively  designated  182  PSRO  areas  throughout 
the  United  States.  This  required  a complex  series  of  consultations  with 
interested  and  affected  local  and  State  organizations  prior  to  the  designation. 

PSRO  program  implementation  activities  will  focus  on  the  development  of 
basic  program  policies,  procedures,  interim  regulations,  and  operating  guidelines 
resulting  in  the  funding  of  some  of  the  designated  PSRO's  and  PSR  State  Councils. 
Before  entering  into  agreements,  policies  will  be  developed  in  such  areas  as 
(1)  the  conduct  of  professional  standards  review  by  PSRO’s,  (2)  the  PSRO 
organizational  structure,  (3)  the  roles  of  State  Councils,  (4)  physician  polling  • 
procedures,  (5)  the  PSRO  application  and  selection  process  and  (6)  other  related 
issues.  It  is  estimated  that  50  PSRO’s  and  6 PSR  State  Councils  will  be  funded 
this  year. 

Technical  assistance  will  be  provided  through  regional  offices  to  potential 
and  newly  forming  PSRO's  and  State  Councils  in  the  areas  of  (1)  organization, 
development  and  administration  and  (2)  professional  activities. 
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the  level  at  which  the  health  care  service  is  provided  (e.g.,  inpatient,  out- 
patient, intermediate  care)  is  the  most  efficient  as  well  as  the  most  effective 
level.  Initially,  PSROs  will  place  emphasis  on  the  review  of  institutional 
services,  especially  those  provided  ia  the  acute  general  hospital.  Eventually, 
the  scope  of  their  review  will  be  expanded  to  encompass  all  facets  of  the  health 
delivery  system. 

According  to  the  statute,  the  PSRO  program  must  be  substantially  Implemented 
over  the  course  of  the  next  two  years.  As  estimated,  200  local, PSkOs  must  be 
established  and  operating  as  well  as  up  to  20  Professional  Standards  Review  (PSR) 
State  Councils.  The  implementation  of  the  program  represents  one  of  the  most 
complex  undertakings  ever  attempted  by  the  Department.  It  requires  the  develop- 
ment of  an  innovative  regulatory  system  that  brings  together  the  Government 
and  the  private  sector  in  a unique  cooperative  relationship.  In  addition,  the 
PSRO  program  must  be  made  operationally  effective  in  two  massive  but  strikingly 
dissimilar  programs.  Medicare  and  Medicaid. 

The  following  is  an  analysis  of  the  priority  PSRO  implementation  tasks  that 
will  be  accomplished  during  1974  and  1975: 

A.  General 

Development  and  issuance  of  PSRO  policies  and  policies  for  related  programs 
such  as  utilization  review,  medical  review,  and  independent  professional 
review,  including  the  definition  of  operating  relationships  of  PSROs  and 
PSR  State  Councils  with  providers,  fiscal  intermediaries  and  carriers.  State 
Medicaid  agencies,  and  related  review  programs. 

Policies  will  be  developed  for;  (1)  the  making  of  agreements  with  PSROs 
and  PSR  State  Councils  reimbursing  their  full  administrative  costs;  (2)  the 
provision  of  technical  assistance  and  training  to  PSROs  and  PSR  State  Councils 
througn  DHEW  regional  and  central  office  staff;  (3)  the  definition  of  PSRO 
information  and  reporting  requirements;  (4)  the  definition  of  respective  roles 
and  responsibilities  between  PSROs  and  administrative  instrumentalities  such  as 
Medicare  intermediaries  and  carriers  and  Medicaid  State  agencies;  (5)  the 
development  and  management  of  a program  to  monitor  and  evaluate  PSRO 
performance;  (6)  the  coordination  of  Social  Security  Administration,  Social 
Rehabilitation  Services,  and  Public  Health  Service  PSRO  regional  office 
activities  under  the  direction  of  the  Regional  Health  Administrator;  and 
(7)  administrative  and  staff  support  to  the  National  PSRO  Council. 

B.  PSRO  Activities 

(1)  Area  Designation.  The  first  requirement  of  Section  249F  is  that  the  Secretary 
designate  PSRO  areas  throughout  the  United  States  by  January  1,  1974.  The 
statute  required  a complex  series  of  consultations  with  interested  and 
affected  local  and  State  organizations  prior  to  the  designation  of  PSRO  areas. 
Area  designation  criteria  and  guidelines  have  been  developed  and  a broad  range 
of  data  was  assembled  during  the  consultation  process.  PSRO  area  designations 
were  announced  as  Notices  of  Proposed  Rule  Making  in  the  Federal  Register  on 
December  20,  1973.  Following  the  commenting  period  and  analysis  of  the 
comments,  PSRO  area  designations  will  be  published  as  Notices  of  Final  Rule 
Making. 

(2)  Initial  PSRO  Program  Implementation.  PSRO  program  implementation  activities 
in  1974  will  foctjs  on  the  development  of  basic  program  policies,  procedures, 
interim  regulations,  and  operating  guidelines  relating  to:  (a)  the  conclusion 
of  agreements  with  50  PSROs  and  6 State  Councils;  (b)  operating  relation- 
ships of  PSROs  with  providers,  intermediaries,  and  State  agencies;  and 

(c)  the  ongoing  monitoring  and  evaluation  of  PSRO  performance. 

To  successfully  accomplish  the  above  objectives,  a large  number  of 
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OFFICE  OF  THE  ASSISTANT  SECRETARY  FOR  HEALTH 
Salaries  and  Expenses 
Program  Purpose  and  Accomplishments 


Activity:  Regional  office  central  staff 


1975 

1974 

Budget 

Estimate 

Pos. 

Amount 

Authorization 

Pos. 

Amount 

250 

$5,909,000 

Indefinite 

250 

$7,253,000 

Purpose:  This  activity  supports  the  Immediate  office  of  the  Regional  Health 
Administrators  who  are  the  principal  health  officials  In  the  regions, 
resporslble  to  the  Assistant  Secretary  for  Health  for  determining  regional 
health  policies;  setting  priorities,  goals  and  objectives  for  the  regions 
wlthlr  the  scope  of  national  health  policies;  and  administering  all 
decentralized  health  programs  and  activities. 

Explanation:  The  Regional  Office  Central  Staff  provides  administrative  and 

managerial  support  to  the  Regional  Health  Administrators  in  the  Implemen- 
tation of  decentralized  health  programs  funded  by  appropriations  for  four 
of  the  six  health  agencies. 

Accomplishments  1974:  In  1974,  the  Regional  Office  Central  Staff  continued 

to  provide  the  overall  management  capabilities  necessary  to  administer  the 
decentralized  health  program  in  the  ten  regional  offices.  Further  decentra- 
lization of  health  programs  during  1974,  Including  major  health  manpower 
activities,  has  placed  greater  responsibility  on  the  central  staff.  The 
level  of  grants  administered  In  the  regional  offices  Increased  by  56  per- 
cent over  the  1973  level.  In  1974,  an  Intensive  effort  was  made  to  assess 
the  performance  of  all  area-wide  Comprehensive  Health  Planning  Agencies 
and  to  provide  direction  and  assistance  to  Improve  their  operations  where 
necessary. 

Objectives  In  1975:  The  primary  focus  of  the  Regional  Office  Central 

Staff  in  1975  will  be  to  make  management  and  administrative  improvements 
which  vill  enhance  the  regional  office  capability  to  effectively 
implenent  their  responsibilities  as  the  operational  arm  of  the  Public 
Healtl  Service  with  regard  to  decentralized  programs.  This  will  Include 
continuing  activities  In  effectively  Implementing  the  reorganization 
Initiated  in  1974.  In  addition,  new  procedures  In  operational  planning 
and  resource  management  will  be  Implemented  which  will  place  major 
new  responsibilities  on  the  central  staff. 
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OFFICE  OF  THE  ASSISTANT  SECRETARY  FOR  HEALTH 
Salaries  and  Expenses 
Program  Purpose  and  Accomplishments 


Activity;  Program  direction  and  support  services 


1975 

1974 

Budget 

Estimate 

Pos. 

Amount 

Authorization 

Pos. 

Amount 

507 

$13,464,000 

Indefinite 

507 

$14,146,000 

Purpose;  This  activity  supports  the  Office  of  the  Assistant  Secretary  for 
Health.  It  provides  staff  support  for  the  Assistant  Secretary  for  guidance, 
leadership  and  direction  to  Public  Health  Service  programs  on  all  health  and 
health-related  activities,  including  research  and  development,  education  and 
training,  organization,  financing  and  delivery  of  health  care  services, 
preventive  health  care,  and  problems  relating  to  unsafe  foods  and  drugs. 

Explanation;  To  provide  funding  for  program  direction  and  support  services 
for  the  Assistant  Secretary  for  Health. 

Accomplishments  in  1974;  In  1974,  the  Administration’s  reorganization  of  the 
Public  Health  Service  was  implemented  to  more  effectively  meet  the  health  needs 
of  the  people  of  the  Nation.  The  Forward  Plan  for  Health  was  prepared  and 
much  effort  was  spent  in  the  development  of  a National  Health  Insurance  Plan 
and  other  health  policies  and  needs.  Some  4,000,000  women  received 
subsidized  family  planning  services  through  organized  programs.  The  number 
of  nursing  home  employees  receiving  short-term  training  increased  by 
some  60  percent  over  1973. 

Objectives  for  1975;  In  the  area  of  administrative  management,  procurement 
review  procedures  will  be  expanded  to  prevent  unnecessary  duplication  among 
health  agencies;  optimum  staffing  standards  will  be  initiated;  and  the 
recruitment  of  health  professionals  for  the  Public  Health  Service  agencies 
will  be  strengthened  and  expanded.  Particular  emphases  will  be  placed 
upon  the  potential  impact  of  changes  in  health  care  financing,  and  the 
health  impact  on  State  and  local  fiscal  and  regulatory  roles  concerning 
health  manpower  requirements.  There  will  be  continued  efforts  to 
coordinate,  consolidate,  implement,  and  enforce  standards  for  skilled 
nursing  facilities  and  for  intermediate  nursing  home  care  facilities. 
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Objectives  for  1975:  Agreements  will  be  concluded  with  an  additional  estimated 

70  PSRO's  and  12  State  Councils.  Technical  assistance  will  be  provided  to  newly 
formed  PSRO’s  and  PSR  State  Councils  in  the  conduct  of  such  professional  activities 
as  review  methods,  the  evaluation  of  existing  utilization  review  committees, 
analyses  of  practice  patterns  and  the  mechanism  for  the  rotation  of  reviewing 
physicians.  PSRO's  will  be  provided  assistance  and  advice  on  the  expansion  of  the 
scope  of  PSRO  review  activities  from  the  acute  general  hospital  setting  to  long- 
term care  institutions  and  ambulatory  practice.  Policies,  guidelines,  and 
regulations  will  continue  to  be  developed  including  the  Issuance  of  an  operating 
manual  for  PSRO's  and  PSR  State  Councils  as  the  program  evolves  through  the  various 
phases  from  planning,  to  conditional,  to  full  operational.  Evaluation  activities 
will  be  initiated  to  assess  the  impact  of  PSRO's  on  health  care,  quality  and  cost, 
and  to  compare  the  performance  of  PSRO's  and  State  Councils.  It  is  estimated  there 
will  be  138  projects  with  PSRO's  and  State  Councils  by  the  end  of  1975. 
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New  Positions  Requested 


Professional  standards  review 
organizations 


Grade 


1975 


Number 


Annual 

Salary 


Medical  Officer. 

GS-15 

12 

$406,980 

Public  Health  Program  Specialist.. 

GS-15 

3 

84,789 

Public  Health  Advisor 

GS-14 

11 

266,717 

Medical  Care  Administrator 

GS-14 

3 

72,741 

Nurse 

GS-14 

1 

24,247 

Public  Health  Program  Specialist.. 

GS-14 

•10 

242,470 

Public  Health  Program  Specialist.. 

GS-13 

15 

310,155 

Public  Health  Advisor 

GS-13 

15 

310,155 

Medical  Care  Administrator 

GS-13 

7 

144,739 

Medical  Records  Librarian... 

GS-13 

1 

20,677 

Statistician 

GS-13 

1 

20,677 

Health  Economist 

GS-13 

1 

20,677 

Public  Health  Program  Specialist.. 

GS-12 

10 

174,970 

>fedical  Care  Administrator 

GS-12 

3 

52,491 

Statistician 

GS-12 

2 

34,994 

Public  Health  Advisor 

GS-12 

8 

139,976 

Medical  Care  Administrator 

GS-11 

3 

44,013 

Public  Health  Program  Specialist.. 

GS-11 

10 

146,710 

Medical  Records  Librarian 

GS-11 

1 

14,671 

Statistician 

GS-11 

2 

29,342 

Public  Health  Analyst 

GS-11 

5 

73,355 

Public  Health  Analyst 

GS-9 

6 

73,002 

Public  Health  Analyst 

GS-7 

2 

19,938 

Statistical  Assistant 

GS-7 

3 

29,907 

Secretary 

GS-7 

5 

49,845 

Clerical  Assistant 

GS-7 

6 

59,814 

Statistical  Assistant 

GS-6 

2 

17,954 

Clerical  Assistant 

GS-6 

5 

44,885 

Secretary 

GS-6 

6 

53,862 

Clerical  Assistant 

GS-5 

10 

80,550 

Secretary 

GS-5 

6 

48,330 

Total  new  positions 


175 


3,113,633 
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Thursday,  Aprh.  4,  1974. 

EETIREMEXT  PAY  AYD  MEDICAL  BENEFITS  FOE 
COmilSSIONED  OFFICEES 

WITNESSES 

DR.  ROBERT  VAN  HOEK,  ASSOCIATE  ADMINISTRATOR,  HEALTH 
SERVICES  ADMINISTRATION 

LEE  W.  SMITH,  DIRECTOR,  OFFICE  OF  PERSONNEL  MANAGEMENT, 
PUBLIC  HEALTH  SERVICE 

W.  HARELL  LITTLE,  DIRECTOR,  OFFICE  OF  FINANCIAL  MANAGE- 
MENT, HEALTH  SERVICES  ADMINISTRATION 
CHARLES  MILLER,  DEPUTY  ASSISTANT  SECRETARY,  BUDGET,  DE^ 
PARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 

PROGRAM  AND  FINANCING 
[In  thousands  of  dollars] 


Program  by  activities: 

1.  Retirement  payments 

2.  Survivors’  benefits 

3.  Dependents’  medical  care 

Total  costs,  funded— obligations 

Financing:  Budget  authority  (appropriation)  (indefinite). 

Relation  of  obligations  to  outlays: 

Obligations  incurred,  net 

Obligated  balance,  start  of  year 

Obligated  balance,  end  of  year 

Adjustments  in  expired  accounts 

Outlays 


1973 

actual 

1974 

estimate 

1975 

estimate 

14, 198 
200 
13, 708 

19, 828 
224 
14,  051 

23, 379 
300 
19,  743 

28, 106 
28, 106 

34, 103 
34, 103 

43, 422 
43, 422 

28, 106 
9, 328 
-5, 499 
-2,205  ... 

34, 103 
5, 499 
-6, 940 

43, 422 
6, 940 
-8, 891. 

29, 730 

32, 662 

41, 471 

OBJECT  CLASSIFICATION 
[In  thousands  of  dollars] 

Benefits  for  former  personnel 14, 398  20, 052  23, 679 

Other  services 13,708  14,051  19,743 

Total  obligations 28, 106  34, 103  43, 422 


Mr.  Flood.  Now  we  have  the  Betirement  Pay  and  Medical  Benefits 
for  Commissioned  Officers.  The  presentation  will  be  made  by  Dr. 
Eobert  van  Hoek,  theAsscK^iate  Administrator  of  the  Health  Services 
Administration. 

We  have  a biographical  sketch  of  you  we  will  place  in  the  record 
at  this  point. 

[The  biographical  sketch  follows :] 

* Biographical  Sketch  of  Robert  van  Hoek,  M.D. 

Name : Robert  van  Hoek,  M.D. 

Position:  Assistant  Surgeon  General  (08),  PHS  Commissioned  Corps,  Associate 
Administrator,  Health  Services  Administration. 

Birthplace  and  date : New  York  City,  N.Y.,  July  1, 1927. 

Education : 1941  di9  B.S.,  City  College  of  New  York ; 1949-53  M.D.,  College  of 
Physicians  and  Surgeons,  Columbia  University ; and  1958-59  Postgraduate 
Training  and  Radiobiology,  Reed  College,  Portland,  Oreg. 
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EXPERIENCE 

January  1974  to  present : Associate  Administrator,  Health  Services  Administra- 
tion. 

1972-73 : Acting  Director,  National  Center  for  Health  Services  Research  and 
Development,  Health  Services  and  Mental  Health  Administration  (HS). 
1971-72  : Deputy  Administrator  for  Health  Services  Delivery,  HS. 

1969-71 : Associate  Administrator  for  Operations,  HS. 

1988-69 : Director,  Federal  Health  Programs  Service,  HS. 

1967-68:  Deputy  Director,  Division  of  Direct  Health  Services,  Public  Health 
Service  (PHS). 

1967-67 : Chief,  OflScer  of  R^'search,  Division  of  Direct  Health  Services,  PHS. 
1966-67 : Acting  Chief,  OfiSce  of  Training  and  Research,  Division  of  Hospitals, 
PHS. 

1965-66 : Special  Assistant  to  Assistant  Chief  for  Training  and  Research,  Division 
of  Hospitals,  PHS. 

1964r-65 : Program  Specialist,  General  Clinical  Research  Center  Branch,  Division 
of  Research  Facilities  and  Resources,  National  Institutes  of  Health  (NIH). 
1963-64:  Trainee  in  Administration  of  USPHS  Extramural  Programs,  Grants 
Associates  Program,  NIH. 

1961-63:  Head,  Metabolism  Branch  of  Radiation,  Physiology  Division,  Armed 
Forces  Radiobiology  Research  Institute,  National  Naval  Medical  Center. 
1969-61:  Chief,  Department  of  Biophysics,  Walter  Reed  Army  Institute  of 
Research. 

1959-60:  Nuclear  Medicine  OflScer,  Walter  Reed  Army  Institute  of  Research. 
1957-58:  Chief,  Medical  and  Chest  Section,  Wright-Patterson  Air  Force  Base 
Hospital. 

1954-57 : Resident,  Internal  Medicine,  Bronx  Veterans  Administration  Hospital. 
1953-54:  Intern,  Medicine,  St.  Luke’s  Hospital  (New  York). 

Memberships : Diplomate,  American  Board  of  Internal  Medicine ; Fellow,  Ameri- 
can College  of  Physicians ; Member,  American  Federation  for  Clinical  Re- 
search ; and  Member,  Radiation  Research  Society. 

Awards : Michael  M.  Davis  Lecturer,  1973 ; PHS  Distinguished  Service  Medal ; 
PHS  Meritorious  Service  Medal ; and  Alpha  Omega  Alpha  Honor  Medical 
Society. 

Mr.  Flood.  I see  you  have  a prepared  statement.  How  do  you  want 
to  handle  it? 

Dr.  VAN  Hoek.  I would  like  to  read  it. 

Mr.  Flood.  Suppose  you  do  that. 

Dr.  VAN  Hoek.  Let  me  introduce  Lee  Smith,  head  of  the  Office  of 
Personnel  Management  and  Mr.  Harell  Little,  Director,  Office  of 
Financial  Management. 

OPENING  STATEMENT 

Mr.  Chairman  and  members  of  the  committee : I am  pleased  to  ap- 
pear before  you  today  to  discuss  the  1975  budget  request  for  Retire- 
ment Pay  and  Medical  Benefits  for  Commissioned  Officers.  This  ap- 
propriation authorizes  such  amounts  as  may  be  necessary  for  certain 
mandatory  payments  under  two  programs. 

PAYMENTS  TO  RETIRED  OFFICERS  AND  SURVIVORS 

The  first  program  covers  payments  to  retired  officers  of  the  Public 
Health  Service  and  to  survivors  of  deceased  retired  officers.  Benefits 
to  retired  officers  are  authorized  by  section  211  of  the  Public  Health 
Service  Act,  while  those  to  survivors  are  authorized  by  the  Retired 
Serviceman’s  Family  Protection  Plan.  The  request  for  $23.7  million 
for  1975,  an  increase  of  $3.6  million,  is  based  on  a projection  of  bene- 
ficiaries now  being  paid,  with  adjustments  for  anticipated  additions 


629 


and  terminations.  The  number  of  retired  officers  [1, 282  as  of  June  30, 
1973] , is  expected  to  grow  to  1,416  by  June  1974  and  i,558  by  J une  1975. 
The  number  of  survivors’  annuitants  [81  as  of  June  30,  1973]  is  ex- 
pected to  be  84  by  June  1974  and  97  by  June  1975. 

dependents’  ^iedical  care 

The  Dependents’  Medical  Care  Act  and  the  Military  Medical  Bene- 
fits Amendments  of  1966  authorize  the  provision  of  medical  care  to 
active  duty  and  retired  imiformed  service  personnel,  their  dependents, 
and  dependents  of  deceased  servicemen  of  the  Coast  Guard,  the  Na- 
tional Oceanic  and  Atmospheric  Administration,  and  the  Public 
Health  Service.  Expenses  of  the  dependents’  medical  care  program 
are  for  contract  medical  care  furnished  to  dependents  and  retirees. 
The  costs  in  Federal  facilities  are  for  inpatient  care  whereas  the  con- 
tract program  pays  for  inpatient,  outpatient  care,  and  rehabilitative 
care  for  the  physically  handicapped  and  mentally  retarded  dependents 
of  active  duty  servicemen. 

The  budget  request  is  for  $19.7  million  in  1975,  This  represents  an 
increase  of  $5.7  million  which  will  provide  $3.4  million  for  non-Fed- 
eral  care  due  to  cost  increases  and  $2.3  million  for  care  in  Federal 
facilities  due  to  higher  reimbursable  rates. 

SUMMARY 

The  total  estimate  for  1975  is  $43.4  million  which  will  provide  $23.7 
million  for  the  retired  officers  and  survivors  program  and  $19.7  mil- 
lion for  the  dependent’s  medical  care  program. 

I will  be  pleased  to  answer  any  questions  you  may  have. 

$9.3  MILLION  INCREASE 

Mr.  Flood.  This  increase  of  $9.3  million  is  the  largest  increase  we 
have  had  in  4 years.  How  do  you  explain  that  ? 

Dr.  VAN  Hoek.  There  are  se\wal  reasons  for  that  increase.  About 
$3.6  million  is  for  increases  in  retirement  payments.  There  are  in  es- 
sence mandatory  costs  based  on  what  we  anticipate  are  the  number  of 
officers  entering  retirement  as  well  as  an  increase  in  the  number  of 
annuitants,  that  is,  survivors  of  retired  personnel. 

There  is,  in  addition.  $5.7  million  for  dependents’  medical  care  which 
has  two  parts.  One  is  the  increase,  approximately  $2.3  million,  for  in- 
creased workload  under  the  dependent’s  medicare  program. 

PRIVATE  SECTOR  WORKLOAD 

Mr.  Flood.  Last  year  you  attributed  some  of  the  1974  increase  to 
the  fact  you  were  closing  out  the  Public  Health  Service  hospitals  and 
thus  there  would  be  more  inpatient  care  to  be  provided  by  the  private 
sector,  of  course,  at  a higher  cost.  Since  the  PHS  hospitals  are  still 
open  does  your  1975  request  assume  this  lower  utilization  by  the  pri- 
vate sector  hospitals  and  greater  utilization  of  PHS  hospitals  for  in- 
patient care?  __ 
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Dr.  VAN  Hoek.  Yes,  sir.  The  1975  projection  does  anticipate  an  in- 
creased workload  through  the  civilian  health  for  Armed  Forces  pro- 
gram, but  this  increase  is  based  primarily  on  the  fact  of  a slight  in- 
crease in  the  population  base  and  is  not  predicated  on  the  closure  of 
the  Public  Health  Service  hospitals. 

PHS  COMMISSIONED  CORPS  RETIREMENTS 

Mr.  Flood.  You  are  projecting  in  1975,  125  officers  retiring  because 
of  years  of  service.  Are  most  of  these  officers  retiring  at  20  years  of 
service  ? 

Mr.  Smith.  That  would  represent  approximately  65  officers  who 
would  retire  with  less  than  30  years  or  full  service. 

Mr.  Flood.  Out  of  how  many  ? 

Mr.  Smith.  125. 

Mr.  Flood.  What  do  you  project  is  the  average  number  of  years  of 
service  for  those  individuals  who  retire  in  1974  and  1975? 

Dr.  VAN  Hoek.  In  the  past  our  experience  has  been  on  the  average 
they  are  55  years  of  age  and  have  had  26  years  of  total  service. 

Mr.  Flood.  Are  you  finding  it  difficult  to  retain  PHS  officers  beyond 
the  20th  year? 

Dr.  VAN  Hoek.  No,  sir.  As  a matter  of  fact  the  retirement  requests 
have  not  significantly  increased  in  recent  years  and  the  number  of 
people  as  I recall  has  stayed  about  the  same.  As  a matter  of  fact 
we  believe  that  the  number  of  people  retiring  this  year  will  be  less 
than  in  recent  years. 

Mr.  Smith.  It  has  been  as  high  as  13  percent  of  eligibles.  This  year 
we  anticipate  it  will  be  about  8 percent  of  the  eligible  group. 

Mr.  Flood.  Thank  you  very  much. 

Dr.  VAN  Hoek.  Thank  you,  Mr.  Chairman. 
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JUSTIFICATION  OF  THE  BUDGET  ESTIMATES 


Assistant  Secretary  for  Health 

Retirement  Pay  and  MediceJ.  Benefits 
for  CcMn^ssioned  Officers 

Amounts  Available  for  Obligation 

197h  197^ 

Appropriation  (Indefinite) $3^,103,000  $43,422,000 


Obligations  by  Activity 

1974 

1975 

IncreEtse 

Page 

Estimate 

Estimate 

or  Decrease 

Ref. 

Amount 

Amount 

Amount 

213 

Retirement  payments 

$19,828,000 

$23,379,000 

+$3, '^51,000 

215 

Survivors ’ benefits 

224,000 

300,000 

-•-76,000 

216 

Dependents’  medical  care.. 

14,051,000 

19,743,000 

. -f5, 692, 000 

Total  Obligations 

34,103,000 

43,422,000 

+9.319,000  ^ 

Explanation  of  Changes 

A/ 

Mandatory  Increases 

Obligations  by  Object 

1974  1975  Increase 

Estimate Estimate or  Decrease 


Benefits  for  former 


personnel $20,052,000  $23,679,000  4$ 3, 627, 000 

Other  services 14,051,000  19,7^3,000  -t-5,692.000 

Total  obligations 

by  object 34,103,000  43,422,000  +9,319^000 
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Sumtaary  of  Changes 


1974  estimated  obligations .$34,103,000 

1975  estimated  obligations 43,422,000 

Ket  change +9-319,000 


Base 

Amount 

Change  from  Base 
Amount 

Increases 

: 

A.  B-Jiilt-in: 

1. 

Estimated  costs  for 
projections  of  retirements 
during  1974  to  full  year 
and  for  estimated  additional 
retirements  during  1975 

$19,828,000 

$3,551,000 

2. 

Estimated  increase  in 
survivors'  benefits 

224,000 

76,000 

3. 

Estimated  cost  for 
increased  ii^tient  and 
outpatient  care  of  re- 
tirees and  dependents 

12,499,000 

5,256,000 

4. 

Estimated  increase  for 
ancillary  services  (drugs, 
handicapped  care,  contractors 
fees,  etc.)  required  by  an 
expanding  beneficiary 
population 

f 

1,552,000 

434,000 

Total,  Jiicrease 

— 

+9,319^000 

Total,  Net  change 



+9,319^000 

Explanation  of  Changes 


Increases ; 

A.  Built-in; 

1.  The  estimated  increase  of  $3,551,000  will  provide  the 
full -year  payments  of  officers  retired  during  1974,  and 
for  the  net  increase  of  l42  officers  estimated  to  retire 
dxiring  1975,  and  for  the  projected  cost-of-living  increase 
during  1975. 

2.  The  estimated  increase  of  $76,000  will  provide  for 

a net  increase  of  thirteen  siirvivors  receiving  benefits, 

3.  An  estimated  increase  of  $2,805,000  will  provide  for 
a 23^  increase  for  ir^atient  care  and  a increase  for 
outpatient  care.  An  estimated  increase  of  $2,269,000  is 
due  to  an  increase  in  re inibur sable  rates  in  the  Federal 
sector.  An  estimated  increase  of  $l8if,000  will  provide 
for  an  anticipated  higher  worlsload, 

4.  An  estimated  increase  of  $434,000  will  provide  for 
higher  handicapped  program  costs,  drug  usage  costs,  and 
contractors*  fees.  These  increases  are  related  to  the 
rise  in  the  number  of  beneficiaries  eligible  for  care: 
i46,700  in  1974  and  an  estimated  155,600  in  1975. 


Year 

1965 

1966 

1967 

1968 

1969 

1970 

1971 

1972 

1973 

I97U 

1975 
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Retirement  Pay  and  Medical  Benefits 
for  Coiranissioned  Officers 


Budget 

Estimate 

House 

Senate 

to  Congress 

Allowance 

Allowance 

7,272,000 

7,272,000 

7,272,000 

7,850,000 

7,850,000 

7,850,000 

8,977,000 

8,977,000 

8,977,000 

13,391,000 

13,391,000 

13,391,000 

15,090,000 

15,090,000 

15,090,000 

16,700,000 

16,700,000 

16,700,000 

19,501,000 

19,501,000 

19,501,000 

23,196,000 

23,196,000 

23,196,000 

29,163,000 

29.163,000 

29,163,000 

34,103,000 

34,103,000 

34,103,000 

43,422,000 

Appropriation 

7,066,099 

7,833,800 

10,837,719 

11.290.000 

14.265.000 

16.567.000 

21.349.000 

23.960.000 

28.106.000 

34.103.000 
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Justification 

Retirement  Pay  and  MedicsJ.  Benefits 
for  Commissioned  Officers 


Increase  or 

1971* 

1975 

Decrease 

^\jQount 

Amount 

Amount 

Other  expenses 

$34,103,000 

$43,422,000 

49.319,000 

General  Statement 

This  appropriation  provides  for  retirement  payments  to  Public  Health 
Service  officers  vho  have  been  or  will  be  retired  for  age,  disability,  or 
length  of  service  as  well  as  for  payments  to  the  sirrvivors  of  deceased 
retired  officers  who  had  received  reduced  retirement  payments  under  the 
provisions  of  the  Retired  Serviceman's  Family  Protection  Plan;  Survivor 
Benefit  Plan. 

Provision  is  also  made  for  the  cost  of  medical  care  provided  in  non- 
Public  Health  Service  facilities  to  dependents  of  Public  Health  Service 
beneficiary  members  of  the  uniformed  services  and  retired  personnel  in  accord- 
ance with  the  Dependents’  Medical  Care  Act  as  amended  by  Public  Law  69-614. 
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Retirement  Payments 


Othei  expenses 


Increase  or 

1974  1975  Decrease 

Amount Amount Amount 

$19,828,000  $23,379,000  +$3,551,000 


This  activity  provides  for  mandatory  payments  to  officers  vrho  have  been 
retii  3d  for  age,  disability,  or  specified  period  of  seirvice  in  accordance  vn.th 
prov’ lions  of  law.  Seventeen  officers  w5.11  be  eligible  for  age  retirement 
duri!  ^ 1975,  and  provision  is  made  for  the  retirement  of  20  officers  for  dis- 
abil:  :y  and  125  officers  for  years  of  service. 

)n  June  30.  1973,  there  were  1,282  officers  on  the  retired  roll.  During 
Piscf Year  1974  throu^  December  31,  1973  , 64  officers  have  been  retired  for 
years  of  service,  8 for  age,  and  10  for  disability.  It  is  estinated  that  a 
total  of  154  officers  w:ll  be  retired  during  the  fiscal  year  an  I 20  Will  be 
dropp  id  from  the  roll,  resulting  in  a total  of  l,4l6  officers  o-i  the  retired 
roll  IS  of  June  30,  1974. 

:t  is  estimated  that  125  officers  will  be  retired  for  years  of  service  and 
20  fo ' disability  during  1975.  Since  17  officers  will  reach  the  mandator:/ 
retir 'ment  age  of  64  years,  provision  has  been  made  for  the  ret  rement  of  a 
total  of  162  officers  during  1975.  It  is  estimated  that  20  off  cers  will  be 
dropped  from  the  roll  during  the  year,  resulting  ii  a total  of  1,558  officers 
on  the  retired  roll  as  of  June  30,  I075.  A table  showing  the  history  of 
retirements  since  I969  follows. 
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Retirement  Table 
Fiscal  Years  1969  - 197$ 

Estimate  Estimate’ 

1969  1970  1971  1972  1973  I97U  1975 

Retired  for; 

Disability 25  22  20  IQ  23  20 

Age 10  18  20  13  16  19  17 

Years  of  service 30  77  82  90  9^"^  112  125 

Other 2 2 1 0 0 0 

Total  retirement...  115  119  124  120  133  154  I62 

Dropped : 

Death I6  23  19  1°  25  20  20 

Other __L 0 0 2 2 2 0 

Total  dropped 17  23  19  19  25  20  20 

Net  increase  or  decrease 
In  officers  on  retired 
roll,  end  of  fiscal 

year 96  96  105  101  10^  134  l42 

Officers  on  retired  roll, 

end  of  fiscal  year...  872  968  1,073  1,174  1,282  l,4l6  1,558 


32-029  0 - 74  - 41 
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Survivors'  Benefits 


^97l^ 

1975 

Increase  or 
Decrease 

Amount 

Amount 

Amount 

n+.bPT  pxpp»nsf»f? .......... 

....  $224,000 

$300,000 

+$76,000 

This  estimate  provides  for  the  payment  of  annuities  to  the  survivors  of 
deceased  retired  officers  who  elected  to  receive  reduced  retirement  payments 
under  the  Retired  Serviceman's  Family  Protection  Plan;  Survivor  Benefit  Flan. 

The  estimate  is  based  on  payments  to  the  survivors  of  the  following 
numbers  of  officers: 


June  30,  1972 73 

June  30,  1973 81 


June  30,  1974. . ( est . ) . . 84 
June  30,  1975. . ( est. ) . . 97 
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Dependents'  Medical 

Care 

1974 

1975 

Increase  or 
Decrease 

Amount 

Amount 

Amount 

Other  expenses. 

$19,743,000 

+$5,692,000 

The  Dependents'  Medical  Care  Act  (10  U.S.C.,  ch.  55),  as  amended  by- 
PL  89-614,  provides  for  an  ea^’anded  and  uniform  program  of  medical  care  for 
active  duty  and  retired  menbers  of  the  uniformed  services,  and  dependents  of 
active  duty,  retired  and  deceased  members.  This  activity  covers  the  cost  of 
Inpatient  and  outpatient  care  (including  care  of  handicapped  dependents  of 
active  duty  personnel)  outside  the  Public  Health  Service,  both  in  non-Pederal 
and  in  uniformed  service  facilities,  -to  dependents  of  eligible  personnel  of 
the  Coast  Guard,  the  National  Oceanic  and  Atmospheric  Administration,  and  the 
Public  Health  Service;  and  -to  retired  personnel  of  these  services. 

A net  increase  of  $5,692,000  is  requested  in  1975.  In  the  non-Federal 
care  area  $3,423,000  is  needed  to  cover  the  anticipated  increase  in  rates  and 
workloads  for  inpatient  and  outpatient  care  as  well  as  for  handicapped  care, 
drugs  and  contractors'  services.  In  the  Federal  care  area,  we  anticipate 
an  increase  of  $2,269,000  due  to  the  increase  in  reimbursable  rates. 
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ASSISTANT  SECRETART  FOR  HEALTH 

Retirement  Pa:  and  Medical  Benefits 
for  Conmi  ssioned  Officers 

Program  Purpose  and  Accomplishments 

Activity;  Retirement  pay  (Public  Health  Service  Act  as  amended,*  Sec,  211; 
10  U.S.C.,  1201) 


1225 

Budget 

I97U  Estimate 

Amount  Authorization  Amount 


$19,828,000  Indefinite  $23,379,000 

Purpose;  This  authority  provides  fcr  payments  to  commissioned  officers  of  the 
Public  Health  Service  who  have  been  retired  for  age,  disability,  or  specified 
period  of  service. 

Explanation:  Public  Health  Service  officers  do  not  contribute  to  the  retirement 

fund.  The  l\ind  is  supported  by  the  Federal  Government  through  an  annual 
appropriation. 

Accomplishments  in  197^;  An  estima'  ed  net  increase  of  13^  officers  will  be 
added  to  the  retirement  rolls,  resulting  in  a total  of  l,4l6  retirees  as  of 
June  30,  197^. 

Objectives  for  197^:  A net  increase  of  142  officers  will  result  in  an  estimated 

total  of  1,55s  retired  officers  at  the  end  of  fiscal  year  1975. 
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ASSISTANT  SECRETARY  FOR  HEALTH 

Retirement  Pay  and  Medical  Benefits 
for  Comnissioned  Officers 

Profgram  Purpose  and  Accomplishments 

Activity:  Survivors’  benefits  (10  U.S.C,  ch.  73) 


1075 

Budget 

I97U  Estimate 

Amount  Authorization  Amount 


$224,000  Indefinite  $300,000 

Purpose : Under  the  provision  of  the  Retired  Serviceman's  Family  Protection 

Plan;  Survivor  Benefit  Plan,  retired  personnel  who  elect  to  receive  reduced 
amounts  of  retired  pay  are  able  to  provide  for  monthly  payments  to  be  continued 
to  their  siirvivors. 

Explanation:  This  program  is  financed  by  the  Federal  Government  although 

deductions  are  made  in  the  retirement  payments  to  the  officers  who  elect  the 
option  of  s\irvivors ' benefits. 

Accoptplishments  in  1974:  It  is  estimated  that  there  vriLll  be  a total  of  84 

annuitants  as  of  June  30,  1974. 


Objectives  for  197^:  It  is  estimated  that  there  will  be  a total  of  97 

annuitants  as  of  June  30,  1975- 
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ASSISTANT  SECRETARY  FOR  HEALTH 

Retirement  Pay  and  Medical  Benefits 
for  Commissioned  Officers 

Pro/^am  Purpose  and  Accggrplishments 


Activity:  Dependents'  medical  care  (10  U.S.C.,  ch.  55) 


1275 

Budget 

1974  Estimate 

Amount  Authorization  Amount 


$14,051,000  Indefinite  $10,743,000 

Purpose:  The  Dependents'  Medical  Care  Act  as  amended  by  PL  89-t''4  provides  for 

an  expanded  and  uniform  program  of  medical  care  to  active  duty  and  retired 
members  of  the  uniformed  serv:' ces,  and  dependents  of  anfve  duty,  retired,  and 
deceased  members. 

Explanation:  This  activity  is  used  to  satisfy  the  mandatory  obligations  of 

the  Public  Health  Service.  They  arise  because  a dependent  or  a retired  person 
receives  care  in  an  approved  hospital  facility.  The  amount  of  the  expense  in- 
curred varies,  depending  upon  one  medical  facility  that  the  Public  Health  bene- 
ficiary enters:  (l)  if  care  in  given  in  a Public  Health  Service  I’acility,  there 

is  no  charge  under  the  Dependents’  Medical  Care  Act  (these  costs  are  chargeable 
to  the  appropriation.  Health  Services);  (2)  if  care  is  given  in  a facility  of 
another  uniformed  service,  the  Public  Health  Service  is  billed  directly  by  that 
organization;  and  (3)  if  medical  care  is  given  in  a private  fac'lity,  a con- 
tractor such  as  Blue  Cross  pays  the  hospital  and  bills  the  executive  agent  in  the 
Department  of  Defense,  who  in  turn  bills  the  Public  Health  Service  for  the 
services  rendered. 

Accomplishments  in  1974:  A daily  average  of  302  persons  will  be  hospitalized, 

16,300  outpatient  claims  will  be  processed  and  197  handicapped  dependents  will, 
receive  care. 

Objectives  for  1975:  This  program  is  designed  to  provide  care  to  an  estimated 

155,^00  eligible  beneficiaries , an  increase  of  8,900  over  1974.  The  level  of 
funding  requested  vrill  allo^f  delivery  of  health  care  to  this  larger  beneficiary 
population.  Currently  we  are  anticipating  in  contract  hospitals  an  average 
daily  load  of  351,  outpatient  claims  of  19,500  and  handicapped  cases  of  217. 
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AppE]srDix 

(Clerk’s  Note:  The  following  information  pertains  to  the  Health 
Services  Administration  testimony  and  was  requested  earlier  on  pp. 
129,  130,  144,  and  150.) 

Maternal  and  Child  Health 

SECTION  503  AND  516  FUNDING;  MATERNAL  AND  CHILD  HEALTH  SERVICES 

In  1974,  Congress  provided  a $7  million  supplemental  appropriation  which  was 
allocated  to  34  States  under  provisions  of  section  516  of  the  Social  Security  Act. 
These  States  were  ones  which  would  have  received  additional  funds  had  the 
conversion  from  project  grants  to  formula  grants  occurred  as  originally  provided 
in  title  V legislation.  However,  Public  Law  93-53  postponed  the  actual  conver- 
sion until  July  1, 1974. 

For  1975,  section  516  provided  the  mechanism  for  assuring  that  States  receive 
as  much  in  1975  under  the  formula  allocation  as  they  did  in  1973  under  the 
combined  formula-project  program.  Full  implementation  of  this  “hold-harmless” 
provision  would  have  required  $29.4  million  for  distribution  under  section  516 
authority,  $7  million  of  which  was  available  in  the  1975  base  appropriation  re- 
quest, leaving  a 1975  net  “shortfall”  of  $22.4  million. 

With  only  $7  million  distributed  under  sedtion  516  authority,  16  States  would 
have  had  “shortfalls”  ranging  from  $5,780,869  to  $50,400,  totaling  $22.4  million. 

Because  of  the  severe  impact  of  the  “shortfall”  under  this  distribution,  it  was 
decided  to  shift  $18  million  from  section  503  to  section  516,  making  a total  of 
$25  million  available.  By  taking  this  action,  the  severity  of  “shortfall”  was 
reduced  from  the  earlier  levels  mentioned  to  a range  of  $2,645,069  to  $784. 

As  a result  of  transferring  $18  million  from  section  508,  the  number  of  States 
facing  “shortfall”  increased  from  16  to  23,  and  the  full  cost  of  implementing  the 
“hold-harmless”  provision  changed  from  $29.4  million  to  $36.2  million.  However, 
by  distributing  $25  million  under  section  516  authority,  the  unmet  “shortfall”  is 
$11.2  million  ($36.2  million  less  $25  million)  as  compared  to  an  unmet 
“shortfall”  of  $22.4  million  ($29.4  million  less  $7  million)  when  only  $7  million 
was  distributed  under  section  516. 

In  addition,  the  Department  has  requested  authority  from  Congress  to  apply 
$10,472,000  in  released  project  grant  funds  from  1973  to  projects  in  “shortfall” 
States,  thereby  further  reducing  the  net  “shortfall”  to  $731,690. 

The  1975  columns  of  the  maternal  and  child  health  services  and  crii)pled 
children’s  services  formula  grant  tables,  as  shown  on  pages  85-86  and  90-91  of 
the  “Justifications  of  Appropriation  Estimates  for  Committee  on  Appropriations, 
Fiscal  Year  1975,”  U.S.  Department  of  Health,  Education,  and  Welfare,  volume  1, 
reflect  the  conversion  from  project  grants  to  formula  grants  required  by  title  V 
legislation.  The  1973  and  1974  columns  in  the  tables  show  only  those  funds 
awarded  as  formula  grants,  since  project  grants  under  sections  508,  509,  and  510 
of  title  V continued  to  be  awarded  separately  in  those  years. 

The  following  table  is  done  on  a comparable  basis  for  all  3 years  by  State 
to  show  both  formula  and  project  grants  for  maternal  and  child  health,  and 
crippled  children’s  services.  The  1973  column  is  based  on  funds  allocated  under 
the  sections  503  and  504  formula  grants,  and  amounts  obligated  for  sections  508, 
509,  and  510  project  grants;  the  1974  column  is  based  on  funds  allocated  under 
sections  503,  504,  and  516,  and  estimated  obligations  for  sections  508,  509,  and 
510;  and  the  1975  column  is  based  on  funds  allocated  under  sections  503,  504, 
and  516,  as  proposed  in  the  President’s  budget. 

In  comparing  the  amounts  received  in  1973  by  States  for  grants  under  sections 
503,  504,  508,  509,  and  510  with  the  amounts  allocated  in  the  President’s  budget 
for  1975  under  sections  503,  504,  and  516,  23  States  show  up  as  receiving  less  than 
they  received  in  1973. 

To  help  alleviate  this  1975  “shortfall”  of  $11,203,674,  authority  has  been  re- 
quested from  Congress  to  apply  $10,472,000  in  released  project  grant  funds  from 
1973  to  projects  in  these  23  States  in  proportion  to  their  “shortfall,”  as  shown 
below. 


MATERNAL  AND  CHILD  HEALTH  SERVICES  AND  CRIPPLED  CHILDREN  FUNDS 
^LOCATED  UNDER  SECTIONS  503,  504,  508,  509,  510,  516,  AND  TITLE  V OF  THE  SOCIAL  SECURITY  ACT 


644 


sg 

X 


3 C 

a 2 

o o 

(z-l 


u 

«^  (!)  c 

-i-l  ■ 


o 

fO  <U  C 

a.  o . 

i-H  Vi  o 


n)  m 


3 C 

a 2 

o o 


O 

o 

CM  ON  o m 

o 

tn  cn  rH 

o 

VO 

CA 

00 

lA 

o 

1—4 

ON 

VO 

CA  O 

ON  O 

CA 

CM  O 

VO 

o 

o 

ON 

<t  o 

o 

O r-l  m 

o 

m <t  m 

o 

CA 

00 

ON 

CA 

CA 

UA  vo 

ON 

cn  o 

o 

o 

ON 

VO 

m c 

CM  00  00  vO 

o 

CO  CM 

vO 

vo 

00 

00 

CM 

ON 

00 

lA  UA 

vO  CA 

CSI  tM 

OO 

CM 

00 

CM  cc 

00  CM  r-  m 

ON 

ON  VO 

MP 

ON 

00 

f-4 

lA 

ON 

ON 

00 

1-4  r-( 

CM  O 

UA 

00  CM 

vo 

UA 

CA 

r—l 

'O 

m X X 

T-i  Lo 

lA  <J- 

vO 

VO 

ON 

VO 

00 

UA  CM 

r-4 

CM 

o 

o 

CA 

VO 

I 

1 

1 VO  CM 

CM 

CM  m i-i 

CM 

lA 

VO 

00 

f-H 

1 

CA 

<t  tA  vo  CM 

VO  1-1 

CM 

1 

1—4 

CJN 

1 

1 1 

1 

1 

1 1 

• 1 

<n- 

1 

I— 1 

1 

I— 1 

f— 1 

o 

o c 

o 

o o o o o 

o o o 

o 

O 

O 

O 

O 

o 

o 

o 

o 

O 

o o 

o o 

O 

o o 

o 

o 

o o 

o 

o c 

'3 

o o o o 

o 

o o o 

o 

o 

O 

o 

o 

o 

o 

o 

o 

O 

o o 

o o 

o 

O 0.0 

o 

o 

o 

00 

LO  r- 

CM 

O CO  CO  .-1 

00  CM  C7N 

o 

00 

VO 

CA 

CA 

00 

CM 

lA 

lA 

CM 

00  1-1 

OO 

ON 

in  CM 

00 

o 

vo 

<r 

m V.'' 

X cjN 

VO 

CO  ON  CM 

CM 

VO 

lA 

lA 

CM 

CM 

00 

<r  o 

UA  r-4 

CA  <1*  CM 

CM  <!■ 

CA 

CJN 

<N 

r-t  C 

'JO 

I-H  t-H  f-H 

CM 

CO  tn 

CO 

C«J 

00 

CA 

O 

CM 

lA 

A- 

r-- 

ON  rH 

CM 

UA 

00 

ON 

CA 

cn 

vr>  c''5 

OS 

o VO  CM 

o cn 

CO 

CM 

OS 

00 

<?• 

o 

O 

VO 

CA 

<t  CM 

00  ON 

1—4 

UA  00 

X 

00 

CA 

m 

CM  CM  CO  CM 

CO  X 

CK 

»A 

CA 

CM 

<1- 

UA 

X m X cn  Mt 'd- 

CM 

VO  O 

o 

CM  1-1  O lA 

o 

m CO  f-4 

o 

r^ 

00 

UA 

O 

1—1 

1—4 

VO 

vo 

cn  o 

ON  O 

CM  O 

>d- 

o 

o 

CA 

os 

m c 

<)•  ON  l-l  <)• 

o 

m tn 

o 

00 

<?■ 

rM 

CJN 

O 

CA 

vo 

in  Mt 

CJN 

in  cn  o 

CM 

o 

o 

O 

OS  r-i 

r-“> 

CM  -d-  i-l  vt 

<!■ 

m m t-4 

00 

CJN 

O Mt 

ON 

UA 

ON 

CA 

cn  m 

CA  r-4 

Mt 

UA 

CA 

X 

UA 

00 

fO 

CM  <r 

m 

CO  1-1  r-l 

r-{  00  ON 

CM 

CA 

CM 

CJN  o 

<t 

1-4 

CJN 

X 00 

00  CM 

00 

CM  CJN 

VO 

ON 

00 

X 

O r-! 

CO  in  00  <r 

o 

o in  o 

cn 

CJN  <t 

CM 

ON 

00 

VO 

lA 

Mt  OO 

CM  Ml- 

CJN 

UA 

CM 

TO 

ON 

Ifs  CO 

o 

CO  ov  CM  ON 

m 

o X in 

cn 

ON 

ON 

CA 

1—4 

OO 

CM 

O 

ON  X 

CM 

ON 

r-l  1^ 

ON 

X 

X 

m 

CM 

CM  r-l  <J-  rH 

m X 

CA 

CM 

CM 

cn 

UA 

X Mt 

ON  <f 

CM 

UA 

t-l 

X 

VO 

o 

CM  i-i  o m 

m CO  1-1 

<1* 

00 

lA 

O 

1-1 

vO 

VO 

cn  o 

ON  o 

CM  O 

o 

o 

X 

o^ 

m 

in  <j-  m 

VO 

00 

<r 

CJN 

o 

CA 

vo 

X Mt 

ON 

UA 

CA  O 

CM  O 

o 

O 

m 

vO 

o 

m m CO  vj- 

O CM  CM 

00 

o 

00 

ON 

ON 

CM 

VO 

CA 

00  X 

I-I  CA 

CA 

vo 

X 

CM 

<t  m cy\  o 

m m X 

r^ 

t— ♦ 

OO 

cn 

O 

o 

cn  Mt 

i-H  vO 

CA 

Ml-  o" 

PS. 

X 

I — I 

o^ 

ON 

VO  00  1-4  o 

CM  1-1 

vo 

00 

CA 

CM 

o 

OO 

CM 

ON 

1-1  CTn 

CA 

CJN 

CA  UA 

VO 

o 

o 

n 

i-H 

CM  ON  CM  ON 

in  mJ-  o 

<r 

CA 

OO  Mt 

CM 

O 

O Mt 

CM 

o 00 

«sj-  1—1 

CA 

vO  CM 

1— 1 

X 

OO 

n 

rH 

rH  to  CO 

Ml-  CO 

i-C 

1— 1 

CM 

m CM 

UA  CM 

CM 

o 

o o 

o 

o o o o o 

o o o 

o 

o 

o 

o 

o 

O 

o 

o 

o 

O 

o o 

O O 

O 

o o 

o 

o 

o 

o 

o 

o c 

o 

o o o o 

o 

o o o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

O 

o o 

o o 

o 

o o 

o 

o 

o 

o 

C3^ 

CO  I— 

m 

ON  00  o 

m CO  On 

00 

CA 

ON 

CM 

X 

CM 

in 

CA 

CA 

O 

m On 

CM  00 

CM 

O CM 

X 

00 

ON 

X 

m ^ 

cn 

00  m n-  r-i 

VO  CO  CM 

CM 

lA 

lA 

00 

ON 

o cn 

CJN 

CM  CA 

UA 

UA 

OO  ON 

ON 

X 

X Mt 

m 

O r-: 

cn 

X X X vj- 

o 

r-'  00  ON 

CA 

O 

00 

VO 

1-M 

VO 

CA  ON 

ON  VO 

O 

cn  o 

o 

CM 

vo 

»n 

<f  CO 

ON 

X ON  o o 

m 

Mf  r-l 

CA 

lA 

lA 

lA 

CA 

ON 

00 

00 

ON 

OS  O 

VO 

m X 

OO 

<t 

X X 

CNJ 

1-1  m i-l  r-C 

CO  CO 

CA 

CA 

1—4 

r-4 

CM 

CM 

1—1  1—4 

CA  CM 

CM 

CM 

X 

00 

ON  C 

o 

CM  CM  O CO  O 

Ml-  Mj-  X 

O 

CA 

O 

00 

o 

CA 

CM 

CM  VO 

00  VO 

CA 

ON  ON 

o 

o 

CJN  <f 

c 

o 

00  ON  VO  00 

o 

CO  r-»  ON 

O 

CM 

00 

VO 

o 

vO 

CM 

CA  CM 

O CM 

00 

X cn 

X 

o 

CJN 

o 

^ OJ 

CN 

<f  vo  r>* 

m o CO 

VO 

ON 

O 

VO 

00 

CA 

ON 

CM 

I-I 

O O CJN  Mt 

CA 

X X 

X 

X 

CA 

On 

<t*  oc 

VO 

so  CO  X 

CM 

CM  1-1  Vt 

CO 

VO 

CJN 

CA 

o 

CA 

ON 

CM  O 

o <J- 

CM 

I— 1 

o 

X 

CsJ 

o c 

o 

OT  ON 

cn 

« o in 

1— t 

00 

vo 

CA 

ON 

00 

O 

VO 

o in 

1-1  CA 

CN 

ON  X 

o 

X 

OO 

m 

f— 1 

o CO  CO  <1- 

1-1  m o 

CA 

CA 

00 

T— 1 

1—4 

o 

1—1 

X ON 

CM  O -O 

00  00 

UA 

vo 

X 

CJN 

m 

CM 

CM  CM  <J-  CM 

m r"  X 

1-1  cn 

1— 1 

CM 

CA 

UA 

in 

ON  <t 

CM 

X 

CM 

X 

00 

Os 

o 

CM  CM  O 00 

Mt  Mf  X 

CA 

o 

00 

o 

1—4 

CA 

CM 

CM  X 

00  NO 

CA 

ON  ON 

o o 

ON 

o 

00  ON  X OO 

CO  r>.  ON 

CM 

00 

VO 

o 

T— 4 

VO 

CM 

cn  CM 

O CM 

00 

X X 

o 

CJN 

o 

os 

CM 

CO  X On 

CO  00  00 

CM 

CM 

CA 

o 

00 

CA 

00 

cn  cn 

vo 

CA 

X X 

vo 

X 

o 

X 

CO 

CM 

O X 1-1  (» 

1-1  m o 

X 

CM 

CM 

00 

CA 

vO 

VO 

VO  ON 

I-I  CJN 

CM 

X 

•o  o 

CVJ 

CM 

vO 

X X ON  <■ 

o m m 

00 

CM 

00 

00 

1— 1 

CM 

vo 

o X ON  o 

CJN 

ON  O 

00 

as 

rH 

CM  CO  CM  CO 

PM  CM 

OO 

CA 

VO 

CA 

ON 

N^- 

X CM 

CM  ON 

cn 

UA  CA 

X X 

1-4 

CN 

r— 4 

r-<  X CO  1-1 

Mt  Ml-  CM 

CM 

in  Mt  X 1-1 

r-4 

1—1 

o 

O O 

o o o o o 

o 

o o o 

o o 

O 

o 

o 

o 

o 

o 

O 

o 

o o o o 

o 

o o 

o 

o 

o o 

o 

O O 

o 

O O O O 

o 

o o o 

o o 

o 

o 

o 

o 

o 

o 

O 

o 

o o o o 

o 

o o 

o 

o 

o 

o 

CN 

CNJ  <» 

CM 

1-1  cn  1-1  00 

n- 

CM  CM  in 

VO 

00 

CA 

r-l 

en 

r-4 

rH 

00 

vo 

CM  CO 

o 

C CA 

ON 

1-t 

X X 

ov 

0>  00 

CJN  CM 

CM 

rH  lA  cn 

cn 

O Mt 

l-M 

lA 

o 

Mt 

1—4 

in  o 

ON  Mt 

cn  o o 

CM 

vo 

vo 

X 

o 

th  1-1  m 

CO 

00  <f  O 

o 

o 

lA 

ON 

in  P' 

o 

CM  <t  <1*  CA 

ON  O ON 

1-1 

f-l 

o 

m 

CO  CM 

as 

mr^oo<f-<rcMco 

CA 

X 

lA 

in 

vO 

O Mt  X 

ON  CJN  o 

1—1 

CA 

« lO  Mt  X 

(N 

f-c  m 1-1  1-1 

CO  CO 

CO 

CM 

^ ■ 

1-M 

CM 

CM 

1-4  1-4 

CA  CM 

CM 

CM 

CM 

in 

c 

n)  CO 

e CO  o 

(0  ^ -H 
XI  CO  Vi 
CO  CO  O 

<<4 


<U  ^ 

B (0 

O (U 
Q 


O C 
B CO 


3 B 
O CO 
l-l 


CO  CO  Id 

Ss  B "O  3 B VI 

^ cO  B X (0  O 

O •W  CO  U oc  CO 

3 CO  <U  .-I  CO  *W  <u 

VI  -H  B >>  CO  X fi 
B 3 *H  Vi  CO  O B 
a)  o CO  CO  CO  -H  fi 

U!  X S S Z z: 


X >« 


3 B 
O CO 
CO  u 
CO  B 


CO  0) 


X > 

<0  (U 


E 

CO 

K 

& S 
<u  « 
z z 


MATERNAL  AND  CHILD  HEALTH  SERVICES  AND  CRIPPLED  CHILDREN  FUNDS 
ALLOCATED  UNDER  SECTIONS  503,  504,  508,  509,  510,  516,  AND  TITLE  V OF  THE  SOCIAL  SECURITY  ACT 


645 


X 


<t  O rr  OvtoOvfOO'OvTOOiri— ^ooo^ooo 

me*  ovo-d-momor^oooomocvimooo 

mo'v.mr^mmcoCT'O'm.— I— 


CM  r*-  o 

m m c m 

CM  CM 


OnvOOCMC^'— 

'OOOO'-OvJ-CMCOmcMI — 

m m .-I  CM  CO  m 


«d  to 

1—1  4J 

3 C 

a s 

o o 

fa 


ooooeoocooooooooooooooo 

OOOOC  300000000000000000 
f^oO'd-cM  — m<^oco<•o<^■'3•— imcMCMcomvOCJ'mcM 

CMONvOCMC  JOf^OOCOOO^^MDOmOvDOOCJ^CMOOaO 

M3roO<f  — '-■r'd•OOvl•vJ■<^'-^<J•Oma^O^O^CO^^OoO^^ 
cOi-i>3-coc  mcMCMcor^•J■o^CT^m«d■m^r^.-l^omco<l• 

^vor^  ocMCMOr^  <r  <fO  r-i  mrocM'd' 


CMr^vOOoCOvOCM<rO.-iOOOO.  mCJ^OO^OOO 
<r'0<foc''  otommoMDOcMOO'-i'^ooo'OOOO 

cMcooocor^OvO>^'i>cMOmoocMvJ‘OoO'— imcOr-ti— ir-i 

COO^CO<J■0,■MCO.-lOmCMCOOO'4•0^<^-COCMr^CO'0<rO 
vor^r^oo-—  :7'comoo<-cMO^M3MDoofOvl-'>ooo<fmo 
cor^vomr^  rgr-ifa.— |^~<r'OOoocooocJ^CT^oo.-loO'd■ 

i-ICT\m  OrMCMOOO  CO  <-1  vtCMCMCM 


<3-  CO 
--I  <r  CO 
vO  vO  O 


OC  O cO  CM  vj-  O >-l 

c"*  o CO  m m o vo 

cc  o CM  o m o 00 

c^  3 r-i  o 

O O CM  CO  CO  CO  CJV 

cr  o^  CM  CM  r-' 


vO  o 
CM  O 

00  o 


m cJ^  o o fa  O o 

fa  mT  O 00  vO  o o 

fa  <3-  O O CM  o O 

fa  O CO  CO  CTc  o 

CM  vO  CO  m CO  fa  o 

I »— I vO  G^  C^  vO  fa 


ca  03 

fa  4J 

3 C 

a s 

o o 

fa 


oooocoooooooooooooooooo 
ooooo  oooooooooooooooooo 

O— ivococro-j’mfacMcMmocM<fC7N<j-famfafafafa 

o^mm<^cM'MCMco^om<^coor~c3^cMcoc^.^^r^<fO 

vl-cocooo^'OfafaMtfar^Or^r^vDvat'^OfamcMmo 

r^faomcomcM<i•o^mvovoooocoo^<J■cooo^mp^<^ 


vocj300cx:  Ofamo<fMOOooooooomcomoo 
CM-OOOfaOM30faOOOOO<rr^OOOOvOcooOOO 
c3^cocofar-^corov0oofar^<}■^ocooo^''comoofacocom 


CO  <3-  CJ^  o CM  o 
O 00  m o^  oo  •o 
CO  1^  O >3-  fa  O 


C3^<^faCOmC7^CM'3■fafaOfa>3■CMfa 

m>3•oOvC<l•oofaOc3^cMco^'~r~r^ 

fa^^cMm-^oocMoO'd•<3^oofaC3^^oco 


O CM  CM  O 


3 C 

a 2 

o o 
fa 


OOOOOOOOOOOOOOOOOOOOOOO 

OOOOOOOOOOOOOOOOOOOOOOO 

cM<3-cofavocDfa<fcMvooo<roooooor^com\Dfaoocom 

fa0^mooo^^cMr^'^oococMcocMr~faoo^^cor^cMfa 

faOcMC3^far^cooomfaCMO\OfaooM300cocMoor'^~ 

r^faO<3-oocofacMCMmcom\omcMr-'«d-cooovococMco 


O W 
U O 
fa 


vD  C3^  O 
CM  vO  O 
-4-  O 


00  o fa  m o <J-  vo 

fa  O vO  O fa  00  00 

m O CM  CM  vO  m CTc 

fa  O vO  vO  CM  CJ\  CM 

3 fa  O CM 

CO  O ON  O 0^  CM  00 


O o m CO  m o 

O O NO  CO  00  O 

O O CM  O O o 

» I 

CO  CO  00  O 
vt  00  00  O 00  O 
vo  C3N  m m fa 


=^3 

<u  <a 


5 ca 

fa  4J 

o o 


fa  o c fa- 

fi  o ca  o o 

ca  fa  fa  M ^ 

> 03  CO  ca 


o Q 


ca  <u 


(U  o o c >N  o 

jzomt-iijjzjza) 

33M)-ifa-ia;c<u033C 

(uojooj^jiiiiJiuo^ooai 

ZZZZOOOfafafacOCOH 


c c > c c 

fa  fa  O fa 

00  ^ -u  cj  e 

l-i  CO  CO  CO  O 

fa  ca  4)  fa  >N 

> 3 S Z S 


fal 


2J  Includes  $25  million  distributed  in  accordance  with  the  provisions  of  Section  516. 
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Shortfall  based 

on  President's  Allocation  of  Remaining 
States  budget  released  funds  shortfall 


Total $11,203,690 


Alabama 202, 348 

Arizona 122, 760 

Arkansas 2,482 

California 72,392 

Colorado 724,460 

Connecticut 179,688 

District  of  Columbia 1, 398, 734 

Florida 421,874 

Hawaii 164,147 

Illinois 1,282,380 

Kansas 35,711 

Maryland 1, 107, 232 

Massachusetts 739,926 

Michigan 395, 208 

Minnesota 62,626 

Nebraska 324,720 

Nevada 27, 300 

New  York 2, 645, 069 

Ohio 263, 018 

Pennsylvania 18, 605 

Puerto  Rico 819, 510 

Rhode  Island i 800 

Virgin  Islands 192, 700 


$10, 472, 000 


189. 100 
114, 700 

2,300 
67, 700, 

677. 100 
167, 900 

1. 307. 400 
394, 300 

153. 400 
1, 198, 700 

33. 400 
1,034,900 

691, 600 

369. 400 

58. 500 
303, 500 

25. 500 

2. 472. 400 
245, 800 

17.400 
766, 000 

800  . 
180, 200 


$731,  690 


13,  248 
8, 050 
182 
4, 692 
47, 360 
11, 788 
91, 334 
27,  574 
10, 747 
83,  680 
2, 311 
72, 332 
48, 326 
25, 808 
4,126 
21,  220 
1.  800 
172,669 
17,218 
1, 205 
53, 510 


12, 500 


1 Rounded  upward  from  $784. 

Infant  Mortality 

We  believe  that  lowering  of  infant  mortality  rates  occurs  because  of  the  fol- 
lowing activities: 

(1)  Providing  services  early  (in  the  first  trimester). 

(2)  Providing  services  of  high  quality. 

(3)  Assisting  mothers  with  such  help  as  transportation  and  babysitting 
facilities. 

(4)  Providing  nutrition,  social,  nursing,  and  other  services  at  home  before  and 
after  delivery. 

(5)  Mothers  and  infants  who  are  found  to  be  “high  risk’^  are  followed  closely 
by  qualified  personnel  and  their  cases  are  managed  by  skilled  project  staff.  They 
receive  the  care  they  need  when  it’s  needed. 


Migrant  Health 

MIGRANT  HOSPITALIZATION  DEMONSTRATION  PROGRAM 
PARTICIPATING  PROJECTS  AND  HOSPITALS 


Estimated 

Project  Hospital  Location  amount 


Lee  County  Health  Department. Lee  Memorial  Hospital Fort  Myers,  Fla $215, 000 

Coastal  Bend  Migrant  Project Robstown  Riverside  Hospital Robstown,  Tex 305, 000 

Catholic  Charities Valley  Baptist  Hospital Harlingen,  Tex 1,300,  000 

Plan  de  Salud  del  Valle Colorado  General  Hospital Denver,  Colo 90, 000 

Brighton  Community  Hospital Brighton,  Colo 

Arizona  Job  College Homaeko  Community  Hospital Casa  Grande,  Ariz 120, 000 

University  Hospital.. Tucson,  Ariz 

Watcom-Shaget  Rural  Opportunity  Skaget  Valley  Hospital Mt.  Vernon,  Wash 210,000 

Council. 

(Project  not  awarded) 760, 000 


Total. 


3, 000, 000 


Note:  Distribution  of  funds  indicated  is  based  upon  project  service  populations  and  initial  projections  of  likely  hospital 
utilization  by  those  populations. 


MMERNITY  AMD  INFANT  CARE  PROJECTS* 
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♦Supported  under  Section  508  of  Title  V,  Social  Security  Act. 


mTERNlTY  AND  INFANT  CARE  FROJECTS^ 
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^Supported  uadep  Section  508  of  Tit  In  V,  Social  Security  Act. 


MATERNITY  AND  INFANT  CARE  PROJECTS* 
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Special  Keports 


Mr.  Flood.  We  have  several  excellent  special  reports  that  were 
prepared  for  the  committee  by  Health,  Education,  and  Welfare  which 
we  will  insert  in  the  record  at  this  point. 

[The  reports  follow :] 
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BLACK  LUNG  DISEASE  (COAL  WORKERS'  PNEUMOCONIOSIS) 

ObllRations 
(in  thousanJs) 


Public  Health  Service: 

Center  for  Disease  Control 
National  Institute  for 
Occupational  Safety 
and  Health 

National  Institutes  of  Health 
National  Heart  and  Lung 
Institute 

Total 


1974 

1975 

1971 

1972 

1973 

Estimate 

Estimate 

$5,689 

$6,138 

$3,317 

$9,143 

$5,300 

100 

120 

163 

200 

250 

5,789 

6,258 

3,480 

9,343 

5,550 

Black  lung  disease,  or  coal  workers'  pneumoconiosis,  is  an  incapacitating, 
life-shortening  constellation  of  disease  processes  initiated  by  the  inhalation 
and  retention  in  the  lungs  of  coal  and  other  mine  dusts. 

Black  lung  disease  kills  more  Americans  than  all  other  forms  of 
pneumoconiosis  (the  various  dust-inhalation  diseases)  combined,  and  afflicts 
approximately  100,000  living  Americans.  While  it  is  largely  preventable  by  the 
use  of  known  methods  of  minimizing  exposure  to  dust,  the  disease  is 
Irreversible  once  established. 

Thus,  complete  control  of  black  lung  disease  in  this  country  requires 
extensive  application  of  known  preventive  measures,  and  basic  and  clinical 
research  to  learn  where  and  how  we  may  intervene  to  slow  or  halt  the 
progression  of  the  underlying  disease  processes. 
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CENTER  FOR  DISEASE  CONTROL 

National  Institute  for  Occupational  Safety  and  Health 

✓ 

Activity  Under  the  Federal  Coal  Mine  Hea]  ih  and  Safety  Act  of  1969  (P.I..  91-173) 


Under  provisions  of  the  Federal  Coal  Mine  Health  and  Safety  Act  of  1969 
(P.L.  91-173),  as  amended,  the  {National  Institute  for  Occupational  Safety  and 
Health  is  the  Department’s  primary  program  dealing  directly  with  health  of 
coal  miners.  The  National  Institute  provides  a researcli  and  technical  service 
to  raise  the  health  status  of  workers  through  prevention  and  control  of 
occupational  diseases.  < . • 

In  1972  the  National  Institute  for  Occupational  Safety  and  Health  (NIOSH) 
completed  the  first  round  of  medical  examinations  of  underground  coal  workers 
under  provisions  of  Title  II  of’ the  Federal  Coal  Mine  Health  and  Safety  Act  of 
1969.  This  first  effort  covered  72,504  coal  workers  who  availed  themselves  of 
the  opportunity  for  these  examinations.  In  addition,  approximately  1,000  coal 
workers  at  surface  coal  mines  were  examined  to  identify  any  unusual  health 
problems  from  this  type  of  employment.  In  late  1973,  the  second  round  of 
medical  examinations  called  for  by  the  Act  was  initiated  and  about  6,000  miners 
participated.  By  the  completion  of  this  round  in  1975  it  is  hoped  that 
90,000  of  the  approximately  110,000  underground  coal  miners  will  avail  them- 
selves of  the  medical  examination  opportunity. 

In  1974  NIOSH  will  begin  to  review  and  record  audiograms  conducted  on 
miners  under  approved  programs.  Mines  which  have  been  found  to  be  in  violation 
of  noise  standards  are  required  to  effect  a program  of  noise  control  and 
provide  the  audiology.  At  the  present  time  about  4,000  underground  mines  are 
Included  in  this  program  and  it  is  anticipated  that  the  numbers  will  Increase 
in  1975.  During  1974  NIOSH  is  initiating  a program,  through  grants  and  con- 
tracts, for  the  provision  of  diagnostic  and  treatment  services  for  active  and 
Inactive  miners  suffering  from  respiratory  disease.  This  one-year  funding  will 
support  approximately  25-30  clinics  which  should  become  self-sufficient  through 
the  third  party  pay  mechanism. 

In  addition,  in  1975  the  NIOSH  proposes  to  develop  mandatory  health 
standards,  preventive  examination  programs,  and  protective  engineering  tech- 
niques to  assure  that  coal  workers  are  provided  a working  environment  which  will 
prevent  occupationally  caused  diseases,  by: 

(a)  Continuing  the  second  round  of  medical  examinations  of  the 
90,000  underground  A)al  miners  in  order  to  assure  detection 
of  physical  impairment  due  to  unhealthful  working  environ- 
ments in  accordance  with  the  Federal  Coal  Mine  Health  and 
Safety  Act; 

(b)  Providing  for  an  estimated  400  requests  for  autopsies  of 
coal  workers  for  research  purposes  and  for  establishment 
of  survivor  eligibility  for  Black  Lung  Benefits; 

(c)  Developing  and  conducting  research  to  develop  techniques 
for  the  prevention  and  control  of  occupatipnal  diseases, 
of  coal  miners  and  persons  who  work  with  or  around  the 
products  of  coal  mines,  in  areas  outside  of -such  mines. 
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NATIONAL  INSTITUTES  OF  HEALTH 
National  Heart  and  Lung  In.stltute 


The  National  Heart  and  Lung  Institute  bears  primary  responsibility  for 
basic  and  clinical  research  concerned  with  the  respiratory  (pulmonary)  system 
and  with  developing  improved  methods  for  the  prevention,  diagnosis,  and  relief 
of  chronic  lung  diseases  (other  than  the  Infectious  and  malignant  lung  diseases, 
which  are  the  special  provinces  of  the  National  Institute  of  Allergy  and 
Infectious  Diseases,  and  the  National  Cancer  Institute,  respectively). 

In  partial  fulfillment  of  this  mission,  the  NHLI  Division  of  Lung  Diseases 
spent  $371,500  in  support  of  four  regular  research  grants  and  five  subprojects 
within  Specialized  Center  of  Research  (SCOR)  pulmonary  programs  for  research  on 
certain  of  the  pneumoconioses . This  is  a collective  term  for  a number  of  different 
diseases  caused  by  the  Inhalation  and  retention  in  the  lungs  of  mineral  or 
vegetable  dusts  and  including  such  diseases  as  silicosis,  asbestosis,  byssinosis, 
and — the  subject  of  this  report — coal  workers'  pneumoconiosis,  or  black  lung 
disease.  Approximately  half  of  this  sum  was  spent  for  research  directly  on  black 
lung  disease. 

Magnitude  of  the  Problem 

Black  lung  disease  is  believed  to  account  for  more  deaths — approximately 
1,000  per  year  in  this  country — than  all  other  forms  of  pneumoconiosis  combined, 
and  afflicts  an  estimated  90,000  to  125,000  U.S.  miners.  According  to  a 
1967  report  by  the  Pennsylvania  Department  of  Public  Health,  43,000  Pennsylvania 
coal  miners  had  X-ray  evidence  of  coal  workers'  pneumoconiosis  and  more  than  half 
of  these  (nearly  24,000  miners)  were  disabled  by  it . A recent  nationwide 
survey  by  the  U.S.  Public  Health  Service  and  the  U.S.  Bureau  of  Mines  indicates 
that  nearly  30  percent  of  working  coal  miners  in  the  U.S.  have  black  lung 
disease. 

Typically,  victims  of  black  lung  disease  require  a decade  or  more  of 
exposure  to  mine  dusts  before  they  are  Irtcapacltated  or  killed  by  the  disease. 

In  the  interim,  they  experience  progressively  severe  wheezing,  coughing,  and 
shortness  of  breath,  and  increased  susceptibility  to  colds  and  other  respiratory 
infections  Including  tuberculosis. 

Black  Lung:  A Composite  of  Several  Disorders 

The  progressive,  irreversible  nature  of  the  disease  is  revealed  by  autopsy 
examination  of  lung  tissues  following  varying  periods  of  exposure  to  the  mine 
dust's . 

This  also  shows  that  the  disease  actually  involves  five  or  more  different 
disease  processes: 

. Some  of  the  Inhaled  dusts  are  retained  and  become  permanently  Incorporated 
into  the  walls  of  the  small  air  passages  (bronchioles)  and  sacs  (alveoli) 
to  form  microscopic,  focal  deposits  called  macules . In  aggregate,  these 
macules  are  grossly  visible  as  blackened  patches  and  streaks  in  lung 
slices  following  only  a few  years  of  dust  exposure. 

. Destruction  of  lung  tissue  around  the  dust  deposits  produces  a halo  of 
emphysema — in  effect,  a dead  air  space — around  each  macule. 

. In  some  patients,  scar  tissue  formation  (fibrosis)  occurs  between  macules. 


656 


and  can  involve  large  areas  of  the  lung.  While  the  occurrence  and 
severity  of  fibrosis  are  unpredictable,  fibrosis  has  been  associated  in 
some  studies  with  exposure  to  silica  dust,  and  in  others  with  tuberculosis. 

. The  eventual  development  of  chronic  bronchitis  and  the  more  generalized 
’forms  of  emphysema  contribute  importantly  to  shortness  of  breath  and 
disability  in  coal  workers'  pneumoconiosis. 

. Finally,  many  afflicted  workers  exhibit  as  a complication  of «thelr 
disease  elevated  blood  pressure  in  the  lungs  (pulmonary  hypertension) 
and,  as  a consequence  of  this  increased  pressure,  compensatory 
enlargement  of  the  right  side  of  the  heart. 

Heart  failure  is  the  most  common  cause  of  death  in  persons  with  black  lung 
disease;  many  others  succumb  to  respiratory  failure  during  an  acute  respiratory 
infection.  I • 

Treatment 

There  is  no  form  of  treatment  that  will  halt,  much  less  reverse,  the  slow 
course  of  black  lung  disease.  Available  therapy  is  aimed  'either  at  complications 
of  the  disease,  or  at  relieving  some  of  its  symptoms.  Antibiotics  are  used  to 
treat  respiratory  infections,  and  cardiotonic  drugs  enable  the  heart  to  pump  more 
blood  through  remaining  lung  tissue.  Also  available  are  a number  of  drugs  to 
ease  breathing  by  dilating  air  passages  or  by  dissolving  obstructive  mucus 
secretions,  and  intermittent  positive-pressure  breathing  apparatus  for  severe 
respiratory  distress.  Research  continues  on  other  ways  of  ameliorating  the 
symptoms  and  complications  of  black  lung  disease. 

Prevention  . . 

Prevention  is  the  only  known  way  of  controlling  black  lung  disease  and,  as 
studies  in  Great  Britain  have  demonstrated,  is  quite  effective.  This  is 
accomplished  by  reducing  dust  levels  in  working  environments,  and  limiting  the 
duration  of  exposure  to  dust.  Specific  measures  include  the  use  of  dust  monitoring 
systems;  wetting  practices,  air  filters,  dust  masks  and  other  equipment  to 
collect  or  suppress  dust  at  its  source  or  remove  it  from  the  atmosphere; 
improved  ventilation  systems;  rearranging  work  shifts  to  reduce  Individual 
exposure  to  particularly  dusty  environments;  periodic  X-ray  examinations  and 
pulmonary  function  tests  to  detect  the  disease  in  its  early  stages;  and  other 
screening  tests  to  identify  job-applicants  and  others  who  are  especially 
susceptible  to  the  disease.  People  with  an  hereditary  deficiency  of  the 
enzyme  alpha-1 -anti trypsin  are  more  likely  to  develop  black  lung  disease, 
in  a particularly  severe  form  in  terms  of  both  the  earlier  onset  and  relatively 
more  rapid  progression  of  the  disease.  And,  for  reasons  as  yet  unknown,  workers 
who  have  either  tuberculosis  or  rheymatoid  arthritis  together  with  black  lung 
are  especially  prone  to  develop  massive  pulmonary  fibrosis. 

Finally,  anti-smoking  campaigns  and  above-ground  air  pollution  control 
activities  are  (or  should  be)  important  elements  of  any  effort  to  control  black 
lung  disease.  These  additional  airborne  insults  to  the  lungs  aggravate  the 
symptoms  and  accelerate  the  course  of  the  disease. 

In  Great  Britain,  where  coal  workers'  pneumoconiosis  was  first  described  and 
control  measures  initiated  30  years  ago,  mortality  and  disability  from  black  lung 
has  been  halved.  Complete  control  of  the  disease  in  this  country,  including  help 
for  those  who  already  have  black  lung,  requires  extensive  application  of  known 
preventive  measures  and  the  acquisition  of  new  infomiation  concerning  the 
underlying  disease  processes. 
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Need  for  Research 

We  need  to  know  more  about  the  relationships  between  these  processes,  whether 
they  occur  simultaneously  or  sequentially,  and  correlate  them  in  turn  with  other 
Internal  and  environmental  factors  operant  in  the  disease's  several  phases.  Only  in 
thl?  way  can  we  hope  to  find  a weak  link  in  the 'chain  of  events  that  all  too  often 
culminates  in  disability  and  death — a link  that  we  can  break  with  appropriate 
therapy  to  arrest  the  disease  process. 

Current  Research  Efforts 

The  research  approach  outlined  above  is  being  pursued  in  the* principal  NHLI 
grant-supported  study  of  black  lung  disease.  The  study,  conducted  by  Dr.  Richard 
L.  Naeye  at  the  Pennsylvania  State  University,  is  a combined  clinical-epidemiolo-  . 
glcal-pathological  investigation  of  the  five  or  more  disease  processes  that 
constitute  coal  workers'  pneumoconiosis.  This  comprehensive  project,  now  in  its 
eighth  year  at  a current  annual  funding  level  of  $78,000,  will  include  autopsy 
studies  of  500  coal  workers,  300  miners'  wives,  650  people  not  associated  with  the 
coal  mining  industry,  and  400  rural  Pennsylvanians  matched  for  age  and  race  with 
other  groups. 

Though  not  completed,  this  study  has  already  yielded  interesting  findings 
correlating  types  and  severities  of  disease  manifestations  with  exposure  to 
silica  dust  at  different  mine  sites  and  in  soft  and  hard  eoals. 

In  separate  studies.  Dr.  Naeye  and  other  NHLI  grantees,  including  Dr.  Edward 
A.  Gaensler  at  Boston  University  School  of  Medicine,  have  confirmed  that  respiratory 
Impairment  and  functional  disability  cannot  be  determined  with  any  degree  of 
accuracy  from  chest  X rays,  even  though  X rays  are  capable  of  accurately  detecting 
the  presence  and  progression  of  dust  deposits,  fibrosis,  and  other  tissue  changes 
associated  with  the  pneumoconioses.  The  finding  reflects  the  composite  nature  of 
black  lung  disease  and  the  fact  that  each  of  the  multiple  disorders  comprising 
the  disease  may  vary  in  incidence  and  severity  from  one  patient  to  another. 

Health  Education 

Because  health  education  and  public  information  are  key  elements  in  any  effort 
to  combat  a public  health  problem,  the  NHLI  recently  published  a 16-page  Illustrated 
brochure  that  describes  the  various  dust  inhalation  diseases,  including  black  lung, 
and  outlines  the  causes,  symptoms,  diagnosis,  prevention,  and  treatment  of  the 
pneumoconioses . 
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VENEREAL  DISEASES 


Obligations  (In  thousands) 


1971 

1972 

1973 

1974 

Estimate 

1975 

Estimate 

Public  Health  Service: 

Center  for  Disease 'Control. . . 

. . $12,134 

$28,230 

$31,340 

$31,340 

$32,533 

National  Institutes  of 
Health 

National  Institute  of 
Allergy  and 

Infectious  Diseases 

,455 

1,205 

2,200 

2,200 

Total 

28,685 

32,545 

33,540 

34,733 

Venereal  disease  Is  one  of  the  most  serious  and  insidious  health  problems 
confronting  the  United  States  today.  Reported  cases  of  gonorrhea  have  been 
Increasing  yearly  at  the  alarming  rate  of  10  to  15  percent,  while  the  number  of 
infectious  syphilis  cases  reported  in  1972  was  three  percent  higher  than  in  the 
previous  year.  Late  ^n  FY  1972,  primarily  through  increased  project  grant 
appropriations,  syphilis  control  programs  throughout  the  country  were  intensi- 
fied, and  reported  syphilis  incidence  has  once  again  begun  to  level  off.  During 
the  first  3 months  of  FY  1974,  early  infectious  syphilis  cases  were  down  .4% 
compared  to  the  same  period  in  FY  1973.  A nation-wide  attack  on  gonorrhea. 
Implemented  late  in  FY  1972,  is  resulting  in  the  identification  of  large  numbers 
of  women  with  gonorrhea,  most  of  whom  have  no  noticeable  symptoms.  Because  of 
this  casefinding  activity,  female  cases  were  up  22.5%  during  the  first  3 months 
of  FY  1974;  male  cases  appear  to  be  leveling  off.  As  the  ''hidden"  reservoir  of 
asymptomatic  disease  is  reduced,  it  is  expected  that  reported  cases  in  both 
sexes  will  decline. 

Research  activities  are  carried  out  primarily  through  programs  of  the 
Center  for  Disease  Control  and  the  National.  Institute  of  Allergy  and 
Infectious  Diseases.  Research  priorities  include  the  development  of  improved 
diagnostic  and  screening  methods  for  gonorrhea,  and  studies  related  to  the 
immunology  of  both  syphilis  and  gonorrhea.  A comprehensive  program  of  both 
basic  and  applied  research  in  these  areas  is  being  carried  out. 
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CENTER  FOR  DISEASE  CONTROL 


Since  the  early  1930's,  venereal  disease  control  efforts  have  been  a 
continuously  shared  responsibility  of  all  levels  of  government.  These 
control  efforts  over  the  years  have  had  a profound  impact  upon  the  prevalence 
of  syphilis.  Total  reported  cases  of  syphilis  decreased  from  a high  of  575,593 
cases  in  FY  19A3,  to  90,609  cases  in  FY  1973.  The  treatment  of  large  numbers 
of  syphilis  cases  has  resulted  in  a significant  decline  in  congenital  syphilis  • 
and  the  late  sequelae  of  syphilis.  For  the  years  for  which  comparable  data 
are  available,  reported  cases  of  congenital  syphilis  declined  85%,  infant 
deaths  due  to  syphilis  declined  99%,  deaths  among  adults  due  to  syphilis 
declined  87%  and  first  admissions  to  mental  institutions  with  syphilitic 
psychoses  declined  98%. 

Syphilis 

The  reported  Incidence  of  syphilis  has  fluctuated  through  tfie  years. 

During  the  1940's,  reported  cases  of  infectious  syphilis  rose  sharply, 
reaching  a peak  of  106,539  cases  in  FY  1947.  During  the.  following  10  years, 
the  incidence  declined  94%  to  a low  of  6,251  cases.  With  reduced  Federal 
support,  reported  cases  of  infectious  syphilis  increased  6.6%  in  FY  1958.  This 
small  increase  was  followed  by  dramatic  increases,  and  by  FY  1962,  reported 
cases  of  infectious  syphilis  had  increased  by  more  than  200%.  Syphilis  control 
efforts,  with  major  emphasis  on  case  prevention,  were  intensified  in  FY  1962. 
However,  cases  continued  to  increase,  reaching  a high  of  23,250  cases  by 
FY  1965.  Beginning  with  1966,  cases  declined  by  almost  1,000  annually  until 
1970,  when  they  again  began  to  increase.  The  24,080  cases  reported  in  FY  1973 
represent  an  Increase  of  1,080  cases  (4.5%)  over  1972  and  are  the  greatest 
number  of  reported  infectious  syphilis  cases  since  1950. 

Thus,  while  the  overall  level  of  syphilis  and  the  occurrence  of  serious 
manifestations  of  the  disease  have  been  dramatically  reduced,  there  remains 
the  challenge  to  reduce  the  occurrence  of  new  cases.  Programs  today  are 
being  directed  toward  the  prevention  of  new  cases.,  as  measured  by  the  trend  of 
cases  in  the  early  infectious  stage,  to  prevent  a return  to  the  1930-1940  era 
when  there  were  large  numbers  of  people  with  long-term  and  debilitating  disease. 

Gonorrhea 


The  reported  incidence  of  gonorrhea  Increased  rapidly  during  the  1940' s, 
reaching  a peak  of  400,639  in  FY  1947.  With  the  Introduction  and  wide  use  of 
penicillin,  gonorrhea  declined  gradually  reaching  a low  of  216,476  cases  in 
FY  1957.  Reported  cases  began  to  rise  again  in  FY  1958,  and  this  trend  has 
continued.  The  809,681  cases  reported  in  FY  1973  represent  a 12.7%  increase 
over  the  718,401  cases  reported  in  FY  1972,  and  is  the  highest  reported 
incidence  since  the  collection  of  national  data  began.  When  underreporting 
and  underdiagnosis  of  cases  are  considered,  the  true  incidence  of  gonorrhea 
is  estimated  at  2.5  million  cases  annually  and  the  prevalence  of  disease 
among  females  is  estimated  at  between  600,000  and  800,000.  Gonorrhea  continues 
to  be  reported  most  frequently  from  large  urban  areas;  cities  of  200,000  and 
more  population,  which  constitute  28%  of  the  total  population,  accounted  for 
over  56%  of  all  reported  cases  during  FY  1973.  For  FY  1973,  reported  cases  of 
gonorrhea  among  females  numbered  304,975,  an  Increase  of  36.3%  over  the 
223,749  cases  reported  in  FY  1972.  During  this  same  period,  cases  of 
gonorrhea  among  males  rose  only  2.0%,  the  lowest  rate  of  increase  among  males 
in  the  past  decade.  The  difference  in  rates  of  increase  between  males  and 
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females  is  attributed  to  the  impact  of  gonorrhea  control  efforts  begun 
nationally  in  FY  1972. 

Age-specific  rates  for  infectious  s/philis  and  gonorrhea  show  the  age 
group  20-24  to  be  at  the  greatest  risk  of  acquiring  disease.  Among  gonorrhea 
patients,  the  15-19  age  group  is  the  second  highest  risk  group,  while  for 
syphilis  victims  it  is  the  25-29  age  group. 

Statistics  ‘ 

With  infectious  syphilis  at  its  highest  reported  level  since  1950  and 
gonorrhea  at  the  highest  level  ever  reported  in  the  United  States,  major 
emphasis  continues  to  be  placed  upon  the  development  and  implementation  of 
control  programs  for  venereal  disease.  Particular  emphasis  is  focused  on 
disease  intervention  activities  as  the  preferable  and  cost-beneficial  strategy 
offering  the  best  means  of  rapidly  reducing  the  incidence  of  these  diseases. 

The  major  control  program  areas  focusing  on  disease  intervention  activities 
are:  (1)  screening,  by  bacteriologic  culture,  high-risk  female  populations 

for  gonorrhea;  (2)  syphilis  surveillance  through  the  serologic  sqreening  of 
age  groups  and  specific  population  segments;  (3)  the  application  of  the  epi- 
demiologic process  to  all  infectious  and  potentially  infectious  syphilis 
patients  and  to  male  cases  of  gonorrhea  diagnosed  in  public  clinics; 

(4)  educational  efforts  directed  toward  communicating  pertinent  venereal 
disease  facts  tp  people  at  risk,  with  the  objectives  of  preventing  exposure 
or  re-exposure  to  infection  and  influencing  infected  individuals  to  seek 
early  diagnosis  and  treatment;  and  (5)  the  active  involvement  of  the  private 
medical  community  in  all  aspects  of  venereal  disease  control. 

Screening  programs  for  gonorrhea  during  FY  1973  caused  4,939,592  culture 
specimens  to  be  obtained  from  females,  of  which  242,276  (4.9%)  were  found  to 
be  positive  for  gonorrhea.  During  the  first  three  months  of  FY  1974,  gonorrhea 
screening  programs  obtained  culture  specimens  from  an  additional  1,833,958 
females,  of  which  88,210  (4.8%)  were  positive  for  gonorrhea.  Although  the 
positivity  rates  were  highest  (19.8%)  among  venereal  disease  clinic  patients, 
only  11%  of  all  test  specimens  were  obtained  in  such  clinics.  Some  89%  of  all 
test  specimens  were  obtained  in  settings  other  than  venereal  disease  clinics, 
and  in  these  settings,  positivity  rates  ranged  from  a low  of  1.4%  among 
female  dependents  of  military  personnel  to  a high  of  5.9%  among  enrollees  in 
manpower  training  programs.  Private  physicians  obtained  test  specimens  from 
494,529  females,  of  which  10,589  (2.1%)  were  positive  for  gonorrhea. 

Provisional  data  for  October,  November  and  December  1973  indicate  that 
1,844,459  additional  specimens  from  females  were  obtained  from  participating 
facilities,  of  which  4.8%  were  positive  for  gonorrhea.  In  addition  to  screen- 
ing efforts,  gonorrhea  control  activities  include  the  application  of  the 
epidemiologic  process  to  male  patients  who  voluntarily  seek  medical  attention. 
During  the  first  three  months  of  FY  1974,  24,159  named  sexual  contacts  were 
followed  and  provided  bacteriologic  cultures  for  gonorrhea.  Of  these 
cultures,  8,888  (36.8%)  were  positive  for  gonorrhea.  This  process  complements 
screening  activities  by  providing  for  the  broadest  possible  medical  coverage 
for  high-risk  females.  It  is  estimated  that  this  combined  effort  will  result 
in  the  prevention  of  more  than  100,000  new  cases  of  gonorrhea  during  FY  1974. 

Case  detection  and  surveillance  activities  of  the  syphilis  control 
effort  tested  an  estimated  40  million  persons  for  syphilis  during  FY  1973. 

Of  these,  1,100,000  had  reactive  test  results,  and  over  66,000  were  identi- 
fied as  infected  with  syphilis.  Application  of  the  epidemiologic  process  to 
infectious  syphilis  cases  resulted  in  the  medical  examination  of  47,831  persons, 
of  whom  7,162  (15%)  were  brought  to  treatment  with  previously  undetected 
syphilitic  infection.  It  is  estimated  that  epidemiologic  efforts  alone  will 
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result  In  the  prevention  of  2,700  new  cases  of  syphilis  in  FY  197A. 

Control  Efforts 


Intensified  syphilis  control  efforts,  designed  to  reverse  the  trend  of 
increasing  syphilis  incidence,  have  been  implemented.  Data  from  the  first 
quarter  of  FY  197A  show  a rate  of  decrease  in  incidence  of  O.AZ  over  the 
previous  year  and  suggest  that  these  intensified  control  measures  are 
beginning  to  take  effect.  Other  program  activities  being  intensified 
include  the  areas  of  clinic  services,  program  evaluation  methods,  disease 
intervention  tools,  and  consumer  involvement. 

Because  the  population  is  extremely  mobile  and  a high  rate  of  interstate 
and  international.,  transmission  of  venereal  disease  occurs,  control  program 
efforts  are  directed  at  ensuring  a rapid,  exchange  of  vital  epidemiologic  data 
among  states,  local  health  departments  and  international  jurisdictions. 

During  FY  1973,  more  than  12,000  sexual  contacts  to  known  syphilis  cases 
resided  in  areas  other  than  those  in  which  the  original  patients  received 
treatment  and  9. '2%  of  the  contacts  examined  were  found  to  be  infected  with 
syphilis.  To  insure  the  examination  of  the  more  than  700  contacts  to 
Infectious  venereal  disease  named  annually  who  reside  outside  the  United 
States,  all  State  and  local  health  departments  rely  upon  the  CDC  to  process, 
translate,  forward  and  feed  back  the  results  of  exchanges  with  more  than  60 
International  jurisdictions. 

A Venereal  Disease  Communications  Plan,  providing  the  formal  framework 
for  a national  information-education  program,  has  been  developed  and 
implementation  has  begun.  This  plan  consolidates  objectives  and  message 
parameters  to  the  general  public,  people  at  risk,  health  providers,  physicians, 
members  of  organized  groups,  and  to  individual  volunteers.  The  objective  is  to 
change  attitudes  and- behavior  in  order  to  increase  self-referrals  for 
diagnosis  and  treatment  and  to  permit  health  care  providers  to  conduct 
appropriate  programs  involving  screening,  contact  tracing,  diagnosis,  and 
treatment.  As  a part  of  this  educational  effort,  an  informational  inter- 
change has  been  initiated.  Prototype  materials  developed  by  the  CDC  and 
educational  materials,  ideas  and  programs  collected  from  State  and  local 
health  departments,  have  been  distributed  throughout  the  country. 

A national  survey  is  underway  of  the  extent  and  characteristics  of 
venereal  disease  education  in  schools.  It  is  designed  to  study  a representa- 
tive random  sample  of  public  and  private  schools  within  each  State  to  determine 
the  extent  to  which  venereal  disease  education  is  provided  as  part  of  class- 
room instruction.  It  will  identify  where  such  programs  exist,  describe  their 
characteristics  and  identify  the  populations  they  serve. 

Volunteer  organizations  ^re  being  equipped  through  training  with  the 
needed  tools  to  develop  broad-based  citizen  participation  in  programs 
designed  to  eliminate  venereal  disease.  This  training  effort  is  designed  to: 
(1)  motivate  volunteer  organizations  and  individuals  to  work  with  State  and 
local  health  departments  in  organizing  community  resources  and  talents  to 
focus  on  VD  control  efforts;  (2)  expand  efforts  to  promote  and  coordinate 
activities  of  national  organizations  and  agencies  which  have  the  potential 
for  local  impact;  and  (3)  train  leaders  with  emphasis  on  the  importance  of 
getting  together  at  the  community  level  with  representatives  of  all  other 
organizations  and  with  representatives  of  media,  business,  health,  and 
education  to  develop  a coordinated  attack  on  venereal  disease. 
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In  the  past  decade,  venereal  disease  control  emphasis  to  the  private 
medical  conanunlty  has  been  directed  solely  to  informing  them  of  the  program 
to  control  venereal  disease,  to  elicit  their  cooperation  in  case  reporting 
and  In  the  epidemiologic  process,  and  to  provide  current  information  on 
diagnosis  and  treatment.  The  current  program  continues  to  urge  physicians 
to  diagnose  appropriately,  treat  effectively,  and  participate  in  the 
epidemiologic  process.  However,  emphasis  is  being  placed  on  encouraging 
physicians  to  use  their  influence  to  increase  the  availability  of  diagnostic 
and  treatment  services,  to  support  the  inclusion  of  venereal  disease 
Instruction  in  medical  school  curriculums,  and  to  marshal  iocal  support  and 
acceptance  of  venereal  disease  control  efforts. 

In  addition  to  its  responsibility  in  the  implementation  of  national 
control  programs,  the  Center  for  Disease  'Control  plays  an  important  national 
role  in  conducting  and  stimulating  venereal  disease  research.  The  Center 
continues  to  be  deeply  involved  with  studies  of  disease  epidemiology  and 
control  program  methodologies,  and  with  clinical  and  basic  venereal  disease 
research. 

Research 

The  Center  has  made  significant  contributions  to  the  understanding  of  the 
basic  bacteriology  and  immunology  of  venereal  disease.  These  contributions 
are  in  addition  to  its  significant  role  in  the  quality  control  and  production 
of  reagents,  diagnostic  tests  development  and  proficiency  testing.  Basic 
research  accomplishments  in  past  years  include  development  of  a standard 
selective  medium  for  N.  gonorrhoeae  (Thayer-Martln) ; discovery  and  description 
of  virulent  Types  I and  II  colonies  of  N.  gonorrhoeae  (source  of  gonococcal 
pili) measurement  of  in  vitro  antibiotic  susceptibility  of  N.  gonorrhoeae  from 
1950  to  the  present;  and  the  development  of  specimen  transport  systems  for 
H,  gonorrhoeae . 

Research  in  syphilis  serology  has  led  to  the  development  of  the  FTA-ABS, 
FTA-IgM,  and  the  adaptation  of  the  microhemagglutination  tests.  Research 
bacteriologists  at  the  Center  were  the  first  to  establish  both  gonococcal  and 
syphilitic  infections  in  laborator)r  animals.  These  models  are  the  basis  for 
advances  in  the  understanding  of  the  pathogenesis  and  immunology  of  these 
diseases. 

During  FY  1973,  the  Center  continued  to  stimulate  interest  in  venereal 
disease  research  through  presentations  at  scientific  meetings  of  medical 
societies  and  of  researchers  in  specialties  and  disciplines  which  touch  on 
venereal  disease,  less  formal  presentations  to  ongoing  physician  education 
groups,  communications  with  scientists  to  review  research  protocols  and  to 
stimulate  young  investigators ^to  enter  the  field,  supporting  studies  directed 
at  solving  specific  control  program  problems,  and  by  serving  as  a focus  for 
research  activities  related  to  venereal  disease. 

Control  program  efforts  for  gonorrhea  cannot  succeed  without  the 
availability  and  utilization  of  effective  treatment.  In  order  to  provide 
this  necessary  tool  for  control,  the  Center,  through  nine  geographically 
representative  areas,  monitors  the  clinical  and  in  vitro  effectiveness  of 
existing  antibiotics  for  the  treatment  of  gonorrhea.  This  effort  Includes: 
the  evaluation  of  existing  and  new  antibiotics,  alone  and  in  combination; 
the  study  of  the  mode  of  action,  toxicity,  and  the  development  of  resistance 
to  certain  antibiotics;  a monitoring  system  to  detect  the  emergence  of 
resistant  strains;  and  the  development  of  Improved  assay  methods  for  antibiotic 
susceptibility  and  blood  levels.  The  results  of  these  studies  are  analyzed 


by  the  Center  and  an  ad  hoc  therapy  committee,  and  recommendations  are 
transmitted  to  State  and  local  program  areas. 

In  order  to  Improve  the  quality  of  available  laboratory  diagnostic 
services  for  gonorrhea,  a proficiency  testing  program  has  been  developed  and 
implementation  has  begun.  This  program  is  designed  to  monitor  the  proficiency 
of  laboratories  in  States  that  perform  gonorrhea  diagnostic  testing.  During 
the  initial  mailout  of  specimens,  90%  of  the  laboratories  involved  in  the 
national  screening  effort  participated  in  this  program. 

Realizing  that  expanded  research  in  the  clinical  area  is  essential  to 
answer  the  multitude  of' outstanding  diagnostic  and  therapeutic  questions 
relating  to  gonorrhea,  the  CDC  coordinates  a wide  variety  of  clinical 
investigations, '-the  initial  and  priority  thrust  of  which  is  directed  toward 
gonorrhea  in  the  female.  These  ongoing  studies  are  designed  to  complement 
efforts  in  basic  research  by  providing  a field  laboratory  for  new  techniques 
as  well  as  a source  of  clinical  materials  for  research  laboratories.  The 
Center  continues  its  involvement  in  the  serological  screening  of  selected 
populations,  serological  test  evaluations,  therapeutic  trials,  investigations 
of  the  long-term  effects  of  Illness  and  therapy,  definition  of  particular  risk 
factors  in  host-pathogen  interactions,  evaluation  of  major  control  efforts,  the 
study  and  improvement  in  clinical  services  and  other  related  areas  of 
clinical  research. 

Syphilis  research  continues  to  focus  on  cultivating  Treponema  pallid len 
in  vitro.  This  accomplishment  is  necessary  for  the  refinement  of  serologic 
tests,  the  development  of  a syphilis  vaccine,  and  the  expansion  of  knowledge 
about  the  pathogenesis  of  syphilis.  Studies  are  being  conducted  in  the  growth 
of  T.  pallidum  in  a hemodialysis  system,  using  various  animal  models,  and  in 
the  development  of  a defined  medium  for  the  in  vitro  growth  of  T.  pallidum. 

With  a marked  increase  in  the  number  of  anecdotes  concerning  positive 
FTA-ABS  tests  in  patients  in  whom  syphilis  was  considered  unlikely  and  in 
whom  none  of  the  factors  thought  to  be  associated  with  "false-positive" 

FTA-ABS  reactions  could  be  documented,  the  Center  has  begun  to  define  and 
quantitate  this  phenomenon. 

Education 

Data  are  rapidly  accumulating  to  suggest  that  other  sexually  transmitted 
dlsea&es  are  growing  in  Importance  and  require  further  attention  ar\d  definition. 
The  three  most  important  of  these  diseases  are  nonspecific  urethritis,  genital 
herpes,  and  trichomoniasis.  The  Center  is  vigorously  pursuing  the  development 
of  comprehensive  diagnostic  laboratory  procedures  for  venereal  disease 
diagnosis,  irrespective  of  cause;  the  Identification  of  the  spectrum  of  agents 
most  commonly  responsible  for  nongonococcal  urethritis;  the  identification  of 
the  infectious  etiology  of  penile  ulcerations;  and  the  development  of  rapid 
diagnostic  tests  for  herpes. 

Center  behavioral  research  efforts  are  directed  toward  studying  patient  . 
responses  to  disease  preventive  measures,  to  public  venereal  disease  clinics, 
to  mass  and  individual  education  efforts,  to  infection  and  reinfection  with 
a venereal  disease,  to  participation  in  the  epidemiologic  and  control  pro- 
ces'ses,  and  to  Involvement  in  the  venereal  disease-prone  population. 

The  steps  being  taken  now  and  planned  for  the  future  will  ensure  the 
development  and  implementation  of  a fully  operational  national  program  for 
the  control  of  venereal  disease.  In  conjunction  with  the  regional  offices, 
national  leadership  and  technical  assistance  will  be  provided  to  Increase 
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the  effectiveness  of  venereal  disease  control  programs  by  refining  disease 
Intervention  techniques.  Syphilis  epidemiology,  designed  to  achieve  a rapid 
decrease  in  incidence  through  Interruption  of  disease  transmission,  will 
continue  to  be  a major  component  of  this  overall  control  strategy.  Epi- 
demiology applied  to  gonorrhea  patients  will  broaden  the  screening  net  for 
Infected  females,  will  discover  asymptomatic  male  as  well  as  female  cases, 
and  will  emphasize  patient  involvement  in  the  entire  process. 

Educational  efforts  will  continue  to  be  directed  toward  communicating 
pertinent  venereal  disease  facts  to  persons  at  risk,  particularly  youth, 
with  the  objectives  of  preventing  exposure  or  reexposure  to  infection,  and 
of  having  patients  recognize  the  need  for  referral  of  their  sexual  contacts 
to  medical  care.  'Through  educational  efforts,  the  private  medical  community 
will  be  encouraged  to  participate  in  all  aspects  of  the  venereal  disease 
control  effort. 

Summary 

Expanded  CDC  research  efforts  will  be  directed  to  laboratory  diagnostic 
techniques.  Immunology,  and  drug  susceptibility  of  the  gonococcus.  Laboratory 
diagnostic  techniques  will  include,  in  addition  to  new  cultural  and  serologic 
techniques,  the  development  and  improvement  of  media  and  specimen  transport 
systems,  diagnostic  techniques  for  use  by  the  private' physician,  rapid  con- 
firmatory methods  of  identifying  N.  gonorvhoeae , a rapid  slide  method  of  detect- 
ing soluble  components  of  N.  gonorrhoeaet  and  a method  for  the  rapid  diagnosis 
of  gonococcal  arthritis  and  other  causes  of  arthritis  by  gas-liquid  chromato- 
graphy. Research  in  gonorrhea  immunology  will  include  colony  typing  systems  to 
support  epidemiologic  investigations,  serologic  procedures.  Identification  of 
virulence  factors  and  mechanisms  of  pathogenicity,  host  responses  to  complicated 
and  uncomplicated  gonococcal  Infections,  expanded  animal  model  studies  of 
gonorrheal  immune  mechanisms,  and  a vaccine  against  gonorrhea. 

The  Center  will  continue  to  play  its  role  as  a primary  focus  for 
operational  research  aimed  at  the  practical  application  and  evaluation  of 
newly  developed  techniques  in  venereal  disease  control.  With  the  rapidly 
expanding  marketing  of  reagents,  media,  transport  systems,  packaging  of 
products,  etc.,  efforts  will  be  directed  toward  the  establishment  of  evalua- 
tion methodology.  This  evaluation  will  take  the  form  of  ongoing  quality 
control  procedures  for  currently  available  and  new  products,  and  a periodic 
dissemination  of  evaluation  results  to  consumers  of  these  diagnostic  pro- 
duct^.  Efforts  to  evaluate  newly  Introduced  diagnostic  systems  will  entail 
the  following:  (1)  an  in-house  evaluation  of  the  new  system,  resulting  in 

a recommendation  to  proceed  with  a field  trial;  (2)  a field  trial  at  the 
producer's  expense  with  CDC  input  into  the  study  design,  protocol  and  site 
of  study;  and  (3)  a CDC  conducted  field  trial  with  careful  attention  to 
quality  control  of  both  medium  and  system.  This  evaluation  scheme  will 
be  so  designed  that  progress  through  these  three  phases  will  be  dependent 
upon  the  merits  of  the  new  diagnostic  system.  Once  a product  has  progressed 
through  this  scheme,  the  results  and  recommendations  from  the  study  would  be 
published  and  disseminated.  Guidelines  for  the  implementation  and  use  of 
the  evaluated  system  will  be  developed  and  provided  to  State  and  local  control 
programs . 
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National  Institute  of  Allergy  and  Infectious  Diseases 


Gonorrhea 

Gonorrhea  is  cagsed  by  a parasitic  bacterial  microorganism  knovm  as  the  gono- 
coccus. The  scientific  name  is  Neisseria  gonorrhoeae. 

The  incubation  period  of  the  gonococcus  fn  humans  is  between  two  and  eight  days 
after  exposure  by  sexual  contact j however,  symptoms  sometimes  may  not  appear  until 
much  later.  In  fact,  80  percent  of  all  infected  females  may  have  no  apparent  symp- 
toms of  the  disease.  Recent  studies  also  indicate  that  the  prevalence  of  symptom- 
free  gonorrhea  in  males  is  much  higher  than  had  been  suspected  and  may  be  one  rea- 
son for  the  current  uncontrolled  spread  of  the  disease. 

In  males,  the  typical  onset  of  gonorrhea  is  an  acute,  purulent  (with  pus)  in- 
fection of  the  urethra  (the  canal  carrying  urine  from  the  bladder).  In  adult  fe- 
males, infection  of  the  urethra  and  the  cervix  (the  entrance  to  the  womb)  is  usual. 
In  newborn  children,  a purulent  infection  of  the  eyes  is  sometimes  acquired  from 
an  infected  birth  canal  in  the  mother  and  may  cause  blindness  unless  properly 
treated.  Complicated  gonococcal  infections  often  cause  sterility,  urinary  obstruc- 
tion, arthritis,  or  inflammation  of  a lining  of  the  heart. 

. Although  the  gonococcus  was  first  described  in  1879,  virtually  nothing  has 
been  known  about  its  basic  biology.  For  instance,  what  are  the  best  requirements 
for  growing  gonococci  and  differentiating  them  from  other  organisms?  This  informa- 
tion is  important  in  isolating  and  transporting  the  organism.  In  many  areas  of  the 
United  States,  laboratory  facilities  for  diagnosing  the  disease  are  not  available 
and  clinical  specimens  must  be  shipped  long  distances. 

Thayer-Martin  medium  — the  nutrient  system  most  often  used  by  laboratories 
for  isolation  and  transport  of  clinical  specimens  — has  two  drawbacks.  Unusual 
forms  of  the  gonococcus  do  not  always  grow  in  this  medium  and  the  antibiotics  it 
contains  are  not  always  effective  in  preventing  the  overgrowth  of  contaminants. 

Both  deficiencies  can  result  in  a false  negative  culture  and  misdiagnosis. 

One  of  these  drawbacks  of  Thayer-Martin  medium  has  been  overcome  to  some  ex- 
tent by  work  of  a NIAID  grantee.  Dr.  Donald  Kaye  at  the  Medical  College  of  Penn- 
sylvania. He  developed  an  improved  medium  by  substituting  the  antibiotic,  ampho- 
tericin B,  for  one  of  the  components  in  the  medium.  He  found  that  amphotericin  B 
inhibited  the  growth  of  Candida  albicans  — a ubiquitous  organism  that  often  over- 
grows cultures  — without  interfering  with  the  growth  of  the  gonococcus.^ 

Similarly,  Dr.  B.  Wesley  Catlln,  an  Institute  grantee  at  the  Medical  College 
of  Wisconsin  in  Milwaukee,  developed  a new,  defined  medium  that  supports  luxuriant 
and  selective  growth  of  the  gonococcus..  The  medium  can  be  used  to  grow  organisms 
in  99  percent  of  all  clinical  samples. 

As  a follow-up.  Dr.  Catlln  developed  a unique  and  practical  method  for  classi- 
fying gonococci.  The  technique,  which  is  called  *'auxo typing",  is  a means  of  dif- 
ferentiating clinical  strains  of  Neisseria  gonorrhoeae  based  on  their  growth  or 
absence  of  growth  in  each  of  10  chemically  defined  culture  media  which  contain  or 
lack  selected  nutrients.  On  the  basis  of  the  patterns  of  gonococcal  growth  re- 
sponses in  these  media,  she  distinguished  24  different  auxotypes  of  gonococcus. 
Auxotypfng  is  a potentially  valuable  tool  for  the  epidemiologist  interested  in 
tracing  the  chain  of  infection  at  the  community  level,  since,  presumably,  people 
who  caught  the  infection  from  the  same  person  would  have  the  same  auxotype. 
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Problems  of  Antibiotic  Resistance.  Penicillin  was  first  used  agalnr.t  gonorrhea 
In  19A3  and  it  is  still  the  preferred  treatment.  However,  by  1957,  physicians  were 
reporting  treatment  failures  with  penicillin,  largely  due  to  resistant  gonococci. 

In  March  1972  the  recommended  dose  of  penicillin  was  raised  to  a new  peak  of  4.8 
million  units,  a doubling  of  the  formerly  recommended  concentration.  Even  with  the 
new  doses,  there  are  still  patients  who  are  not  cured  by  penicillin  or  who  have 
penicillin-resistant  strains. of  the  organism. 

Then,  too,  difficulties  exist  for  the  gonorrhea  victim  who  is  allergic  to  peni- 
cillin — about  two  percent  of  the  United  States  population.  A semi-synthetic  antl- 
biotic,  tetracycline,  was  formerly  preferred  for  treatment  of  penicillin-sensitive 
persons.  However,  many  tetracycline-resistanfe  strains  of  gonococci  have  emerged 
and  new  antibiotics  are  being  tried.  Some  experts  estimate  that  30  percent  of  the 
gonococcal  Isolates  in  this  country  are  resistant  to  these  "second  line"  antibiotics 
— streptomycin,  spectinomycln,  kanomycln,  and  tetracycline.  Many  gonococcal 
strains  are  also  resistant  to  multiple  drugs. 

Several  NIAID  grantees  and  other  scientists  currently  are  studying  the  mechan- 
isms by  which  the  gonococcal  organisms  develop  resistance  to  antibiotics.  A NIAID- 
supported  investigator.  Dr.  P.  Frederick  Sparling  at- the  University  of  North  Caro- 
lina School  of  Medicine,'  has  been  studying  the  basis  of  drug  resistance  in  the 
gonococcus.  By  working  with  mutants  — strains  of  the  gonococcus  whose  genetic 
material  has  been  altered  — Dr.  Sparling  found  that  resistance  to  each  antibiotic 
is  controlled  by  several  independent,  but  closely'  linked,  genes  within  the  chromo- 
some of  the  gonococci.  He  also  found  another  gene,  unrelated  to  the  others,  which 
is  responsible  for  development  of  resistance  to  multiple  drugs,  including  many  of 
the  antibiotics  which  are  used  to  treat  the  disease.  These,  findings  imply  that  mul- 
tiple* antibiotic  resistance  may  have  a common  genetic  basis  and  prevention  of  fur- 
ther resistance*  will  not  necessarily  be  achieved  by  use  of  combinations  of  drugs. 
This  work  was  confirmed  by  another  NIAID  grantee.  Dr.  Leonard  Zubrzyeki  at  Temple 
University  School  of  Medicine.  Continuing  studies  may  aid  scientists  develop  new 
treatments  to  prevent  emergence  of  resistant  strains  or  that  will  be  more  active 
against  existing  strains. 

Dr.  Sparling  is  also  studying  how  altered  genetic  information,  which  confers 
resistance,  can  be  transferred  between  the  organisms.  He  found  that  transfer  of 
genetic  information  takes  place  rapidly  and  efficiently  when  gonococci  are  held  in 
close  contact  for  24  hours  or  more  in  test  tubes.  Transfer  of  genetic  material 
between  strains  might  conceivably  occur  by  this  mechanism  in  the  human  body,  thus 
explaining  how  formerly  nonresistant  strains  become  resistant. 

L-phase  Variants.  A different  approach  is  being  taken  by  Dr.  Zell  A.  McGee, 
a NIAID  grantee  at  Vanderbilt  University  Medical  School.  He  exploits  the  fact  that 
certain  bacteria  are  not  actually  killed  when  exposed  to  penicillin.  Instead,  they 
merely  losp  their  rigid,  shell-like  cell  walls  and  continue  to  multiply  as  tiny, 
virus-sized  microbes  called  L-phase  variants.  Since  penicillin  acts  by  TJreventlng 
cell  wall  formation,  it  does  not  harm  the  defective  variants.  In  fact,  L-phase 
gonococci  with  defective  cell  walls  can  survive  and  multiply  in  the  presence  of 
1000  times  the  concentration  of  penicillin  that  kills  the  usual  bacterial  forms. 

A further  complication  is  that  L-phase  Variants  may  be  undetectable  by  routine  cul- 
turing techniques. 

In  the  first  phase  of  his  studies,  the  Vanderbilt  scientist  successfully  de- 
veloped a medium  for  growing  gonococcal  L-phase  variants.  Using  this  medium,  he 
found  that  if  gonococci  formed  L-phase  variants  which  then  reverted  to  the  parent 
bacterial  form,  the  reverted  gonococci  — on  re-exposure  to  penicillin  — formed 
L-phase  variants  more  easily  and  in  greater  numbers  than  the  original  organism. 

These  findings  cpuld  have  important  Implications  in  prescribing  treatment  for  gonor- 
rhea, since  they  imply  that  repeated  exposure  to  penicillin  may  further  increase 
the  resistance  of  already  resistant  strains. 
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Another  contribution  to  the, study  of  antibiotic  resistance  comes  from 
Dr.  Catlln.  Using  auxotyping,  she  can  distinguish  between  those  patients  who  are 
truly  penicillin  treatment  failures  and  those  who  have  actually  been  reinfected. 

She  found  that  auxotypes  (strains  of  gonococci)  repeatedly  isolated  from  true  peni- 
cillin failures  are  always  the  same  before  and  after  treatment,  whereas  the  auxo- 
types may  be  different  in  patients  who  have  been  reinfected.  This  technique  should 
enable  physicians  to  treat  patients  more  efficiently,  since,  frequently,  patients 
who  are  actually  reinfected  are  thought  to  be  penicillin  treatment  failures  and  arc 
given  alternate,  less  effective  antibiotics. 

The  recommended  dosages  of  antibiotics  for  treating  gonorrhea  are  now  close  to 
the  maximum  that  can  be  administered  on  an  outpatient  basis.  Thus,  future  increased 
drug  resistance  cannot  be  couhtered  by  further  increases.  For  this  reason,  it 
would  be  useful  if  some  laboratory  method  could  be  employed  .to  determine  which 
drug  will  be  most  efficient  for  each  patient's  gonococcal  strain.  Such  a test  was 
developed  by  Dr.  Zubrzyeki.  The  test  is  a variation  of  the  "disc  susceptibility 
technique".  It  involves  placing  various  strains  of  gonococcus  on  agar  plates. 

Then,  small  round  discs  of  antibiotics  are  placed  on  the  plates  and  where  the  gono- 
coccus are  killed  by  the  drug,  a clear  area  results,  which  can  be  measured.  The 
size  of  the  clear  area  is  a reflection  of  the  susceptibility  of  the  gonococcus  to 
the  antibiotic  in  question.  The  test  is  reproducible  and  sensitive.  Not  only 
should  it  be  applicable  for  clinical  use,  but  it  should  also  prove  to  be  a useful 
research  tool  for  testing  gonococcal  isolates  for  multiple  antibiotic  resistance. 

Grouping  Gonococci.  The  current  impression  among  physicians  and  -scientists  is 
that  Immunity  to  the  gonococcus  is  probably  not  acquired  following  natural  infec- 
tion, because  repeated  attacks  of  gonorrhea  occur  in  many  patients.  Early  and  ade- 
qua'te  treatment  of  gonorrhea  'probably  Interferes  with  the  development  of  immunity, 
but  even  before  modern  antibiotics  were  available,  repeated  attacks  were  common. 

One  of  the  first  steps  in  studying  immunity  to  the  gonococcus  is  to  determine 
whether  repeated  attacks  of  gonorrhea  are  due  to  the  same  or  different  strain.  In 
the  past,  attempts  to  classify  the  gonococcus  by  blood  properties  (serologically) 
have  been  beset  by  technical  problems,  in  part,  because  of  the  biological  complex- 
ity of  the  organism.  Recently,  a British  scientist  classified  most  strains  of 
gonococcus  into  five  serological  groups.  Adapting  her  techniques.  Dr,  Robert  W.  ' 
Quinn,  a NIAID-supported  researcher  at  Vanderbilt  University  School  of  Medicine, 
developed  a similar,  serologic  test  that  depends  upon  precipitation  of  gonococcal 
antigens  (those  substances  that  induce  the  formation  of  antibodies)  with  specific 
antisera  (antibodies  prepared  in  response  to  specific  antigens).  Antibodies  are 
the  normal  protective  substances  made  by  the  body  in  response  to  invading  organisms. 
Almost  all  of  300  strains  which  he  has  tested  to  date  fall  into  nine  groups.  The 
most  common  group  is  one  he  designated  A.  It  appears  that  the  great  majority  of 
strains  of  gonococci  recovered  in  Nashville  during  an  epidemic  situation  belong  to 
group  A.  This  is  similar  to  the  situation  for  diseases  such  as  polio  or  influenza 
where  epidemics  are  usually  caused  by  the  same  type  of  organism.  Dr.  Quinn  also 
found  that  strains  sent  to  him  from  other  cities  in. the  United  States  belong  to 
group  A, 

This  technique  could  be  used  to  determine  the  distribution  of  different  strains 
of  gonococci  in  different  cities,  states,  or  countries.  It  would  also  be  valuable 
in  helping  determine  whether  repeated  attacks  are  due  to  same  or  different  strains. 
Such  studies  are  intimately  related  to  vaccine  development,  since,  if  a vaccine  is 
to  be  developed,  scientists  will  have  to  know  whether  or  not  humans  develop  immun- 
ity to  specific  strains.  Dr.  McGee  at  Vanderbilt  is  collaborating  in  these  studies 
with  Dr.  Quinn. 

A different  approach  to  the  problem  of  typing  is  being  taken  by  Dr.  Ivan  Gold- 
berg at  University  of  Kansas  Medical  Center.  He  and  his  colleagues  are  looking  for 
bacteriophages  — viruses  that  usually  Infect  and  destroy  only  certain  strains 
vlthin  one  species  of  bacteria.  They  have  Improved  methods  for  detection  of  bac- 
teriophages although  they  have  not  yet  found  one  that  infects  the  gonococcus.  They 
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are  also  developing  a technique  to  modify  a bacteriophage  of  a related  organism  so 
that  Jt  may  be  able  to  infect  the  gonococcus. 

The  existence  of  a set  of  "typing  phages"  for  the  gonococcus  would  enable  the 
Investigator  to  easily  distinguish  one  strain  of  the  organism  from  another.  A phy- 
sician could  use  such  a typing  system  to  distinguish  between  treatment  failures  and 
reinfections.  An  epidemiologist  could  use  the  system  to  determine  whether  a strain 
exhibiting  a very  high  degree  of  resistance  to  penicillin  was  derived  from  strains 
already  present  in  this  country  or  whether  it  was  brought  In  from  abroad. 

•A  novel  approach  in  typing  — that  combines  studies  of  the  basic  structure  of 
the  organism  with  an  epidemiological  approach  — is  being  taken  by  Dr.  Emil  Gotsch- 
lich  at  Rockefeller  University.  Like  many  bacterial  organisms,  the  gonococcus  has 
a cell  wall  consisting  of  two  membranes.  Dr.  Gotschllch  and  his  colleagues  have 
successfully  separated  the  two  membranes  and  identified  six  proteins  in  the  outer 
membrane.  Of  these,  they  found  one  which  induces  the  production* of  antibodies. 

They  suggest  a typing  system  based  on  the  major  outer  membrane  proteins  may  be  use-  ' 
ful  in  epidemiologic  studies. 

Structure  and  virulence  of  gongcoccl.  In  the  last  three  years,'  there  has  been 
a literal  rebirth  in  knowledge  about  the  structure  of  the  gonococcus. 

Gonococci  are  divided  into  four  types  on  the  basis  of  the  way  they  look  and 
grow  in  laboratory  culture  medium.  Scientists  had  observed  that  of  the  four  types 
of  gonococci,  only  types  1 and  2 appeared  to  be  "infectious"  or  "virulent"  strains, 
whereas  types  3 and  A were  not  usually  associated  with  disease.  The  reason  for 
this  difference  in  virulence  appears  to  be  associated  with  the  presence  or  absence 
of  aubmicroscopic,  hair-like  appendages  on  the  surface  of  the  gonococcus.  These 
appendages  are  called  "pill"  and  were  discovered  independently  by  a Swedish  scien- 
tist and  a NIAID  grantee,  Dr.  John  Swanson,  now  at  the  University  of  Utah  Medical 
Center.  By  electron  microscopy.  Dr.  Sv/anson  clearly  showed  that  pili  enhance  the 
ability  of  types  1 and  2 gonococci  to  attach  to  certain  types  of  human  cells.  This 
suggested  to  him  that  pili-bearing  organisms  — because  they  attach  themselves  so 
securely  to  cell  walls  — can  survive  normal  "flushing"  by  urine  or  other  body  se- 
cretions of  the  cell-lined  surfaces  susceptible  to  gonorrheal  Infections,  such  as 
the  urethra  and  the  uterine  cervix.  In  contrast  to  these  findings.  Dr.  Swanson 
was  unable  to  find  pili  on  the  noninfectious  (avirulent)  strains  3 and  4. 

Continuing  his  studies  on  the  role  of  pill  in  causing  disease.  Dr.  Swanson 
has  been  studying  the  interactions  between  gonococci  and  human  leukocytes.  Leuko- 
cytes are  white  blood  cells  which  help  protect  the  body  against  disease  by  engulf- 
ing and  destroying  foreign  organisms.  Dr.  Swanson  suspected  that  pilated  gonococci 
would  exhibit  less  attachment  to  and  ingestion  by  leukocytes,  since  this  would  ex- 
plain how  the  organisms  are  able  to  evade  the  defending  cells  and  cause  disease. 
Surprisingly,  he  found  that  pilated  gonococci  do  not  always  act  in  the  expected  way, 
and,  sometimes,  nonpilated  forms  exhibit  less  attachment  to  leukocytes  than  pilated 
forms.  He  also  determined  that  the  attachment  of  gonococci  to  leukocytes  is  med- 
iated by  a bacterial  surface  substance.  The  significance  of  these  findings  as  they 
relate  to  disease-causing  properties  of  the  organisms  is  under  investigation. 

In  other  experiments.  Dr.  Swanson  discovered  that  the  jonococcl  behave  quite 
differently  from  other  types  of  bacteria  with  regard  to  their  interactions  with 
leukocytes.  For  Instance,  most  other  bacteria  — in  the  presence  of  antibodies 
(the  normal  protective  substances  made  by  the  body  in  response  to  invading  organ- 
isms) — are  taken  up  more  rapidly  by  leukocytes.  It  is  the  presence  of  such 
antibodies  that  helps  confer  "Immunity"  to  a disease.  Dr.  Swanson  found  that  the 
presence  of  antibodies  to  pili  or  to  the  whole  gonococcus  organism  decreased  the 
uptake  of  gonococci  by  leukocytes.  These  findings  may  be  important  in  understand- 
ing the  seeming  lack  of  immunity  of  man  to  repeated  gonococcal  infection,  since  they 
imply  that  antibodies  alone  may  not  be  sufficient  to  confer  protection. 
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Screening  tests.  Discovery  of  the  pill  was  an  Important  step  leading  to  the 
development  of  a promising  serologic  (blood)  test  for  gonorrhea.  Currently,  the 
only  reliable  test  fo’r  gonorrhea  is  an  expensive,  time-consuming  procedure. 

A new,  extremely  sensitive  test  was  developed  by  Dr.  Swanson  and  two  other 
NIAID  grantees,  Drs.  Thomas  Buchanan  and  Emil  Gotschllch  of  the  Rockefeller  Univer- 
sity. The  procedure  involves  analysis  of  a blood  sample  for  the  presence  of  anti- 
bodies to  the  pill  and  is  called  "radioimmunoassay".  Using  this  technique,  the 
Rockefeller  University  scientists  examined  blood  samples  of  a great  number  of  people 
and  establJLshed  that  infection  with  gonorrhea  does  give  rise  to  antibodies.  In 
males  with  urogenital  infection,  the  level  of  antibody  differed  somewhat  from  a 
population  of  normal  males,  but  a large  portion  of  the  two  populations  overlapped, 
so  that  this  test,  in  males,  is  extremely  limited  as  a practical  diagnostic  tool. 

In  females,  however,  both  those  with  symptomatic  and  asymptomatic  Infection, 
the  results  were  more  encouraging.  Women  with  urogenital  infection  produced  a much 
higher  level  of  antibody  in  response  to  the  disease  and  there  was  little  overlap  in 
antibody  levels  between  normal  and  infected  women.  Dr.  Buchanan  believes  the  tes-t 
will  be  particularly  valuable  in  detecting  asymptomatic  women  who  give  negative  cul- 
tures. He  believes  that  the  combined  use  of  cultures  and  a measurement  of  antibody 
level  to  the  pili  would  significantly  increase,  and,  perhaps  even  double,  the  pre- 
sent rates  of  detection  of  gonorrhea  in  women. 

Animal  models  and  the  infectious  process.  A roadblock  in  gonorrhea  research  is 
that  gonorrhea  infections  occur  naturally  only  in  humans.  Understanding  of  the 
disease  is  dependent,  therefore,  on  animal  nxjdels  in  which  the  gonococcus  organisms 
can  be  experimentally  grown,  tested,  and  studied. 

Scientists  are  now  a step  closer  to  finding  an  ideal  animal  model  as  a result 
of  NIAID-supported  research  by  Drs.  Buchanan  and  Gotschllch.  Using  the  chick  embryo 
as  their  model,  they  confirmed,  for  the  first  time  in  an  animal  system,  the  corre- 
lation that  exists  in  human  beings  between  types  of  the  gonococci  and  their  ability 
to  cause  Infection. 

Experimental  gonorrhea  infections  have  also  been  established  in  chimpanzees 
and  rabbits.  In  the  laboratory  of  Dr.  Alvin  E.  Friedman-Kien,  a NIAID  grantee  at' 
New  York  University  Medical  Center,  scientists  induced  a superficial  infection  in 
rabbit  eyes  with  virulent  strains  types  1 and  2.  This  provides  investigators  with 
an  experimental  model  for  studying  the  infectious  process  in  the  intact  animal. 

These  studies  are  expected  to  aid  in  understanding  the  nature  of  the  host  mechanisms 
Involved  in  resistance  to  infectious  and  noninf ectious  types  of  gonococcus. 

Dr.  Friedman-Kien  also  studied  the  effect  of  interferon  — a natural  antiviral 
substance  which  renders  cells  resistant  to  virus  Infection  — on  the  multiplication 
of  gonorrhea  in  culture  systems.  He  is  currently  trying  to  determine  if  high 
levels  of  interferon  can  protect  or  treat  the  rabbit  eye  from  experimental  infection 
with  gonorrhea.  This  model  should  also  prove  useful  in  evaluating  the  efficacy  of 
antibiotics  and  other  chemical  substances  on  treating  or  suppressing  infection  with 
l<.  gonorrhoeae. 

Immunity.  Much,  remains  to  be  learned  about  how  man  forms  antibodies  and  de- 
velops an  immune  response  to  the  gonococcus  organism,  if  he  does,  in  fact,  develop 
one.  Basic  studies  must  be  undertaken  before  vaccine  development  can  take  place. 

Of  importance  is  the  role  that  local  antibodies  secreted  at  the  initial  site  of  in- 
fection play  in  immunity.  These  antibodies  are  called  secretory  immunoglobulin  A 
(IgA).  The  role  of  IgA  in  venereal  infection  is  being' studied  by  Dr.  Alexander  J. 
Winter,  a NIAID  grantee  at  Cornell  University. 

I 

Syphilis 

Syphilis  is  caused  by  Treponema  pallidum,  a spiral-shaped,  spontaneously- 
moving  bacterial  microorganism  known  as  a spirochete.  Like  gonorrhea,  syphilis  is 
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acquired  through  sexual  intercourse  with  a person  in  the  infectious  stage.  Syphilis 
■ay  also  be  acquired  by  an  unborn  child  from  an  infected  mother. 

There  are  several  stages  of  syphilis.  In  the  primary  stage,  the  first  symptom 
is  a small  sore  at  the  site  of  infection  that  may  appear  from  10  to  90  days  after 
exposure.  If  the  disease  is  not  treated,  a rash  may  develop  from  three  to  six 
weeks  later  during  the  secondary  stage.  The  rash  may  cover  the  body  or  appear  only 
on  the  hands  or  feet.  Like  the  first  stage  of  syphilis,  outward  signs  of  this 
secondary  stage  will  disappear  without  treatment,  but  the  spirochetes  begin  to  in- 
vade various  organs  in  the  body. 

During  these  first  two  stages,  the  syphilis  organisms  are  highly  infectious. 

If  untreated,  the  infectious  state  of  the  disease  will  persist,  through  a stage 
known  as  early  latent  syphilis,  for  about  two  years  from  the  time  of  initial  infec- 
tion. In  this  early  latent  stage,  the  organisms,  after  a long  period  of  dormancy, 
begin  their  attack  on  the  heart,  brain,  and  spinal  cord.  Untreated  syphilis  can 
cause  mental  Illness,  blindness,  heart  disease,  and  even  death. 

Despite  hopes  that  syphilis  would  be  eradicated  by  antibiotics,  the  incidence 
of  this  infection  has  been  increasing.  Many  scientists  and  public  health  officials 
believe  that  current  problems  with  the  control  of  syphilis  stem  from  a lack  of 
understanding  of  how  the  organism  Treponema  pallidum  produces  disease  and  from  a 
lack  of  immunization  procedures.  In  order  to  learn  how  the  organism  acts  — itself 
a necessary  requirement  for  vaccine  development  — scientists  must  be  able  to  work 
with  and  study  the  agent  outside  of  man,  the  only  animal  that  naturally  acquires 
syphilis.  Unfortunately,  the  organism  has  proved  so  elusive  that  laboratory  culti- 
vation of  it  in  tissue  culture  system  has  escaped  researchers  for  the  70  years  that 
have  passed  since  its  discovery. 

Experimental  syphilis  studies.  At  work  on  the  problem  of  cultivation  are 
several  NIAID  grantees.  One  of  these  is  Dr.  Paul  H.  Hardy  at  the  Johns  Hopkins  Uni- 
versity. Dr.  Hardy  is  one  of  the  few  scientists  throughout  the  v7orld  who  has  main- 
tained an  Interest  in  syphilis  research  — even  during  the  early  antibiotic  era 
when  health  authorities  spoke  confidently  about  eradicating  the  disease.  Research 
in  his  laboratory  has  been  supported  for  the  past  16  years  by  the  NIAID.  The  Hop- 
kins group  has  maintained  a close  association  with  the  World  Health  Organization  and 
has, strongly  Influenced  treponemal  research  in  laboratories  throughout  the  world. 

Dr.  Hardy's  efforts  include  clinically-oriented  studies  as  well  as  research  on  more 
fundamental  problems  such  as  cultivation  of  the  organism. 

His  clinical  efforts  have  been  directed  at  studying  congenitally-acquired 
syphilis  in  Infants  and  young  children.  Using  tests  which  detect  antibodies  gener- 
ated by  the  fetus  or  infant.  Dr.  Hardy  and  his  colleagues  detected  infants  who  were 
infected,  then  cured,  via  maternal  treatment,  while  still  unborn,  as  well  as  in- 
fants who  escaped  infection.  Through  these  tests  he  was  also  able  to  monitor  the 
efficacy  of  treatment. 

For  the  past  few  years.  Dr.  Hardy  and  his  colleagues  have  been  examining  in 
detail  several  aspects  of  experimentally- induced  treponemal  infections  in  animals, 
particularly  the  rabbit.  His  goals  have  been  to  learn  how  the  invading  spirochetes 
create  disease  in  the  host  and  how* the  host,  in  turn,  can  defend  Itself  against 
these  organisms.  The  knowledge  gained  may  be  valuable  in  developing  ways  to  pre- 
vent or  combat  treponemal  Infections  in  man. 

In  other  studies  Dr.  Hardy  is  trying  to  clarify  the  structural  components  of 
TC.  pallidum  and  related  organisms.  At  the  present  time,  he  is  working  with  tre- 
ponemes  that  do  not  cause  disease.  These  organisms  can  be  cultured  and  thus  can 
be  studied  more  easily  than  the  syphilis  organism,  which  cannot  be  cultured.  He  is 
also  growing  T^.  pallidum  in  rabbits,  "harvesting"  the  organisms  in  the  purest  form 
possible,  and  storing  them  at  extremely  low  temperatures.  Dr.  Hardy  hopes  to  apply 
the  tissue  culture  procedures  he  is  developing  to  the  syphilis  organism. 
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Similarly,  Dr.  Ercole  Canalc-Parola  at  the  University  of  Massachusetts  is 
studying  spirochetes  which  are  related  to  the  syphilis  organism.  He  has  concen- 
trated on  two  common  treponemes  that  Inhabit  the  human  body,  without  causing  disease. 

For  example,  he  Investigated  growth  requirements  of  Treponema  denticola,  found 
in  the  human,  mouth.  His  studies  revealed  the  nutritional  requirements  of  the  organ- 
ism and  provided  an  explanation  of  how  the  organism  is  able  to  live  in  the  host.  He 
also  developed  a procedure  for  isolating  spirochetes  found  in  the  human  intestine 
which  may  be  applicable  to  development  of  culture  techniques  for  T^.  pallidum. 

Immunity  and  Vaccine  Development.  The' prevention  of  syphilis  infection  by  de- 
velopment of  a vaccihe  is  an  extremely  complex  problem  because  the  mechanisms  of 
immunity  — the  way  in  which  the  host  protects  itself  against  invading  organisms  — 
are  still  not  clearly  understood.  This  is  another  area  of  research  that  has  re- 
ceived renewed  stimulus  as  a result  of  NLAID's  special  emphasis  grant  program  in 
venereal  diseases. 

Not  much  has  been  known  about  the  role  that  antibodies  and  cells  play  in  the 
defense  mechanisms  against  syphilis.  Basically,  the  human  body  has  two  types  of 
immunity:  humoral  immunity,  which  depends  on  'antibodies  that  circulate  in  the 

bloodstream  and  are  activated  against  foreign  materials,  and  cellular  immunity, 
which  utilizes  various  types  of  protective  cells  that  can  be  mobilized  to  destroy 
foreign  materials.  In  syphilis,  infection  progresses  through  the  primary  and  se- 
condary stages  despite  the  presence  of  large  amounts  of  circulating  antibody  to 
the  treponemal  organism.  This  implies  that  the  cellular  immune  system  plays  an  im- 
portant role  in  disease  protection. 

Studies  aimed  at  elucidating,  in  syphilis,  these  two  defense  mechanisms  have 
been  underway  at  Johns  Hopkins  by  Dr.  Hardy.  He  found  that  antibodies  can  modify 
the  early  clinical  disease  in  rabbits  by  prolonging  the  incubation  period  before  the 
appearance  of  initial  sores  and  by  modifying  the  lesions  that  develop.  However, 
he  could  not  produce  complete  protection  against  disease  by  administration  of  anti- 
bodies. In  contrast,  in  a different  experiment,  he  found  that  development  of  a 
strong  cellular  response  is  advantageous  to  the  host. 

Drs.  Daniel  Musher  and  Konrad  Wicher,  NIAID  grantees  at  Baylor  College  of  Medi- 
cine, Houston,  and  the  E.  J.  Meyer  Memorial  Hospital,  Buffalo,  N.Y.,  respectively, 
are  also  studying  the  role  of  cellular  immunity  in  protection  against  syphilis. 

Using  rabbits,  they  are  able  to  manipulate  the  white  blood  cells  of  the  host  and 
study  the  effect  of  the  organisms  in  causing  disease.  These  studies  not  only  have 
application  to  vaccine  development,  but  also  possibly  to  development  of  an  improved 
diagnostic  test  for  syphilis  — one  in  which  cells  that  have  responded  to  the  organ- 
ism could  be  identified. 

Structure  of  Organisms.  In  a different  approach,  NIAID  grantee  Dr,  Russell  C. 
Johnson  at  the  University  of  Minnesota  is  studying  the  structure  of  treponemes  in 
an  attempt  to  define  the  role  that  various  components  of  the  organism  might  play  in 
triggering  immunity.  Dr.  Johnson  developed  a simple  method  for  separating  the  outer 
covering  or  envelope  of  these  nonpathogenic  treponemes  and  showed  that  the  envelope 
preparation  induced  the  formation  of  antibodies  in  rabbits. 

When  he  began  the  study,  Di».  Johnson  was  not  certain  that  the  syphilis  organism 
also  possessed  an  outer  envelope.  Using  the  electron  microscope,  he  was  able  to 
photograph  this  stiructure  in  T^.  pallidum.  He  also  demonstrated  that  the  outer  en- 
velope of  a similar  disease-causing  spirochete,  Leptospira,  contains  antigens  which 
stimulate  protective  antibodies.  Animals  which  he  vaccinated  with  outer  envelope 
preparations  from  Leptospira  were  protected  from  a subsequent  exposure  to  the  organ- 
isms. If  the  technique  can  be  applied  to  the  syphilis  organism  and  if  the  purified 
outer  envelope  of  that  organism  induces  protective  immunity,  progress  will  have  been 
made  toward  development  of  a vaccine. 
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Another  grantee,  Dr.  Sally  Jackson  at  Baylor  College  of  Medicine  in  Houstont  Is 
trying  to  Isolate  chetaical  substances  In  the  surface  layers  of  T^.  pallidum,  which 
may  be  responsible  for  its  ability  to  cause  disease.  Other  bacteria,  such  as  the 
common  intestinal  bacteria  Escherichia  coll,  contain  such  chemicals,  called  llpo- 
polysaccharides  (LPS) . Dr.  Jackson  identified  and  isolated  a substance  from 
T.  pallidum  that  resembles  LPS  from  other  organisms..  Further  studies  on  the  nature 
of  this  substance  should  increase  understanding  of  the  mechanism  by  which  these  or- 
ganisms cause  disease. 


Other  Venereal  Diseases 

Most  people  tend  to  think  of  syphilis  and  gonorrhea  as  the  only  venereal 
diseases.  In  fact,  there  are  other  infections  that  are  transmitted  by  sexual  in- 
tercourse. 

One  of  the  most  prevalent  of  these  infections  — perhaps  even  more  common  than  • 
gonorrhea  — is  herpes  virus  type  2 infections.  Herpes  virus  type  2 belongs  to  the 
family  of  viruses  that  causes  typical  cold  sores  and  fever  blisters.  The  infection 
is  not  as  serious  as  gonorrhea  or  syphilis  in  that  it  does  not  lead  to  the  chronic 
pain,  chronic  disability,  and  infertility  associated  with  gonorrhea,  nor  does  it 
lead  to  the  many  fearful  manifestations  of  late  syphilis.  However,  herpes  virus 
infection  of  the  female  genital  region  does  have  major  importance  because  it  is  the 
cause  of  disseminated  herpes  virus  infection  of  the  newborn  — frequently  a fatal 
disease  — and  also  because  genital  herpes  virus  infection  may  be  linked  to  develop- 
ment of  cervical  cancer.  The  National  Cancer  Institute  -is  currently  investigating 
the  relationship  of  herpes  infection  to  cervical  and  other  types  of  cancer. 

Herpes  infections  produce  acute  pain  and  temporary  disability  and,  unfortunate- 
ly, as  in  all  viral  infections,  there  is  no  specific  cure.  For  this  reason,  the 
Infectious  Disease  Branch  of  NIAID  is  supporting  two  contractors  who  are  studying 
the  effect  of  antiviral  chemicals  on  herpes  infections  in  mice.  If  this  treatment 
works  in  mice,  the  findings  may  be  applicable  to  treatment  of  the  disease  in  man. 

Other  significant  venereal  diseases  being  studied  by  NIAID  grantees  include 
nongonococcal  venereal  urethritis,  chlamydial  infections,  and  trachoma  inclusion 
conjunctivitis  (TRIG)  infections. 

Nonspecific  urethritis  is  probably  one  of  the  most  common  sexually  transmitted 
diseases  although  it  is  not  a reportable  disease  like  gonorrhea.  Studies  are  under- 
way by  NIAID  grantee  Dr.  William  McCormack  of  Boston  City  Hospital  to  determine  the 
cause  of  this  disease. 

Dr.  Julius  Schacter  of  the  University  of  California,  San  Francisco,  is  study- 
ing venereally  transmitted  disease  caused  by  TRIG  infections.  By  surveying  more 
than  2000  patients,  he  determined  that  one  in  four  men  and  one  in  six  women  seeking 
medical  attention  for  genital  tract  infections  had  infections  caused  by  a TRIG 
agent.  Non- symptomatic  women  have  a carrier  rate  of  about  five  percent  for  TRIG 

cervical  infection.  These  studies  are  aimed  at  determining  the  extent  of  the  public 

health  hazard  posed  by  these  infections. 

Outlook 

Although  new  knowledge  is  being  collected  under  the  NIAID  grantee  and  contract 
programs,  much  remains  to  be  learned  before  medical  science  can  offer  hope  for  ef- 
fective ways  to  prevent  gonorrhea  and  syphilis.  Before  the  discovery  of  penicillin, 
research  techniques  were  not  sufficiently  sophisticated  to  permit  many  of  the  funda- 
mental studies  which  are  now  being  supported  by  NIAID.  These  NIAID  research  efforts 

should  contribute  to  a reversal  of  the  present  epidemic  and  to  a general  reduction 

in  venereal  disease. 
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THE  SUDDEN  INFANT  DEATH  SYNDROME 

In  the  United  States,  the  sudden  infant  death  syndrome  (SIDS),  also  known 
as  crib  death,  is  the  leading  cause  of  death  among  infants  between  the  first  and 
twelfth  months  of  life.  It  is  estimated  that  about  three  infants  per  1,000  live 
births  succumb  to  this  syndrome.  Most  victims  are  between  the  ages  of  one  and 
six  months.  The  frequency  is  highest  between  the  second  and  fourth  months  of 
life. 

The  National  Institute  of  Child  Health  and  Human  Development  (NICHD)  of  the 
National  Institutes  of  Health  has  primary  Federal  responsibility  for  research  on 
the  sudden  infant  death  syndrome.  Other  Federal  programs  related  to  SIDS  involve 
the  National  Institute  of  Neurological  Diseases  and  Stroke  (NINDS)  of  the 
National  Institutes  of  Health,  the  National  Center  for  Health  Statistics  of  the 
Health  Resources  Administration,  and  the  Bureau  of  Community  Health  Services, 
Maternal  and  Child  Health  of  the  Health  Services  Administration. 

Obligations  for  programs  in  Sudden  Infant  Death  Syndrome 


1974  1975 

1971 1972 1973 estimate  estimate 


National  Institutes  of 
Health: 

National  Institute  of 
Child  Health  and 

Human  Development $1,800,000  $3,550,000  $4,106,000  $4,700,000  $4,700,000 

*($5,000,000) 

Health  Resources 
Administration: 

National  Center  for 

Health  Statistics 11,000  

Health  Services 
Administration: 

Bureau  of  Community 
Health  Services: 

Maternal  and  Child 


Health 35.000 HI 

Total 1,800,000  3,585,000  4,117,000  4,700,000  4,700,000 


*1974  figures  in  parentheses  represents  1974  base  figures  plus  1973  restoration. 


32-029  0 - 74  - 43 
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Crib  death  strikes  without  warning.  In  the  majority  of  cases  the  baby  is 
apparently  in  good  health  and  feeds  without  difficulty.  While  there  may  be 
eyidence  of  a slight  cold  or  stuffy  nose,  there  is  no  history  of  serious  upper 
respiratory  infection.  The  infant  is  placed  in  his  or  her  crib  for  a nap  or 
for  the  night  and  several.^hours  later  is  found  dead.  Following  autopsy,  no 
cause  of  death  can  be  identified. 

The  sudden  infant  death  syndrome  (SIDS)  is  a world-wide  health  problem. 

It  occurs  more  frequently  in  males  than  in  females,  in  non-white  than  in 
white  babies,  in  families  of  lower  socioeconomic  status,  in  premature  infants, 
particularly  those  who  had  gestational  ages  between  34  and  35  weeks,  and  in 
babies  who  had  recent  infections.  Twins  may  be  especially  vulnerable  to  SIDS. 
It  is  likely  that  this  tendency  is  related  to  their  typical  lower  birth  weight 
or  shortened  gestational  period. 

Most  crib  deaths  in  the  United  States  occur  in  the  cold  weather  between 
November  and  March.  Sudden  changes  in  temperature  may  trigger  the  sjmdrome. 

The  risk  appears  to  be  highest  in  crowded  environments.  Autopsies  show  a 
high  incidence  of  minute  hemorrhages  within  the  chest  in  victims  who  are  other- 
wise free  of  abnormal  tissue  changes.  This  may  be  due  to  a short,  but  silent, 
terminal  struggle  to  breathe. 

Why  these  babies  die  is  unknown.  Many  reasons  have  been  offered  to  ex- 
plain the  deaths,  including  neurophysiologic,  immunologic,  cardiorespiratory, 
endocrine,  and  infectious  disease  causes.  None  to  date  has  explained  it  cor- 
rectly. All  factors  believed  to  be  associated  with  the  syndrome  appear  to  be 
intertwined.  It  is  not  known',  however,  which  one  of  the  associations  is  most 
important. 

Research  Objectives  in  SIDS 

Beginning  in  April  1971,  NICHD  intensified  its  research  on  the  sudden 
infant  death  syndrome.  The  objectives  of  this  expanded  effort  are: 

1.  To  increase  understanding  of  underlying  mechanisms  of  the 
syndrome. 

2.  To  discover  its  probable  cause  or  causes. 

3.  To  identify  infants  at  risk  of  becoming  victims. 

4.  To  explore  preventive  approaches. 

5.  To  stimulate  scientists  to  direct  investigative  efforts  toward 
solution  of  this  complex  problem. 

6.  To  elucidate  the  impact  of  a sudden  and  unexpected  infant  death 
on  the  subsequent  behavior  of  parents,  siblings  and  the  extended 
family. 
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7.  To  learn  more  about  the  management  of  SIDS  cases  in  the 
United  States  and  to  develop  guidelines  for  coroners,  medical 
examiners,  and  pathologists  in  handling  these  cases. 

8.  To  provide  training  of  scientists  with  interests  in  neurophysi- 
ology, cardio-respiratory  physiology,  metabolic  and  thermoregu- 
latory processes,  epidemiology,  pathology,  immunology,  infectious 
disease  and  social  psychology  related  to  the  syndrome. 

9.  To  support  interdisciplinary  conferences  and  workshops. 

10.  To  prepare  and  distribute  scientific  publications  and  public 
information  materials. 

Seven  Emphasis  Areas  in  SIDS  Research 

The  NICHD  has  developed  its  SIDS  research  around  seven  emphasis  areas: 

1.  Abnormal  sleep  patterns  related  to  breathing  and  circulation 
and  other  functions  essential  to  life. 

2.  Respiratory,  cardiac,  and  circulatory  responses  to  such  stimuli 
as  excess  carbon  dioxide  in  the  blood  or  oxygen  deficiency,  which 
may  make  some  babies  likely  to  die. 

3.  The  body's  system  for  temperature  regulation  and  its  response  to 
environmental  conditions  existing  at  the  time  of  death. 

4.  The  baby's  developing  immune  system  and  how  defects  in  develop- 
ment may  predispose  an  infant  to  the  syndrome. 

5.  The  distribution  of  the  sudden  infant  death  syndrome  within  the 
population  and  characteristics  surrounding  its  occurrence  in 
order  to  identify  infants  at  high  risk  and  to  determine  its 
causes . 

6.  Studies  of  the  structural  and  functional  changes  in  tissues  and 
organs  which  may  be  involved. 

7.  The  psychological  stresses  experienced  by  the  family  and  the 
community  when  a sudden  and  unexplained  infant  death  occurs. 

The  NICHD  has  sponsored  a series  of  planning  workshops  to  consider  the 
nature  and  scope  of  this  problem,  identify  new  approaches,  and  highlight 
specific  research  questions  in  need  of  in-depth  study.  These  workshops  bring 
together  investigators  with  expertise  in  areas  having  direct  relation  to  the 
syndrome.  The  workshops  have  been  beneficial  in  expanding  the  horizons  of 
knowledge  and  have  attracted  qualified  scientists  to  work  on  the  problem  of 
SIDS.  Four  workshops  were  held  in  1972,  four  in  1973,  and  three  planned  for 
1974.  A summary  report  of  each  workshop  is  published. 

Specific  Research  Projects 

In  FY  1973  the  NICHD  provided  support  for  72  research  projects  aimed  at 
understanding  the  syndrome.  This  included  11  grants  and  contracts  specifically 
concerned  with  SIDS  and  61  for  pertinent  related  studies.  FY  1973  support 
approximated  $4.1  million  compared  with  $3.5  million  in  FY  1972.  Funding  for 
FY  1974  is  estimated  at  approximately  $4.7  million. 
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The  Institute's  expanded  research  on  the  syndrome  and  staff  consultations 
have  stimulated  numerous  inquiries  and  grant  applications.  In  FY  1973,  21 
grant  applications  directly  related  to  SIDS  were  reviewed  by  the  National 
Advisory  Child  Health  and  Human  Development  Council.  Seven  were  recommended 
for  approval;  five  have  been  funded.  Institute  staff  members  have  communicated 
with  all  applicants  whose  proposals  were  not  approved  or  will  not  be  funded,  in 
an  effort  to  help  them  improve  their  applications. 

In  several  of  the  workshops,  thq  importance  of  finding  animal  models  suit- 
able for  research  was  stressed  and  deemed  essential  to  an  understanding  of 
underlying  mechanisms.  To  implement  this  recommendation,  the  Institute  solicited 
proposals  and  negotiated  two  contracts  aimed  at  developing  animal  model  systems 
for  research. 

Contract  Studies 

One  contract  calls  for  a broad  approach  including  the  relationship  of 
genetics,  infectious  disease,  immunologic  and  epidemiologic  factors  to  onset 
of  naturally  occurring  sudden  and  unexplained  death  in  kittens.  The  other  con- 
tract involves  study  of  how  the  lar3mx  and  its  nervous  control  may  relate  to 
the  arrest  of  breathing  in  fetal  and  newborn  lambs  and  kittens.  The  investi- 
gators are  particularly  concerned  with  effects  of  fluids  such  as  water  (with  and 
and  without  sugar)  and  milk  on  closure  of  the  upper  airway. 

In  June  1972,  the  Institute  contracted  with  Children's  Orthopedic  Hospital 
in  Seattle,  Washington  to  survey  current  management  of  sudden  infant  death 
cases  in  a sample  of  standard  metropolitan  statistical  areas  in  the  United 
States. 

Among  the  findings  from  this  survey  are  that:  1)  there  was  a considerable 
lack  of  knowledge  about  crib  death  among  public  health  and  safety  officials, 
which  often  resulted  in  a lack  of  sensitivity  to  the  needs  of  bereaved  parents; 

2)  there  was  a positive  correlation  between  knowledge  about  crib  death  on  the 
part  of  officials  involved  in  SIDS  and  the  degree  of  supportive  management 
demonstrated  in  the  handling  of  these  cases;  3)  poorer  people  were  more  likely 
to  be  handled  with  a lack  of  understanding  than  others;  and,  4)  some  medical 
examiners  had  been  quite  sensitive  to  the  needs  of  bereaved  parents  so  that 
the  impact  of  SIDS  deaths  was  lessened. 

The  results  have  emphasized  need  for  broad  distribution  of  information 
about  crib  death  to  medical  examiners,  public  safety  officials,  hospital  emer- 
gency room  personnel,  pediatricians,  nursing  personnel,  and  parents.  The 
Institute  is  now  preparing  a document  to  achieve  this,  which  will  be  available 
during  FY  1974. 

New  Leads 

New  leads  evolving  from  NICHD- supported  activities  include: 

1.  SIDS  May  be  Related  to  Heart  Rate  Changes,  Apnea,  and  Infection.  All 
infants  demonstrate  breathing  irregularities  during  their  normal  sleep.  A 
scientist  at  the  State  University  of  New  York  at  Syracuse  showed  that  some  in- 
fants have  prolonged  halts  in  breathing  (apnea)  during  transition  into  rapid 
eye  movement  (REM)  sleep--a  particular  period  of  "active"  sleep  which  normally 
occurs  several  times  during  a sleep  cycle.  Furthermore,  this  investigator  found 
a relationship  between  apnea  episodes  and  changes  in  heart  rate,  and  that  in- 
fections in  the  upper  airways  appear  to  increase  the  sleep-related  episodes  of 
prolonged  apnea  and  associated  slowing  of  heart  rate. 
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2.  SIDS  May  be  Related  to  Lack  of  Sleep.  An  investigator  at  the  School  of 
Medicine  of  the  University  of  California  at  Los  Angeles  is  studying  the  relation- 
ship of  these  temporary  halts  of  breathing  to  patterns  of  sleep  in  kittens.  An 
important  observation  is  his  finding  that  the  frequency  of  apnea  was  greatly  in- 
creased following  prolonged  periods  of  lack  of  sleep.  The  ability  of  a kitten 

to  wake  itself  during  a period  of  apnea  was  also  reduced  during  RfM  sleep  and 
following  sleep  deprivation.  Moreover,  spontaneous  spasms  in  the  larynx  were 
frequent  during  REM  sleep. 

These  observations  are  important  because  a prolonged  apneic  period  occurring 
at  a time  when  arousal  mechanisms  are  suppressed  could  lead  to  a lack  of  oxygen 
in  the  tissues  and  central  nervous  system  depression.  Such  depression  could 
result  in  sudden  death  without  pathologic  findings.  It  is  also  possible  that  a 
lar3rngeal  spasm  occurring  at  a time  when  waking  up  mechanisms  are  depressed 
could  precipitate  death. 

3.  SIDS  Babies  May  Lack  Oxygen.  Another  investigator,  at  the  Hershey 
Medical  Center  of  Pennsylvania  State  University,  has  demonstrated  enlargement 
and  abnormal  growth  of  smooth  muscle  fibers  in  small  arteries  of  the  lung  area 
of  babies  who  had  died  from  SIDS.  Tlie  findings  suggest  that  these  infants  ex- 
perienced long-term  lack  of  oxygen  in  the  lung,  since  such  an  increase  is  known 
to  be  associated  with  oxygen  lack. 

4.  SIDS  May  be  Related  to  an  Abnormality  in  the  Brain  Stem.  A scientist 
at  the  Montefiore  Hospital  and  Medical  Center,  New  York,  has  proposed  that  an 
abnormality  in  a part  of  the  lower  brain  stem  which  is  involved  in  control  of 
normal  breathing  may  cause  disruption  of  the  breathing  cycle,  leading  to  apnea 
during  sleep.  Investigators  propose  to  test  this  hypothesis  by  studying  breath- 
ing patterns  and  electroencephalograms  (EEC's),  in  a group  of  SIDS  "near  misses"-- 
infants  who  stopped  breathing  and  required  resuscitative  efforts  for  survival. 
These  babies  are  thought  to  be  potential  victims  of  the  sudden  infant  death 
syndrome . 

5 . SIDS  May  be  Related  to  Immaturity  of  the  Nervous  Mechanism  Controlling 
Heart  Function.  A group  of  scientists  at  University  of  Southern  California 
believe  that  there  may  be  a relationship  between  SIDS  and  immaturity  of  the 
mechanisms  controlling  heart  function.  They  have  found  by  looking  at  records 
of  babies  who  later  died  of  SIDS  that  the  babies  had  a tendency  toward  high 
levels  of  carbon  dioxide  in  their  systems  and  certain  abnormalities  in  heart 
function  during  and  just  after  delivery.  These  studies  suggest  that  immaturity 
of  the  nervous  system  controlling  the  heart  might  be  identified  by  monitoring 
fetal  heart  rate  during  labor. 

6.  SIDS  May  be  Associated  With  Obstruction  Due  to  Viruses  in  the  Blood 
Supply  of  Lung  Area.  A pathologist  at  the  University  of  Tennessee,  using 
several  methods,  will  look  for  evidence  of  viruses  at  autopsy  of  SIDS  victims. 

He  will  also  determine  the  concentration  of  oxygen  in  the  blood  in  the  left 
side  of  the  heart  (left  ventricle)  in  order  to  ascertain  whether  the  babies 
died  primarily  from  respiratory  failure.  Individuals  with  pulmonary  death  tend 
to  have  low  oxygen  concentrations  in  the  left  side  for  many  hours  after  death 
while  patients  who  die  from  other  causes  have  higher  oxygen  levels  in  the  left 
side. 

7.  SIDS  May  Result  from  Inadequate  Lung  Responses.  A scientist  at  the 
Hospital  for  Sick  Children  in  Toronto,  Canada  will  study  the  hypothesis  that 
some  infants'  lungs  cannot  respond  to  stress  on  their  respiratory  system  and 
that  this  might  contribute  to  the  occurrence  of  SIDS. 


678 


NICHD  Information  Program 

The  National  Institute  of  Child  Health  and  Human  Development  is  continually 
expanding  the  availability  of  publications  for  distribution  to  the  scientific  and 
lay  communities  as  part  of  its  sudden  infant  death  syndrome  information  program. 
Publications  currently  in  print  include: 

Summary  of  Proceedings:  Second  International  Conference  on  Causes  of 

Sudden  Infant  Death  Syndrome,  Seattle.  1969  « 

SIDS:  Selected  Annotated  Bibliography.  1960-1971 

Research  Planning  Workshop' on  The  Sudden  Infant  Death  Syndrome 


SIDS  Research  Planning  Workshop:  Developmental  Aspects  of  Infection 

and  Immunology 

SIDS  Research  Planning  Workshop:  Neurophysiological  Factors 

Facts  About  Sudden  Infant  Death  Syndrome 
Publications  currently  in  preparation  for  distribution  in  FY  197A  include: 


SIDS 

A Family  Crisis 

SIDS 

Information  for  Parents  and  Rescue  Workers 

SIDS 

Management  of  Cases  in  the 

United  States 

SIDS  Research  Planning  Workshop: 

Cardiorespiratory  Phenomena 

SIDS 

Research  Planning  Workshop: 

Behavioral  Considerations 

SIDS 

Research  Planning  Workshop: 

Epidemiology 

SIDS 

Research  Planning  Workshop: 

Pathology 

The  NICHD  has  convened  an  HEW  Interdepartmental  Committee  on  Federal  Efforts 
in  the  Sudden  Infant  Death  S3mdrome.  This  group  meets  quarterly  to  discuss  SIDS 
activities  of  each  program  and  progress  being  made  by  each  group.  The  Committee 
was  established  to  enhance  communication,  to  keep  all  involved  groups  informed  of 
ongoing  Federal  activities  in  SIDS,  and  to  identify  new  approaches  as  warranted. 

In  addition  to  NICHD  staff,  there  is  representation  from  NINDS,  NIMH,  Bureau 
of  Community  Health  Services,  Health  Services  Administration,  and  the  National 
Center  for  Health  Statistics,  Health  Resources  Administration.  Plans  are  under 
way  to  include  representation  from  other  related  and  interested  federal  programs. 

HEALTH  RESOURCES  ADMINISTRATION 
National  Center  for  Health  Statistics 

The  Health  Resources  Administration  (HRA),  National  Center  for  Health 
Statistics,  is  also  supporting  some  work  in  SIDS,  As  a result  of  work  with  the 
World  Health  Organization,  the  coding  of  SIDS  deaths  has  changed  beginning  with 
the  1973  data  year.  Now  all  SIDS  deaths  will  receive  the  same  ICDA  (International 
Classification  of  Diseases  Adapted),  code  (795.0),  whereas  previously  they  had 
been  coded  to  four  different  categories  along  with  non-SIDS  deaths. 
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In  addition,  all  mention  of  SIDS  will  now  be  coded,  even  those  occurrences 
which  have  specific  diseases  mentioned  along  with  them.  This  will  enable  more 
accurate  counts  to  be  made  of  the  number  of  death  certificates  which  mention  SIDS, 
thus  greatly  facilitating  research  on  SIDS. 

NATIONAL  INSTITUTES  OF  HEALTH 
The  National  Institute  of  Neurological  Diseases  and  Stroke 

Because  of  valuable  data  already  available,  the  National  Institute  of  Neuro- 
logical Diseases  and  Stroke  (NINDS)  has  negotiated  a contract  related  to  SIDS 
with  the  University  of  Pennsylvania.  The  Collaborative  Study  on  Cerebral  Palsy, 
Mental  Retardation  and  Other  Neurological  Diseases  of  Infancy  and  Childhood,  a 
prospective  study  vdiich  has  monitored  events,  conditions  and  abnormalities  of 
50,000  women  during  their  pregnancies,  included  an  analysis  of  an  estimated  75-100 
cases  of  the  sudden  infant  death  syndrome.  The  contracting  university  will  assess 
the  data  on  the  women,  their  pregnancies,  and  their  offspring  who  became  victims 
of  SIDS,  and  compare  them  with  a set  of  matched  controls. 

HEALTH  SERVICES  ADMINISTRATION 

Bureau  of  Conmunity  Health  Services,  Maternal  and  Child  Health 

The  principal  activities  of  Maternal  and  Child  Health  (MCH)  in  the  sudden 
infant  death  syndrome  have  been  to  produce  a training  film  and  to  conduct  a 
series  of  regional  conferences  for  professional  and  community  health  workers. 

The  training  film,  "One  in  Three  Hvmdred  and  Fifty"  was  produced  with  a 
$30,000  MCH  grant  made  to  Dr.  Abraham  Bergman  at  Children's  Orthopedic  Hospital  in 
Seattle,  Washington.  This  16nm.  black  and  white  25-minute  film  is  a documentary 
in  which  four  sets  of  parents  discuss  their  experiences  following  a sudden  and 
unexplained  infant  death.  The  purpose  is  to  introduce  an  awareness  of  the  problem 
of  SIDS  and  to  learn  more  effective  ways  to  assist  families  following  such  a loss. 
Four  copies  of  this  film  will  soon  be  available  on  a rental  basis  through  the 
Foundation  for  Sudden  Infant  Death,  New  York  City. 

Children's  Orthopedic  Hospital  in  Seattle  was  awarded  a second  grant  of 
$9,800  for  a series  of  regional  conferences  on  the  sudden  infant  death  S3mdrome, 
to  mn  from  July  1,  1972  through  June  30,  1974.  Eleven  conferences  are  planned 
for  this  period. 

The  largest  group  of  participants  at  conferences  were  nurses  employed  in 
public  health,  pediatrics,  and  emergency  services.  State  and  regional  consultants 
in  maternal  and  child  health  participated  in  large  numbers.  Physicians,  social 
workers,  clergymen,  lawyers,  psychologists,  law  enforcement  officers,  coroners 
and  medical  examiners  have  also  attended. 

A typical  conference  includes  opening  sessions  during  which  participants 
learn  about  the  incidence  and  origins  of  the  syndrome.  Discussion  by  a panel  of 
parents  who  have  experienced  a loss  or  showing  of  the  movie  "One  in  Three  Hundred 
and  Fifty"  precede  consideration  of  the  psychological  impact  of  such  an  event  and 
its  aftermath.  The  second  segment  of  the  program  is  a discussion  of  specific 
topics  with  participants  in  smaller  groups.  Qualified  group  leaders  and  par- 
ticipants discuss  the  impact  of  a sudden  infant  death  on  siblings  and  relatives, 
distinctions  between  SIDS  and  child  abuse,  the  process  of  grief  and  mourning, 

"red  tape"  following  such  a death,  the  need  for  parental  support  and  counseling, 
assistance  to  parents  after  the  birth  of  subsequent  children,  and  organization  of 
community  agencies  to  provide  necessary  services  to  parents  following  the  loss  of 
an  infant.  The  conferences  generally  close  with  consideration  of  future  research,- 
education  and  services  that  are  needed; 
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The  effect  of  these  conferences,  plus  the  continued  distribution  of  teaching 
materials  through  the  regional  MCH  program  stafjE  to  the  MCH  staffs  in  State 
Departments  of  Health,  MCH  Special  Projects  and  institutions  of  higher  learning, 
is  becoming  more  evident.  In  some  states  such  as  Arizona,  MCH  formula  funds  are 
being  used  to  support  statewide  services.  Nursing  consultants  in  the  State  De- 
partment of  Health  of  Colorado  have  been  providing  direct  counseling  and  follow-up 
to  parents  in  remote  areas. 

In  Montana,  the  state  MCH  staff  conducted  a two-part  SIDS  in-service  (March 
and  June  1973)  for  public  he’^lth  and  hospital  nurses.  The  Kansas  State  Health 
Department  nurses  had  a similar  in-services  program  for  clinical  specialists 
counseling  families  in  well-child  conferences,  family  planning  settings  and  MCH 
projects.  At  a meeting  of  MCH  nursing  consultants  and  clinical  specialists,  in 
Denver,  a paper  on  SIDS  was  presented  to  stimulate  interest  and  encourage  parti- 
cipation in  local  area  programs 

It  should  also  be  noted  that  there  is  greater  inclusion  of  material  on  SIDS 
in  university  programs.  The  syndrome  has  been  presented  in  "pediatric  grand 
rounds"  at  the  University  of  Colorado  and  in  Boston.  Nursing  schools  are  finding 
more  student  interest  expressed  in  this  syndrome.  In  addition,  SIDS  has  become  a 
part  of  the  study  of  the  broader  area  of  death,  grief  and  mourning  of  parents  who 
lose  an  infant  or  child  from  any  condition. 
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SICKLE  CELL  ANEMIA 

Sickle  cell  anemia  is  a hereditary  blood  disease  found  preponderantly,  but 
not  exclusively,  in  black  people.  It  afflicts  an  estimated  50,000-60,000 
Americans.  These  persons  suffer  from  chronic  blood  deficiency  and  are  subject  to 
painful,  frequently  disabling  episodes  called  Sickle  cell  crises.  The  disease  r-.ay 
also' resuft  in  jaundice,  increased  susceptibility  to  infections,  retarded  growth, 
and  shortened  life  expectancy. 

Sickle  cell  anemia  occurs  only  when  the  child  inherits  from  each  parent  a 
gene  for  producing  an  abnormal  form  of  hemoglobin,  the  oxygen-carrying  pigment 
of  red  blood  cells.  Under  certain  conditions,  such  as  reduced  b-] ood  oxygen 
levels  or  increased  blood  acidity,  the  abnormal  pigment,  called  sickle  hemoglobin, 
may  aggregate  to  form  long  rods  that  force  the  red  blood  cells  into  rigid 
crescent  or  sickle  shapes  whence  the  disease  derives  its  name.  Sickled  cells  do 
not  flow  readily  through  the  smaller  blood  vessels  and  may  plug  them,  impeding 
bloodflow  to  various  organs  and  tissues  and  thereby  causing  many  of  the  com- 
plications of  the  disease. 

An  additional  two  million  Americans  have  sickle  cell  trait.  They  carry  one 
gene  for  sickle  hemoglobin,  but  also  one  for  normal  hemoglobin,  which  predominates 
in  their  red  blood  cells.  Sickle  cell  trait  rarely  caus-es  health  problems,  but 
carriers  can  transmit  the  gene  to  their  children.  If  two  carriers  of  the  trait 
marry,  the  odds  are  two  in  four  that  a child  born  of  this  marriage  will  have 
sickle  cell  trait,  one  in  four  that  the  child  will  have  completely  normal  hemo- 
globin, and  one  in  four  that  the  child  will  have  sickle  cell  anemia. 

There  is  presently  no  cure  for  sickle  cell  anemia,  although  supportive 

treatment  continues  to  improve  and  measures  to  reduce  the  threat  of  sickle  cell 

crises  and  other  complications  of  the  disease  are  being  more  widely  applied.  Also 
under  study  are  "antisickling"  agents  which  hold  promise  for  reducing  the 
frequency  of  crisis  episodes  and  decreasing  the  attendant  tissue  damage  and 
subsequent  complications. 

The  National  Sickle  Cell  Disease  Program  is  a cooperative  endeavor  involving 
NIH,  the  Health  Services  Administration  and  other  federal  and  private  agencies. 

The  chief  NIH  participants  are  National  Heart  and  Lung  Institute,  which  is 
charged  with  overall  coordination  of  the  National  Program;  National  Institute  of 
Arthritis,  Metabolism,  and  Digestive  Diseases;  and  National  Institute  of  General 
Medical  Sciences.  The  Program  also  cooperates  with  other  federal  agencies 

concerned  with  various  aspects  of  the  sickle  cell  disease  problem,  including  the 

Department  of  Defense,  the  Veterans  Administration,  and  the  Department  of  Labor. 

Obligations  for  Programs  in  Sickle  Cell  Disease 


1974  1975 

1971  ‘ • 1972 1973 Estimate  Estimate 

National  Institutes  of 
Health: 

National  Heart  an^ 

Lung  Institute $935,000  $10,192,000  $15,320,000  $16,000,000  $16,000,000 

National  Institute 
of  Arthritis, 

Metabolism  and 


Dlgestisve  Diseases. 
National  Institute 

855,000 

964,000 

1,120,000 

1,116,000 

1,154,000 

of  General  Medical 
Sciences 

100.000 

100.000 

100.000 

100.000 

100.000 

Total,  National 

Institutes  of 
Health 

1,890,000 

11,256,000 

16,540,000 

17,216,000 

17,254,000 
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NATIONAL  INSTITUTES  OF  HEALTH 
National  Heart  and  Lung  Institute 


In  his*  1971  Health  Message  to  the  Congress,  President  Nixon 
identified  sickle  cell  anemia  as  a high  priority  disease  target  and 
called  for  Increased  federal  expenditures  for  research  directed  against 
this  disorder.  Subsequently,  a Sickle  Cell  Disease  Advisory  Committee 
was  named  by  the  Secretary  of  Health,  Education,  and  Welfare  to  provide 
advice  and  assistance  in  planning  and  carrying  out  this  expanded  effort. 

In  May  1972,  the  National  Sickle  Cell  Anemia  Control  Act 
established  a national  program  of  research,  training,  information, 
and  community  service  activities  dealing  with  sickle  cell  anemia. 
Speclflcially,  the  Act  provides  for 

. establishment  of  screening  and  counseling  programs; 

. establishment  of  Information  and  education  programs; 

.grants  and  contracts  for  research  and  development  activities 
for  diagnosis,  treatment,  and  control  of  sickle  cell 
anemia,  together  with  training  in  these  areas; 

, screening,  counseling,  and  treatment  in  Public  Health  Service 
facilities;  and 

. encouragement  of  participation  in  these  activities  by 
voluntary  health  agencies  and  other  non-federal  groups. 

National  Institutes  of  Health  was  designated  the  lead  agency  In  the 
Program,  with  the  Chief  of  the  NHLI  Sickle  .Cell  Disease  Branch  serving 
as  coordinator.  Funds  earmarked  for  the  National  Program  are  located  In 
the  NHLI  appropriation. 

First  awards  under  the  Program  were  made  in  July  1972.  They  provided 
$9  million  in  support  of  Sickle  Cell  Disease  Centers,  Screening  and 
Education  Clinics,  and  research  projects.  Obligations  for  grants 
and  contracts  during  Fiscal  Year  1973  have  totalled  $14.5  million. 

Principal  elements  of  the  Program  are  described  below. 

Comprehensive  Sickle  Cell  Disease  Centers . Five  new  centers  were 
established  during  1973  and  support  was  continued  for  ten  others 
established  the  previous  year.  Organized  around  ongoing  sickle 
cell  anemia  efforts,  these  centers  coordinate  research  and  community-service 
projects. 

Research  activities  Include  studies  on  sickle  hemoglobin;  the 
nature  of  the  sickling  phenomenon  and  the  factors  and  cofactors  that 
trigger  it;  the  role  of  blood  coagulation  factors  in  sickle  cell  crises 
and  the  clotting  complications  that  often  attend  them.  Also  under  study 
are  changes  in  the  red-cell  membrane  during  sickling,  the  effects  of 
various  agents  on  the  sickling  process,  and  the  immunological  Impairment 
that  increases  susceptibility  to  infection  in  persons  with  sickle  cell 
disease. 

Community  service  activities  have  centered  on  development  and 
testing  of  1)  information  and  educational  materials  about  sickle  cell 
disease  for  the  public,  2)  counseling  approaches  and  techniques,  and 
3)  vocational  rehabilitation  procedures. 
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Screening  and  Education  Clinics.  Eleven  new  clinics  were  established 
during  1973,  bringing  the  total  supported  to  26.  These  clinics  are  concerned 
with  1)  Improved  methods  of  distributing  information  on  sickle  cell  anemia 
and  sickle  cell  trait,  particularly  to  populations  at  risk;  2)  screening  and 
counseling  services;  and  3)  helping  people  with  sickle  cell  anemia  find  and 
use  available  medical  facilities  and  related  services. 

Mission-Oriented  Research  and  Development  .Projects . The  28 
projects  supported  during  1973  encompass  a number  of  research  areas, 
all  concerned  with  improved  methods  of  prevention,  diagnosis,  treatment,  and, 
especially,  the  clinical  managemeat  of  sickle  cell  crises. 


The  National  Heart  and  Lung  Institute  and  components  of  the  Health 
Services  Administration  are  engaged  in  targeted  research,  field  studies, 
and  genetic  screening  and  counseling  in  sickle  cell  anemia.  The  National 
Institute  of  Arthritis,  Metabolism,  and  Digestive  Diseases  had  engaged  in 
research  and  research  support  in  sickle  cell  anemia  prior  to  organization 
of  the  above  special  program;  and,  because  of  its  previous  productivity, 
this  research  is  continuing. 

An  NIAMDD  grant-supported  researcher.  Dr.  John  R*  Murphy  of  Case  Western 
Reserve  University,  Cleveland,  Ohio,  has  shown  that  the  sickle  cell  trait 
among  black  National  Football  League  players  (6.7%)  differs  little  from  that 
of  the  general  black  U.S.  population  (7.7%)  and,  thus,  is  clearly  no  barrier 
to  participation  and  excellence  in  one  of  the  most  rigorous  and  demanding  of 
professional  sports. 

Tills  is  also  an  indication  that  there  is  no  need  for  any  selective 
exclusion  of  such  individuals  from  other,  less  physically  demanding  activities j 
and  supports  a recent  evaluation  by  the  National  Academy  of  Sclences-National 
Research  Council  of  the  status  of  sickle  cell  trait  carriers  in  the  Armed 
Forces.  The  latter  study  recommended  that  there  be  no  limitation  on  activity 
except  for  pilots  and  co-pilots,  who  may  suffer  sickle  cell  crises  following 
exposure  to  low  oxygen  tension  in  inspired  air  at  high  altitudes  in  nonpressurlzed 
planes . 

NIAMDD  grantee  Dr.  Michael  D.  Garrick,  of  the  State  University  of  New  York, 
Buffalo,  has  devised  a simple,  practical  and  inexpensive  method  for  detecting 
sickle-cell  disease  and  other  hemoglobin  abnormalities.  It  utilizes  dried  blood 
specimens  oh  filter-paper, such  as  that  used  in  mass  screening  of  newborn  Infants 
for  phenylketonuria  (PKU)  in  many  states  and  foreign  countries.  This  convenient 
and  inexpensive  procedure  has  now  been  adapted  for  sickle  cell  disease  and  other 
hemoglobinopathies  at  a cost  of  only  3 cents  per  specimen,  and  it  permits 
screening  of  250-500  specimens  per  day. 

During  sickle  cell  crises,  large  numbers  of  sickled  cells  jam  the  smaller 
blood  vessels  and  Impede  bloodflow  to  various  organs  and  tissues,  especially 
the  spleen,  liver,  intestine,  and  joints.  The  crises  cause  severe  pain,  frequently 
disable  the  victim  for  several  days  or  more,  and  may  cause  permanent  damage  to 
affected  tissues.  Crises  may  be  precipitated  by  heavy  exertion,  infections, 
exposure  to  cold,  dehydration,  or  other  factors  that  decrease  blood  oxygen 
levels  or^  Increase  blood  acidity. 

A two  year  clinical  trial,  recently  completed  at  six  participating 
institutions, evaluated  and  compared  three  promising  forms  of  treatment  for 
sickle  cell,  crisis.  These  were 

. Infusions  of  urea  in  Invert  sugar  solution.  Laboratory  studies  had 
shown  that  urea  could  dissipate  the  bonds  holding  sickle-hemoglobin 
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in  the  rod-shaped  aggregations  that  cause  sickling.  Some  scientists 
had  concluded,  from  limited  clinical  studies,  that  urea  promoted  the 
"unsickling"  of  red  cells  during  sickle  cell  crises  in  patients,  thereby 
reducing  the  duration  and/or  severity  of  the  episode. 

• Infusions  of  alkali  (sodium  bicarbonate  or  lactate)  to 
correct  the  excess  blo'od  acidity  believed  to  be  a 
precipitating  factor  in  sickle  cell  crises. 

, Infusions  of  dextrose  or  invert  sugar  in  normal  saline  to 
correct  dehydration,  another  precipitating  factor  in 
sickle  cell  crises. 

Urea  performed  no  better  than  did  the  other,  more  conventional  treatments 
in  this  trial.  The  results  of  each  treatment  were  less  than  satisfactory.  Urea 
thus  offers  no  clear-cut  clinical  advantages  that  offset  its  drawbacks:  the 

agent  can  cause  vein  irritation,  especially  in  higher  concentrations;  and  large 
doses  also  produce  massive  diuresis  that  upsets  fluid  and  electrolyte  balance 
unless  these  are  closely  monitored  during  treatment. 

Another  antl-slckllng  agent,  cyanate,  is  being  studied  to  ascertain  its 
mode  of  action,  toxicity,  and  potential  for  clinical  use,  but  is  not  yet 
considered  ready  for  large-scale  clinical  trials. 

The  therapeutic  use  of  cyanate  in  sickle  cell  disease  Is  under  study 
by  Dr,  George  Stamatoyannopoulos  with  support  from  a National  Institute  of 
General  Medical  Sciences  genetics  center  grant  to  Dr.  Arno  Motulsky  at  the 
University  of  Washington,  Seattle,  While  cyante  has  shown  promise  in  inhibiting 
sickling  and  prevention  of  sickle  cell  crises,  it  is  known  to  cause  changes  in 
the  properties  of  various  enzymes  in  mice,  including  those  of  the  brain.  Its 
long-term  clinical  use  might  therefore  cause  undesirable  side  effects.  Working 
experimentally  with  monkeys  the  past  year.  Dr,  Stamatoyannopoulos  devised  a 
novel  system  of  extra-corporeal  cyanate  administration  and  dialysis  which  is 
similar  in  principle  but  simpler  than  artificial  kidney  treatments.  Essentially, 
the  blood  is  shunted  outside  the  body,  treated  with  cyanate  and  returned  after 
the  excess,  unreacted  cyanate  has  been  removed  by  dialysis.  As  a result  of  such 
treatment,  the  alteration  of  non-blood  proteins  and  presumably  damaging  side 
effects  can  be  prevented.  Accordingly,  it  appears  that  the  method  eventually 
may  open  the  way  to  safer  treatment  of  patienta  with  cyanate  and  perhaps  other 
new  anti-sickling  drugs. 

The  original  observation  of  cyanate 's  anti-sickling  properties  by 
Drs.  Anthony  Cerami  and  James  M.  Manning  was  made  under  the  grant  from  NIGMS 
to  Drs,  Stanford  Moore  and  William  H,  Stein  of  the  Rockefeller  University. 

The  NIGMS  also  funds  a number  of  additional  studies  on  the  structure 
and  function  of  hemoglobin  and  vawious  other  hemoglobinopathies  which,  while 
not  focused  directly  on  SCA  may  well  contribute  new  understanding  highly 
applicable  to  its  management  and  control. 

Other  mission-oriented  projects  are  concerned  with  developing  safe, 
reliable  techniques  for  the  prenatal  diagnosis  of  sickle  cell  anemia  and  other 
hereditary  blood  diseases.  The  study  of  blood  samples  drawn  from  the  fetus 
or  of  fetal  blood  cells  from  the  amniotic  fluid  is  the  basis  of  present 
approaches  to  the  problem.  Evaluation  of  laboratory  techniques  for  sickle  cell 
disease  is  also  underway  in  an  attempt  to  find  more  accurate,  less  expensive, 
faster  and  automated  means  of  detecting  abnormal  hemoglobins  in  early  infancy 
and  later  life. 

Biomedical  Research  Project  Grants.  Forty-two  regular  research  grants 
were  awarded  during  Fiscal  Year  1973,  These  grants  supported  both  basic  and 


685 


applied  research  into  the  nature,  cause,  diagnosis  and  treatment  of  sickle  cell 
anemia.  Areas  of  study  include; 

, development  of  animal  models  of  sickle  cell  anemia, 

• evaluation  of  the  metabolism  of  red  blood  cells; 

studies  of  the  structure  and  permeability  of  the  red-cell 
membrane;  and  physical  and  biochemical,  changes  that  occur 
with  sickling  and  their  effects  on  red-cell  survival  and  on 
flow  characteristics  in  the  smallest  blood  vessels, 

, the  effects  of  various  bodily  substances,  drugs,  and  other 
agents  on  sickle  hemoglobin  and  on  the  rate  of  sickling  or 
unsickling  of  red  cells. 

Information  and  Education  Program.  The  NHLI  Sickle  Cell  Disease 
Branch  coordinates  the  acquisition,  development,  publication,  and  distribution 
of  educational  information  on  sickle  cell  disease  to  health  professionals  and 
to  the  public.  The  Health  Services  Administration  and  other  federal  and  private 
agencies  are  also  actively  involved  in  information  activities,  as  are  Screening 
and  Education  Clinics  and  other . elements  of  the  National  Program. 

Education.  Continuing  education  programs  are  being  carried  out  by  a number 
of  Comprehensive  Sickle  Cell  Disease  Centers  and  by  other  federal  and  private 
organizations.*  The  Hemoglobinopathy  Laboratory  of  the  Center  for  Disease 
Control  is  training  personnel  in  techniques  for  identifying  sickle-cell 
hemoglobin  and  other  abnormal  variants.  It  is  also  providing  proficiency  testing 
services  for  personnel  from  Centers,  Screening  and  Evaluation  Clinics  and  state 
and  private  laboratories. 
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OFFICE  OF  HUMAN  DEVELOPMENT 
Office  of  Child  Development 


Sickle  Cell  Anemia 


In  July  1969,  the  Office  of  Child  Development  (OCD)  was  established 
in  the  Office  of  the  Secretary  of  HEW  to  serve  as  a point  of  coordination 
for  Federal  programs  for  children  and  their  families  and  to  act  as  a 
national  advocate  of  services  for  children.  On  April  1,  1973,  OCD 
became  p part  of  a new  Office  of  Human  Development  at  HEW  which  focuses 
on  groups  of  Americans  with  special  needs. 

Nearly  200,000  copies  of  a cartoon  coloring  book  on  sickle  cell 
anemia  have  been  distributed  by  the  Office  of  Child  Development  since 
August  1972.  Created  for  the  Office  of  Child  Development,  the  cartoon 
story  book,  "Where's  Herbie?"  describes  the  origin,  symptoms  and  treatment 
of  sickle  cell  disease.  The  Office  of  Child  Development's  primary  con- 
tribution to  the  sickle  cell  campaign  has  been  to  create  public  awareness 
of  the  disease  through  health  education.  In  addition,  staff  members  in 
Head  Start,  Home  Start,  Parent  and  Child  Centers,  and  Child  and  Family 
Resource  Programs  inform  parents  of  sickle  cell  screening  available  under 
the  Medicaid  Early  Periodic  Screening,  Diagnosis  and  Treatment  (EPSDT) 
Program  (Title  XIX).  Testing  is  conducted  when  appropriate. 
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LEAD-BASED  PAINT  POISONING 
Obligations 

1974  1975 

1971  1972  1973  estimate  estimate 

Public  Health  Service: 


Center  for  Disease 

Control...v $158,000  $7,546,000  $7, 805, 000  $11, 755,000  V $7, 341,000 

Health  Services 

Administration Ij  1/  1/  1/  1/ 

Office  of  Human 

Development 1/  1/  }J  1./ 


Total 158,000  7,546,000  7,805,000  11,755,000  2/  7,341,000 


The  potential  for  lead  poisoning  exists  wherever  lead-based  paint  is 
accessible  to  children,  especially  in  deteriorating  housing  where  peeling  paint 
and  paint  chips  are  found.  There  are  an  estimated  2.5  million  children  in  the 
United  States  between  the  ages  of  one  and  six  years  who  are  living  in  dilapidated 
housing  with  interior  surfaces  containing  lead  paint. 

Of  the  children  with  elevated  blood-lead  levels  many  may  have  lead  poisoning 
and  others  may  suffer  neurological  handicaps  including  mental  retardation.  Control 
of  childhood  lead  poisoning  is  based  on  identification  and  medical  follow-up  of 
children  with  elevated  blood-lead  levels  and  the  reduction  or  elimination  of 
lead-based  paints  hazards  in  their  housing  environments. 


jL/  Obligations  not  identifiable. 

2/  Includes  $4,500,000  of  FY  1973  funds  restored  in  FY  1974. 
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CENTER  FOR  DISEASE  CONTROL 


The  Environmental  Health  Services  Division  within  the  Bureau  of  State 
Services  is  continuing  the  program  to  prevent  childhood  lead  poisoning  which 
was  initiated  by  the  former  Bureau  of  Community  Environmental  Management.  Since 
late  in  FY  19^2 » project  grants  have  been  awarded  to  communities  to  screen 
children  for  undue  lead  absorption  as  disclosed  by  elevated  blood  lead  levels. 
The  primary  purpose  of  the  grant  program  is  to  assist  communities  in  preventing 
lead-based  paint  poisoning  through  an  intensive  program  of  early  detection. 

These  grants  strengthen  community  efforts  of  treatment  and  hazard  reduction  by 
providing  a system  for  identifying  individual  children  in  need  of  medical  care, 
and  for  Identifying  specific  premises  which  must  receive  priority  hazard 
reduction  attention.  The  prevention-oriented  outreach  effort  is  particularly 
important  since  the  serious  sequelae  of  lead  poisoning  are  irreversible. 

During  FY  1973,  over  275,000  children  were  screened  in  AO  project 
communities.  Programs  were  initiated  late  in  the  year  in  two  additional 
communities.  Of  the  275,000  children  tested,  approximately  10  percent  were 
■found  on  initial  testing  to  have  blood  lead  levels  exceeding  AO  ug  per  100 
milliliters  of  whole  blood — the  generally  accepted  level  suggesting  undue  lead 
absorption.  Of  these,  approximately  A, 600  required  treatment.  Approximately 
25,000  dwelling  units  were  inspected  as  a result  of  these  screening  results, 
and  hazard  reduction  actions  were  documented  in  9,300  of  these.  It  is 
anticipated  that  a minimum  of  300,000  children  will  be  tested  in  FY  197A  and 
in  FY  1975  through  these  community  projects.  The  Center  for  Disease  Control 
will  continue  the  policy  of  cooperating  with  other  Federal  agencies  who  have 
Interests  and  responsibilities  in  areas  related  to  childhood  lead  poisoning, 
such  as  Maternal  and  Child  Health  programs,  the  activities  of  the  Department 
of  Housing  and  Urban  Development,  Children  and  Youth  projects.  Mental 
Retardation  programs,  and  the  Early  Periodic  Screening,  Diagnosis  and  Treatment 
programs  under  Medicaid.  During  FY  197A  and  1975,  emphasis  will  be  placed  on 
developing  the  necessary  laboratory  competence  in  lead  analysis  in  States  and 
communities  which  have  not  yet  put  this  emerging  technology  to  work,  this 
activity  will  be  funded  from  FY  1973  funds  -restored  in  FY  197A.  The  lack 
of  adequate  laboratory  services  is  the  most  critical  roadblock  to  the 
Implementation  of  lead  screening  in  a variety  of  existing  child  health  programs. 
Grants  will  be  used  to  develop  State  level  laboratory  capabilities  in  lead 
analysis,  in  setting  and  enforcing  standards,  and  in  providing  technical 
assistance  and  monitoring  the  performance  of  local  laboratories.  New  screening 
procedures,  as  they  are  developed  and  evaluated,  will  be  incorporated  into 
existing  programs. 
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HEALTH  SERVICES  ADMINISTRATION 
BUREAU  OF  COMMUNITY  HEALTH  SERVICES 
Activities  Related  to  Childhood  Lead-Based  Poisoning 


The  Bureau  of  Community  Health  Services  is  responsible  for  administer- 
ing programs  and  projects  funded  under  Title  V of  the  Social  Security 
Act  to  promote  the  health  of  mothers  and  children.  In  the  area  of  child- 
hood lead-based  paint  poisoning,  its  activities  may  be  summarized  as  fol- 
lows ; 

Public  Education 

MCHS  pioneered  public  education  and  Federal  activities  related  to 
childhood  lead  poisoning  when  it  was  still  a part  of  the  Children's 
Bureau.  In  1967,  it  published  Lead  Poisoning  in  Children,  which  became 
instrumental  in  generating  public  as  well  as  governmental  awareness  of 
the  problem.  Shortly  after  its  publication,  the  booklet  was  reprinted 
^md  distributed  by  the  Lead  Industries  Association.  -So  far,  113,000 
copies  have  been  reprinted  by  the  Lead  Industries  Association.  In 
addition,  BCHS/MCH  has  distributed  free  over  20,000  copies  of  the  pub- 
lication to  State  and  local  health  departments.  Crippled  Children’s 
agencies.  Children  and  Youth  Projects,  Mental  Retardation  Services, 
schools  of  public  health,  libraries.  Department  of  Health,  Education, 
and  Welfare  regional  offices  and  other  governmental  and  private  agen- 
cies. Thousands  of  these  booklets  have  been  sold  separately  by  the 
Government  Printing  Office.  This  booklet  is  expected  to  be  revised 
in  the  near  future. 

This  initial  publication  was  followed  by  a number  of  other  public 
education  materials  which  produced  further  impact  on  the  problem: 

"Childhood  Lead  Poisoning  - An  Eradlcable  Disease"  (Children , January  - 
February  1970,  reprinted  by  MCHS) ; 'Selected  Bibliography  on  Lead  Poison- 
ing in  Children"  (DHEW  Publication .No . 72-5105,  1971);  "Watch  Out  for 
Lead-Paint  Poisoning"  (DHEW  Publication  No.  72-5101,  1972)  and  its 
Spanish  version  "ICuidado  La  Pintura  de  Plomo  Envenena!"  (DHEW  Publica- 
tion No.  72-5106,  1972).  "Watch  Out  for  Lead-Paint  Poisoning"  was 
written  for  the  population  at  risk,  and  since  its  publication,  approx- 
imately A30,000  copies  have  been  distributed;  about  100,000  copies  of  the 
Spanish  version  have  been  printed  for  distribution.  "Undue  Absorption 
of  Lead  Among  Children  - A New  Look  At  An  Old  Problem"  was  published  in 
the  New  England  Journal  of  Medicine  in  March,  1972  and  reprinted  by  MCH 

for  distribution.  This  paper  stresses  the  concept  of  prevention  of  lead 

poisoning  through  early  identification  of  children  with  evidence  of  undue 

lead  absorption  before  they  become  poisoned  and  permanently  damaged.  The 
article  has  been  particularly  well  received  by  the  scientific  community 
as  attested  by  the  large  number  of  requests  for  reprints.  "Preventing 
Lead  Poisoning  in  Children"  appeared  in  the  Jan. -Feb.  "Children  Today." 
This  paper  summarizes  some  recent  information  about  this  disease  such  as 
its  occurrence  outside  of  the  inner  cities,  and  the  many  sources  of 
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hazardous  lead  exposure  other  than  lead-based  paint.  This  paper  was 
reprinted  by  MCH  for  distribution.  Another  paper  entitled  "Vulnerability 
of  Children  to  Lead  Exposure  and  Toxicity"  was  published  recently  in 
two  parts,  in  the  Medical  Progress  Section  of  the  New  England  Journal 
of  Medicine  (Dec.  6 and  Dec.  13,  1973).  Requests  for  reprints  of  this 
paper  have  been,  very  heavy  and  include  several  from  foreign  countries. 

Children  and  Youth  Projects 

In  FY  1973,  62  Children  and  Youth  Projects  were  funded  through  the 
Bureau  of  Community  Health  Services  totaling  $42,200,000.  As  of 
September  30,  1973,  there  were  514,790  registrants  in  the  C&Y  Projects. 

'Among  new  registrants,  64%  were  black  and  other  non-whites,  36%  were 
white. 

The  C&Y  projects  provide  comprehensive  health  care  for  children 
of  preschool  and  school  age  in  low-income  areas,  and  cover  on  a con- 
tinuous basis,  the  whole  range  of  medical,  dental,  and  emotional  health 
needs  of  the  children-.  Many  projects  Include  screening  for  lead 
poisoning  as  part  of  their  health  maintenance  program,  but  the  com- 
prehensive nature  of  these  projects  makes  it  impossible  to  determine 
the  exact  amount  of  money  spent  on  lead  poisoning  prevention  and  con- 
trol. 

Of  49  projects  that  responded  to  a recent  survey  on  the  problem 
of  lead  poisoning,  51%  stated  that  lead  poisoning  was  a public  health 
problem  and  49%  stated  that  it  was  not.  Among  the  49  projects,  2 
routinely  tested  all  children  seen  by  the  project,  12  routinely  tested 
all  children  under  6 years  of  age,  20  tested  only  children  considered 
high  risk  for  lead  poisoning,  and  15  reported  no  testing.  18  projects 
reported  that  a total  of  922  children  were  treated  for  lead  poisoning 
for  the  12-month  period  ending  September  30,  1972. 

The  following  are  some  activities  related  to  childhood  lead 
poisoning  as  reported  by  the  C&Y  Projects: 

In  the  District  of  Columbia,  the  Children  and  Youth  Project  at 
Children's  Hospital  participated  in  the  City  Lead  Poisoning  Committee's 
screening  program.  For  a 4-month  screening  period  in  1972,  47  percent 
of  newly  screened  children  were  found  to  have  blood  lead  levels  in- 
dicative of  excessive  exposure  to  lead  (40  ug/100  ml  or  more)  in  June- 
July,  and  52  percent  to  have  such  blood  lead  levels  in  August-Septeraber . 

The  program  uncovered  a number  of  children  with  elevated  blood  lead 
levels  who  did  not  live  in  dilapidated  housing  and/or  did  not  have  a 
history  of  pica.  This  suggests  that  sources  other  than  lead  paint  may 
have  contributed  to  the  problem  of  undue  lead  absorption  in  these  children. 
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Many  houses  within  the  Immediate  neighborhood  of  the  Johns 
Hopkins  C&Y  Projects  were  built  when  lead-based  paint  was  extensively 
used  for  interiors.  From  the  outset,  the  project  has  made  efforts 
to  determine  blood  levels  of  lead  in  children  where  there  is  a sus- 
picion that  pica  may  exist.  Over  the  past  year  and  a half,  there  have 
been  intensive  efforts  to  screen  children  below  the  age  of  5 who  live 
in  environments  with  access  to  leaded  paint.  About  230  children  have 
Identified  with  levels  over  AO  ug/100  ml.  These  children  are  being 
followed  at  regular  intervals  and  their  homes  are  being  investigated 
for  possible  sources  of  leaded  paint. 

In  Chicago,  116,261  children  were  screened  for  lead  poisoning 
over  a 3-year  period  in  a cooperative  effort  with  the  C&Y  Project, 
Chicago  Board  of  Health,  the  State  Health  Department,  and  OEO.  Over  ' 
10,000  children  had  high  lead  levels... The  Brookdale  Hospital  C&Y 
Project  in  Brooklyn,  New  York,  has  put  a great  deal  of  effort  into 
lead  paint  poisoning  control  and  has  relocated  60  families  into  public 
housing  over  a 2-year  period... A grant  from  the  Regional  Medical  Pro- 
gram, will  permit  the  screening  for  lead  poisoning  of  all  children 
registered  for  C&Y  services  in  New  Hampshire ...  In  Massachusetts,  C&Y 
Project  ni>rses  have  been  giving  special  emphasis  to  screening  and 
counseling  activities  for  lead  poisoning  control. 

Several  C&Y  projects  in  New  York  City  and  Baltimore  have  organ- 
ized house-to-house  surveys  to  screen  children  for  lead  poisoning, 
to  alert  parents  to  the  hazard,  and  to  locate  homes  with  deteriorat- 
ing lead-painted  surfaces.  The  projects  not  only  screen  and  treat 
children  but  also  work  with  landlords,  community  groups,  and  official 
agencies  to  remove  this  danger  to  children ...  The  C&Y  Project  at  the 
University  of  Louisville  has  diagnosed  and  treated  11  cases  of  lead 
poisoning  during  a 5-year  period.  Most  of  these  children  are  from  the 
inner  city  area.  No  deaths  have  resulted  nor  is  there  evidence  of 
encephalopathy  among  these  children .. .Arkansas ' s C&Y  Project  is  mapping 
out  a program  to  find  out  whether  lead  poisoning  constitutes  a hazard  ‘ 
to  the  project  population  in  Greater  Little  Rock.  A survey  was  under- 
taken during  the  summer  of  1972  of  acutely  ill  children  seeking  care 
at  Arkansas  Children's  Hospital;  500  children  were  selected  for  blood 
testing  without  regard  to  their  symptomatology. 

State  Maternal  and  Child  Health  and  Crippled  Children's  Programs 

Lead  poisoning,  and  possible  lead  poisoning  have  been  made  re- 
portable diseases  in  Pennsylvania  during  the  past  year.  Regulations 
for  reporting  childhood  lead  poisoning  were  circulated  among  hospitals, 
physicians,  and  laboratories.  A procedure  for  Ifead  poisoning  examina- 
tion in  child  health  conferenc.es  has  been  recommended  to  the  State 
health  department's  regional  medical  directors ...  In  Ohio,  the  medical 
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director  and  nursing  consultant  for  the  Division  of  Maternal  and  Child 
Health  are  working  with  a committee  involTving  six  divisions  of  the 
State  health  department  in  completing  a plan  to  prevent,  detect,  and 
treat  lead  poisoning. 

In  1971,  t*he  Model  Cities  Commission  gave  a grant,  to  the  District 
of  Columbia  Community  Health  Services  Administration  to  screen  children 
for  lead  poisoning.  22,000  children  were  tested  and  25%  found  to  have 
blood  lead  levels  of  ^0  ug/100  ipl  or  more.  In  FY  73,  8,858  children 
between  9 months  and  6 years  were  tested  throughout  the  District  of 
Columbia.  Over  30%  had  elevated  blood  lead  levels. 

A special  project  in  the  Lansing,  Michigan  ^rea  is  financed  through 
MCH  funds  to  screen  children  for  blood  lead  levels  and  anemia... In 
Minnesota,  guidelines  for  a statewide  lead  poisoning  control  program 
are  being  developed.  The  depattment  is  now  providing  analyses  of  lead 
levels  in  urine  and  blood  samples  submitted  by  practicing  physicians. 
Positive  findings  are  reported  to  the  MCH  Section ,* which  is  responsible 
for  necessary  nursing,  follow-up ... In  Texas,  screening  for  lead  poisoning 
is  not  being  done  routinely,  bilt  the  recent  incident  in  FI  Paso  suggests 
a need  for  screening,  particularly  in  areas  in  which  air,  soil,  or  water 
is  polluted  from  industries  producing  lead  waste,  as  well  ^s  in  areas 
of  old  deteriorated  housing... In  Oklahoma,  the  Tulsa  City-County  Health 
Department  conducted  a pilot  study  in  high-risk  population  and  detected 
three  children  with  borderline  elevated  blood  levels.  A proposal  has 
been  submitted  to  develop  a program  in  the  area... In  New  Jersey,  new 
legislation  became  effective  January  1972  to  give  the  State  health  de- 
partment responsibility  for  maintaining  surveillance  over  a lead  poison- 
ing control  program.  Laboratory  services  were  provided  for  individual 
patients  and  community  screening  programs  throughout  the  State  through 
the  Division  of  Laboratories.  This  activity  was  administered  and  funded 
by  the  maternal  and  child  health  program.  The  health  department  has  sent 
each  newly  licensed  physician  publications  concerning  the  diagnosis  of 
lead  poisoning  in  children  and  the  roles  of  the  physician  and  hospital 
in  controlling  lead  poisoning.  The  MCH  program  gave  assistance  in 
planning,  executing,  and  evaluating  programs  for  the  control  of  lead 
poisoning  in  Camden,  Cape  May  County,  East  Orange,  Elizabeth,  Gloucester, 
Hoboken,  Jersey  City,  Orange,  Passaic,  Paterson,  Plainfield,  Trenton,  and 
Union. 

The  Lead  Poisoning  Control  Program  in  the  Connecticut  State  Health 
Department  is  assigned  to  the  Division  of  Preventable  Diseases.  During 
licensing  visits  to  pediatric  services  in  hospitals,  nurses  try  to  check 
on  donated  toys  to  assure  their  safety.  Distribution  of  literature  on 
lead  poisoning  by  hospital ''personnel  is  encouraged. 


693 


Research  Grants 


Under  its  research  grants,  BCHS  supported  a study  of  micro  tests 
for  childhood  lead  poisoning  at  the  Johnf?  Hopkins  University  in  FY  '71 
amounting  to  $56,718.  The  study,  also  supported  partially  by  other  grants 
was  extended  and  completed  in  February  1972.  Results  of  the  study  are 
being  prepared  for  publication.  The  findings  should  contribute  to 
achieving  accuracy  and  reliability  of  the  various  micro  techniques  used 
for  screening  lead  poisoning  in  children  now  under  Investigation  or 
field  trial,  and  also  facilitate  monitoring  of  the  many  laboratories 
that  will  be  performing  such  tests  in  screening  programs. 

Two  research  proposals  to  investigate  the  effect  of  lead  exposure 
during  pregnancy  on  the  mother  and  fetus  have  been  submitted  for  review. 
One  proposes  to  study  pregnant  women  in  a lead-mining  area,  the  other  - 
pregnant  women  in  the  urban  environment  where  exposure  to  lead  though 
greater  than  in  the  rural  areas,  is  generally  considered  to  be  rela- 
tively "low”.  Exposure  to  cadmium  and  other  trace  elements  will  also 
be  investigated  in  these  studies. 

Consultation 

The  pediatric  consultant  in  BCHS,  Dr.  Jane  S.  Lin-Fu,  devotes 
much  of  her  time  to  the  problem  of  childhood  lead  poisoning.  Her 
advice  has  been  sought  not  only  by  State  and  local  health  agencies 
but  also  by  congressional  committees  and  members  of  Congress,  the 
President's  Committee  on  Mental  Retardation,  the  Environmental  Protec- 
tion Agency,  The  American  Academy  of  Pediatrics,  as  well  as  DHEW 
committees  and  agencies  and  a variety  of  other  groups. 

She  helped  develop  the  PCMR  Position  Statement  on  the  problem 
which  was  released  recently.  She  also  served  as  consultant  and  con- 
tributor to  the  National  Academy  of  Science  in  the  preparation  of 
its  exhaustive  study  entitled  "Airborne  Lead  in  Perspective",  pub- 
lished in  1972. 
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OFFICE  OF  HUMAN  DEVELOPMENT 
Office  of  Child ^Development 

» 

Lead-Based  Paint  Poisoning 

In  July  1969,  the  Office  of  Child  Development  (OCD)  was  established 
In  the  Office  of  the  Secretary,  HEW,  to  serve  as  a point  of  coordination 
for  Federal  programs  for  children  and  their  families  and  to  act  as  a 
national  advocate  of  services  for  children.  On  April  1,  1973,  OCD 
became  a part  of  a new  Office  of  Human  Development  at  HEW  which  focuses 
on  groups  of  Americans  with  special  needs. 

In  localities  where  lead  paint  Is  a hazard,  children  In  Head  Start 
and  other  OCD  demonstration  programs,  such  as  Horae  Start  and  Parent  and 
Child  Centers,  are  screened  for  lead  poisoning.  Children  who  test 
positively  are  then  referred  for  continued  medical  treatment.  In 
arranging  for  detection  and  medical  care,  the  Office'  of  Child  Development's 
early  childhood  programs  are  making  use  of  the  Medicaid  Early  Periodic 
Screening,  Diagnosis  and  Treatment  (EPSDT)  Program  (Title  XIX). 

The  Office  of  Child  Development's  lead  paint  poisoning  activities 
are  primarily  focused  on  creating  public  awareness  of  the  lead  paint 
problem.  Films  and  pamphlets  are  used  to  Inform  parents  of  the  hazarrd 
of  peeling  paint  and  to  instruct  them  In  prevention  and  control  measures. 
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RUBELLA 


Obligations  for  Immunization 

1974  1975 

1971  197Z  1973  estimate  estimate 

Center  for  Disease 


Control:  , / 

Grants $16,000,000  $17,000,000  $10,050,000  $10,650,000-'  $6,200,000 

Direct 

operations 913,000  1,042,000  1,040,000  1,228,000  1,262,000 


Total 16,913,000  18,042,000  11,090,000  11,878,000^^  7 ,462  ,000 


A new  live  virus  vaccine  was  licensed  for  use  in  the  United  States  in  1969. 
Later  that  year,  project  grants  were  awarded  to  State  and  local  health  agencies 
to  assist  them  in  planning,  developing,  and  conducting  immunization  programs  to 
control  and  prevent  the  spread  of  rubella  and  reduce  the  occurrence  of  mental 
retardation,  blindness,  and  other  complications  associated  with  congenital 
rubella  syndrome.  Because  of  the  likelihood  of  a rubella  epidemic  in  1970-72, 
it  was  necessary  that  the  new  vaccine  be  administered  to  as  many  susceptibles  as 
quickly  as  possible.  By  the  end  of  1973,  approximately  44  million  doses  of 
rubella  vaccine  had  been  administered  - over  34  million  doses  in  public 
Immunization  programs  alone.  No  other  vaccine  has  been  so  widely  used  so  soon 
after  licensure. 

As  a result,  the  rubella  epidemic  predicted  for  1970-72  did  not  materallze. 
In  fact,  reported  cases  of  rubella  declined  from  56,552  in  1970  to  27,928  in 
1973.  It  is  estimated  that  the  intensive  rubella  immunization  program  has,  at 
least  temporarily,  prevented  as  many  as  2.5  million  cases  of  rubella  and  20,000- 
25,000  cases  of  congenital  rubella  syndrome.  However,  the  threat  of  rubella  and 
its  complications  is  still  great  since  an  estimated  6.0  million  preschool-age 
children  remain  unprotected  against  this  disease. 


1/  Includes  $4,450,000  of  FY  1973  funds  restored  in  FY  1974. 
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